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JACKSON UROLOGICAL ASSOCIATES

Today's Date: Appointment Date:

Preferred Pharmacy
Pharmacy Name: Phone #: Fax #:

Address:

City: State: Zip

Primary Care Provider: Referring Provider:

Patient Information

Last Name: First: Middle:
Preferred Name: Prefix:.1Dr. OMiss [Mr. OMrs.CdMs. Suffix: dr. O se.001 i miv
DOB: Sex: SSN: Race:

Marital Status: [ Divorced [ Married [] Single [1Separated CIWidowed Driver License #:

Mailing address:

Zip: City: State:

Phone: Home: Work: Cell: Primary: X one _ 0 Home

OCell

Fax #: Email address:

Emergency Contact: (not spouse) Relationship: Phone #:
Patient’s Employer: Occupation:

Employer Address:

Zip: City: State:

Spouse Information
Last Name: First: Middle:

Responsible Party Information (complete only if patient is a minor)
Last Name: First: Middle:

DOB: SS#:

Relationship to patient: Ol Father L Mother O Other, please specify:

Mailing address (if different from patient):

Zip: City: State:
Employer:

Employer Address:

Employer Phone #: Employer Fax #:

Insurance Information

Primary: Policyholder:
Relationship to patient: DOB: SS#:
Policyholder’'s Employer: Phone:

Employer Address:

Zip: City: State:

Subcriber/ID#: Group#
Secondary: Policyholder:
Relationship to patient: DOB: SSH:
Policyholder’'s Employer: Phone:

Employer Address:

Zip: City: State:

Subcriber/ID#: Group #:







Jackson Urological Associates, P.C.
Patient History Form

TODAY'S DATE / /
LAST NAME

FIRST NAME

DATE OF LAST PHYSICAL EXAM / /

MIDDLE

SOCIAL SECURITY NUMBER

DATE OF BIRTH / /

CHIEF COMPLAINT

What is the main reason for your visit today? (Describe your problem in detail.)

History of Present lliness
Please answer the following questions.

Front Back

O O

Location of the problem
Abdomen Back Leg

Other.

On a Scale of 1-10, with 10 being the most severe,
circle the number that best describes the problem:

1234567389 10

When did you first notice the problem?

Does anything help or make the problem worse?
Moving around Standing Up Lying on my side
Other,

How long does the problem last?
30 minutes 1 hour
Other

It is always there

Is anything else occurring at the same time?

Yes No If yes, please explain
Nausea Rash Headaches
Other

Is the problem constant or variable?
Dull then sharp Very sharp then leaves
Other

Always there

Does the problem interfere with your normal function?

2 days ago 2 weeks ago 1 month ago Yes If yes, please explain
Other
Physician use only: (Comments/Notes)
# Answers Level of Service

1-3 “‘ 1 or2

4+ 3-5




JACKSON UROLOGICAL ASSOCIATES, P.C.
PERSONAL HEALTH HISTORY QUESTIONNAIRE

Name Date: Date of Birth M

Reasorfor visit:

Past Medical History

Arthritis Emphysema Hernia Rheumatic Fever
Asthma Gallstones High Blood Pressure Seizures

Cancer Glaucoma Kidney Disease Sexually Transmitted Disease
Cataracts Gout Kidney Stones Stomach Ulcers
Cirrhosis HIV/AIDS Mental lliness Stroke

Clotting Disorder Heart Attack Parcreatitis Thyroid Disease
Congestive Heart Failure Heart Disease Pneumonia Tuberculosis

Diabetes Hepatitis Prostate Problems Urinary Tract Infections

List any other current or past illnesses not mentioned and the date that they occurred:

1. 5.
2. 6.
3. 7.
4, 8.
List operations, hospitalizations, and injuries and the year in which they occurred:
1. 5.
2. 6.
3. 7.
4 8

Current Medications: (include doses and any nonprescription drugs or herbs)

Allergies (list all known allergies, especially to medications)

Reaction:
Reaction:
Reaction:
Social History:
Marital Status: M W S D Occupation:
Smoking: (packs per day and # of years) Alcohol Use Recreational Drugs:

Family Medical History:
Please list any family members (Mother, Father, Siblings, and Grandparents) with the following illnesses:

Disease Family Member Disease Family Member
Blood Clotting Disorder Prostate Cancer
Breast Cancer Seizures
Colon Cancer Stroke
Diabetes Thyroid Disease
Heart Disease Tuberculosis
High Blood Pressure Other Cancers
Kidney Disease Other Diseases
Liver Disease
Living (age)/Deceased (age of death) Cause of Death Disease
Father:
Mother:
Siblings:
Females Only: OB/GYN History: Age at first period; Frequency:
Duration:
Number of pregnancies Obstetrical Complications

Tests (Please Give the Year of the Most Recent Test or Immunizations)

Pap Smear Chest XRay Flexible Sigmoidoscopy Mammogram

Flu Shot TB Skin Test EKG Cholesterol

Tetanus Colonoscopy Pneumovax
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