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

General Y N Feeling Unwell Genitourinary Y N Blood in Urine 
 Y N Weight Loss  Y N Painful Urination 
 Y N Fatigue  Y N Change in Urinary Stream 
 Y N Fever  Y N Discharge 
     Y N Incontinence (leaking urine) 
HEENT Y N Blurred Vision  Y N Frequency 
 Y N Headache  Y N Hesitancy 
 Y N Deafness  Y N Nocturia (urinating at night) 
     Y N Urethral Discharge 
Neck Y N Neck Pain  Y N Urgency 
     Y N Urinary Retention (not emptying) 
Respiratory Y N Cough  Y N Straining to urinate 
 Y N Snoring  Y N Stopping & Starting 
 Y N Difficulty Breathing  Y N Feel like you need to go but can’t 
 Y N Dyspena (short of breath)  Y N Flank Pain 
 Y N Hemoptysis (coughing up blood)  Y N Lower back pain 
 Y N Wheezing  Y N Kidney or bladder infection 
     Y N Passage of stones or gravel 
Breast Y N Breast Mass  Y N Penile Lesions 
     Y N Impotence 
Cardiovascular Y N Chest Pain  Y N Testicular Mass 
 Y N Difficulty Breathing -Exertion  Y N Testicular Pain 
 Y N Dyspena (short of breath)     
 Y N Hypertension Musculoskeletal Y N Back Pain 
 Y N Difficulty Breathing- at Rest  Y N Joint Pain 
 Y N Phlebitis (inflammation of vessels)  Y N Muscle Pain 
        
Gastrointestinal Y N Abdominal Pain Neurological Y N Decreased Memory 
 Y N Bloody Stool  Y N Dizziness 
 Y N Nausea  Y N Fainting 
 Y N Vomiting  Y N Seizures 
     Y N Stroke 
        
Medications  (Use a separate sheet if necessary) Psychiatric Y N Anxiety 
Name, Strength, Dose, Frequency   
          Example:  Detrol LA 4mg 1 x per day 

 Y N Depression 

  Y N Hallucinations 
  Y N Mood Changes 
     
 Endocrine Y N Hot Flashes 
  Y N Thyroid Problems 
     
 Hematology Y N Anemia 
  Y N Easy Bruising 
     
     



CAPITAL UROLOGICAL ASSOCIATES    Patient Name_______________ 
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Allergies ___I have no known allergies 
   
 Please list below Reactions 
      
      
      
      
      
    
Surgical History Surgery  Year 
     
     
     
     
     
     
     
     
     
Medical History You Family Member Relationship  

No history of disease    
Asthma     

Diabetes     
Heart Disease     
Hypertension     
Kidney Stone     

Stroke     
Breast Cancer     

Bladder Cancer     
Kidney Cancer     

Prostate Cancer     
Other Cancer     

     
Hemophilia     

     
Other History     

 None Yes How Much  
Tobacco Use     

Alcohol     
Caffeine     

Drug Use     
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