Registration Form

Name (Last) (First) ~ Driver'sLic# SSN:

Address . City Stde Zip
Home . Cdl Phone: ‘ Daeof Birth:
Sex: Age L Heightt Weight
Racex Primary Language: : Ethnic Group:
Employer: 5 ‘

Business Address . Business Ph

Emergency Contact Name: ‘ Phone:

Email Address:

PRIMARY INSURANCE : ‘

Person Responsible for Account: Lagt Name: Firgt Name:
Reation to Patient : Birthdae Soc. Security
Address (if different from patient's) : Phone:

City State Zip

Person Responsible Employed by: ‘ Occupation:
Business Address: . ‘ Business Ph,

Insurance Co. Subscriber# Phone
Additional Insurance? Yes - No

Person Responsiblefor Account: Last Name: Firg Name:
Relaion to Pdtient Birth date Soc. Security
Address (if different from patient's) . ‘ Phong

City : Stede ‘ Zip
Person Responsible Employed by: : Occupdion:
Business Address : Business Ph,

Insurance Co. Subsgribertt Phane
Assgnment and Release

|, the undersigned certify that | (or my dependent) have insurance coverage with
And assigned directly to The Urology Clinic dl insurance benefits, if any, otherwise payable to me for services rendered. | understand that |

amfinancidly responsible for al charges whether or not paid by insurance: | hereby authorize the doctor to relesse d| information necessary
to secure the payment of benefits. | authorize the use of this sgnature on dl insurance submissions.

Responsibte Party Signeture ‘ Relationship Date




Name ‘ - Date

Referring Physician: , Family Doctor:

Why are you sesing the doctor today?

How long have you had this problem?

What improves or worsens the problerr/oal n?

Are there any symptoms thal go aong with the problemypain?

I's the probler/pain conlinuous or does it come and go?

Describe the pain {sharp/dull, elc.)

Have you tried any medicine/treaiment for this problesrypain?

CURRENT MEDICATIONS- PLEASE list ALL medications you are curréntly taking including over the counter meds.

Drug Name: Strength: Directions/How you take it:

Attach list if necessary

Pharmacy Name: Phone

Allergies- Pegse it ALL types (Drug, seasonal, pets, environmental foods)

Have you recaived your flu shot for this year (Y/N) If no, why not?




SOCIAL HISTORY _
Please provide the following information:

___sngle ___ Mavied ___ Sepasted __ Divoced __ Widowed _ LifePatner _ Common Law Spouse
Alcohol Consumption:
_ Nome ____Yes Occasiona/Socia # of drinks per day ‘
Tobaceo per day: _ :
None Yes # Packg/day _ Cigarettes/day :_Srrokdea Tobaceo
If you previoudy stopped, When?
Recreational Orugs _ None  If yes plessslist:
Caffeinated beverages None Low Moderate Excessve
Have you ever received a blood transfusion: Yes i No

CURRENT SYMPTOMS

Constitutional Tremors

Appetite Changes :

Anorexia Endocrine

Aches and Pains Diabstes

Chills Excessive thirst

Easy Bruising Pituitary Disease

Fever Thyroid:Disease

Fetigue Tired/Suggish

Generalized Weskness Too Hot/Cold

insomnia

Night Sweats Gastroiintestinal

Seep Apnea Abdoming Cramps

Swollen Glands Abdomina Fain

Weight Gain Acid Reflux

Weight Loss Bloody Stedls
Changein Bowd Habits

Eyes Constipation

Blind Diarrhes

Blurred Vision Flatulence

Dounle Vidon Gers

Glaucoma Hemorrhoids

Pain indigestion/heartburn

Worsening Eyesight Irrequler Bowd Movemnents
Nausea/vomiting

Allergicl mmunol ogic Rectd Bleeding

Animd Allergies Tarry Stod

Drug Allergies :

Environmenta Allergies Cardiovastular

Food Allergies Chegt Pan/Angina

Seasona Allergies Dyspnea on Exertion
Edema ¢

Neurdlogical Heart Attack

Baance Problems Hearl Falure

Disoriented Heart Murmur

Dizzy Spdls High Bléod Pressure

Headache Irregulat Meart Best

Lack of Alertness Mitral Valve Prolapse

Leg or Arm Weakness Orthoprea

Memoery Loss PairvCramps Hipg/L egs wiexertise

Numbness/Tingling
Stroke

Speech Problems
Cther:

