CAPITAL UROLOGICAL ASSOCIATES
Dr. Eric Stockall and Dr. Craig A. Nicholson

General

HEENT

Neck

Respiratory

Breast

Cardiovascular

YONOFeeling Unwell
YONOWeight Loss

Y ON[COFatigue
YONOFever

Genitourinary

YON[CBIurred Vision
YONOHeadache
YONODeafness

YONONeck Pain

YCN[CICough

Y[N[Snoring

Y ON[ODifficulty Breathing
YON[ODyspena (short of breath)
Y CONCIHemoptysigcoughing up blood)
YONOWheezing

Y CON[IBreast Mass
YON[OChest Pain

Y ON[ODifficulty Breathing -Exertion
YIN[CIDyspena (short of breath)

Y CON[Hypertension M usculoskeletal
Y ON[ODifficulty Breathing- at Rest
Y ONOPhlebitis(inflammation of vessels)
Gastrointestinal  YCINJAbdominal Pain Neurological
Y[N[IBloody Stool
YONCINausea
Y ON[CVomiting
M edications ‘ (Use a separate sheet if necessary) Psychiatric
Name, Strength, Dose, Frequency
Example: Detrol LA 4mg 1 x per day
Endocrine
Hematology

Patient Name

Y ON[OBIlood in Urine

Y ON OPainful Urination

Y ON[OChange in Urinary Stream
Y CON[Discharge

Y OONOlIncontinence (leaking urine)
Y ONOFrequency

Y CONCOHesitancy

Y CON[Nocturia (urinating at night)
Y ON[OUrethral Discharge

Y ONOUrgency

Y N OUrinary Retentior{not emptying)
Y N [Straining to urinate

Y ON [Stopping & Starting

Y ON[OFeel like you need to go but can’t
Y ONOFlank Pain

Y ON[Lower back pain

Y ONOKidney or bladder infection
Y ON[JPassage of stones or gravel
Y OON[JPenile Lesions

Y ONOImpotence

Y ONOTesticular Mass

Y ONOTesticular Pain

Y ONOBack Pain
Y ON[JJoint Pain
Y ON[JMuscle Pain

Y ON[Decreased Memory
Y ON[ODizziness

Y ON [OFainting

Y ON[Seizures

Y ON[Stroke

Y ONOAnxiety
Y ON[IDepression

Y ON[OHallucinations
Y ONOMood Changes

Y ON[OHot Flashes
YONOThyroid Problems

Y ONOAnemia
Y ON[JEasy Bruising
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Allergies

Please list below

I have no known allergies

Reactions

Patient Name

Surgical History

Surgery

Y ear

Medical History

You

Family Member

Relationship

No history of diseas

D

Asthma

Diabetes

Heart Diseasé

\D

Hypertension

Kidney Stone

Stroke

Breast Cance|

Bladder Cance

-

Kidney Cancel

Prostate Cancer

Other Cancer

Hemophilia

Other History

None

Yes

How Much

Tobacco Use

1)

Alcohol

Caffeine

Drug Use
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