Paipitation

© Skipped Heert Beats
Sweiiing

Skin

- Acne
" Bails

Changing Mdes
Persstent Itch

- Pigment Change
- Skinrash

" Musculoskeletal
. Arnhritis

. Back Pain

- Gout

Joint Pain
Muscle Cramps

- Muscle Weakness

Neck Pain/Stiffness

! Ear/NoselThroat
+ Ear Infection

Sinus Problem
Sore Throat

Genitourinary
Back Pain
Bedwetting
Biood in Urine
Dribbling

g Burning on Urination

Erection Problems
Flank Pain
Hematuria
Hesitancy

Kidney Falure
Kidney Infections
Kidney Stones
Leak diter voiding
Nocturia
Nocturna Enuresis
Not Ermptying

Panful Ejaculaion
Stranguria

Stones

Suprapubic Pain
Urgency

Urinary Frequency
Urinary Hesitancy
Urtnary Incontinence
Urinary Tract Infections
Urine retention
Urologic Cancer
Urdlogic Surgery
Vagina Bleeding
Vagina Discharge/Problems
Week Stream

Respiratory

Asthma
Emphysama-Bronchitis
Environmenta Allergies
Frequent Cough
Pneurmnonia

Shortness of breath
Tuberculoss

Wheezing

Hematological/Lymphatic
Swdlen Glands

Blood clotting proplem
Bleeding Problerm
Hepatitis

HIV {AIDS)

Sckle Call

Psychologic

Anxiety

Depressed

Generdlly satisfied with life




PAST MEDICAL HISTORY

Rease, CIRCLE if you HAVE or HAVE HAD ahy of the following diseasesor conditions:

Cardiovascular
Anemia

Angina

Anorexia

Aortic Aneurysm
Aortic Regurgitation
Aortic Stenosis
Arhytmia

Atria Fibritiation
Bleeding Disorder
Cardiomyopathy
Carebrovascular Disease
Claudication

Congestive Heert Falure
Hepatitis A

Hepdtitis B

Hepstitis C
Hypercholesterdlemia
Hyperiipidernia
Infectious Disease
Lipid Disorder
Maase

Obesity

Peget's Disease
PCKD

PCO

Raynaud' s Syndrome
Sleep Apnea

Gl

Cholecystitis
Cholelethiasis
Chronic Liver Dissase
Colitis

Consgtipation

Colon Condition
Crohn's Disease
Diarrhea
Diverticulitis
Diverticulosis

GERD

Hemorrhoids

Hepatic Falure
Hepatitis

Hista Hernia
Inflammatory Bowe Digeass
Liver Disease
Pancrestitis

Peptic Ulcer (Cuodend)
Recta Fissure
Stomach Ulcer
Ulcergtive Colitis

GU

AIDS

Bladder Outlet Obstruction
Biadder Stone

Other;

Coronary Artery Dissase
Deep Vein Thrombosis
Endocerditis

Enlarged Heart

Heart Attack

Heart Block

Heart Disease

Heart Murmur

Heart Vave Problem
Hemophiiia

Hypertensian, well controlied
Hypertengion, progressive
Hypertendon, severe
Coronary Artery Disease
Deep Vein Thrombosis
Bladder Infection

Chronic Renal Disease
Chronic Rend Insufficiency
Chronic Renal Falure
Crossed Fused Ectopia
Hematurit

Impotmo"a of Organic Origin
Intergtitia Cyslitis
Irradiation Therapy

Kidney Cancer

Kidney Disease

Kidney tnfection

Kidney Stones

Libido Decreased
Nephrolithiasis

Nephrotic Syndrome
Neurogenic Bladder
Orchitis

Penile Discharge

Polycystic Disease
Polycystic Kidney Dissase
Prostate Cancer

Radiation or Nud ear Exposure
Recurrent UTI

Rena Call Cancer

Rena Feilure

Rend |nsufficiency
Testiculer Cancer
Transplant Recipient
Trensitiona Cell CA Bladder
Transitiona Cell CA Ureter
Undescended Tegicle (Birth)
Urinary Tract Infection
Venered Disease

GYN/OB

Breast En cer
Breast Discase
Endometricsis

L_ekemia

‘Mitra Insufficiency

i Mitra Stenosis
-Mitral Vave Prolapse
Rheumatic Fever
‘Sickle Call Anemia

- Stroke

' Thrombophiebitis
- Varicose Veing
' Ventricular Arrhythmia

. Endocrine/M etabalic

Digbeles Mellitus, non-insulin dependent
Mencpause

.-Menstrua Problems
" Osteoporosis

; Ovarian Cancer

* Uterine Fibroids

" HEENT

Blindness

' Cataracts

Deviated Septum

* Deafness

. Ear (nfections
¢ Glaucoma

. Hay Fever

- Mennierg's

Mumps
Snustis
Tinnitis
Vertigo

- Musculoskeletal

. Arthritis
. Back Pain

Carpa Tunnd Syndrome

. Claudication

Fibromyalgia

+ Mortons Neuroma

| NeurclogicallPsycholacjcal
- ADD

. ADHD

" Alooholism

~ Alzhaimer’s Disease

~ Anxiety
- Bi-polar Disorder

Chronic Fatigue Syndrome
Depression

Eating Disorder

Epilepsy

Hernisted Disc

Mentd |1iness

Migraine

Multiple Scierods
Nervous Breakdown

Diabetes Mdlitus, insulin dependent

Diabetes Meilitus, uncontrolled
Goiter

Gout

Hyperthyrodism
Hypothyrodism

Impaired Glucose Tolerance

General
Allergies

Electricd Injury
Exposure to Chernicals
Organic Brain Syncrome
Parkinson's

Polio

Saizures

Spind Cord injury
Stroke

Suicide Attemnt

Respiratory
Asthma

Bronchitis

Chronic Lung Disease
CCrPD

Emphysema

Lung Disease
Pheumenia
Pulmonary Embolism
Tuberculosis

Tumors

Bran Cal! Carcinoma
Bran Tumor

Breast Cancer

Cervica Cancer

Colon Cancer

Fibrocystic Breast Disease
Gastric Cancer

Larynged Cancer

Lung Cancer

Lymphoma

Melanoma

QOvarian Cancer
Pancreatic Cancer

Rectal Cancer

Rectal Cell Cancer
Sarcoidosis

Testicular Cancer
Trenstiona Cdl CA Bladder
Transitional Cell CA Ureter
Uterine CA




SURGICAL HISTORY

P‘Iaa CIRCLE if you have had any of the following sur geries and dal.'!e of surgery:

General General Cont'd GU Cont'd
Penile Surgery
Brain Surgery L aparoscopy ‘ Pyel oplasty
Laminectomy Liver Surgery "GU Cont'd Radical Prostatectomy
Lymphatic Node Dissection Liver Transpiant _Epididymectomy Rend Transplant
Perathyrol dectomy Lumpectormy of Breast ESWL Spermatocel ectomy
Fifondia Cys Incison Lysis Adhesions . Herniorrhaphy TUMT Prostate
Skin Grafting Nissen Fundoplication " Hydrocelectomy TUNA Prostate
Splenectormy "liedl conduit TURBT
Gl Stomach Surgery ! indigo Laser Surgery TUR Prostate
Appendectomy Umbilical Hernia i Inguind Herniorraphy Ureteroscopy
Bariatric Surgery Ventra Hernia Repair ~Interstim Variocelectomy
Bowel Resection Kidney Stone Vasactomy
Chol ecystectomy Gu " Laser Lithotripsy VLAP
Coion Resection Bladder Surgery : Megtotomy
EGD Biopsy Prostate " Needle Biopsy Prostate GYN
EGD/Dilation Esophagus Brachytherapy ¢ Nephrectomy Breast Implants
Fissurectomy Circumdision * Nephrotithotomy Breast Surgery
Gastric Surgery Contigen - Orchiectomy Cyst Removal
Hemorrhoidectormy Cystoscopy . Orchiopexy Delivery Vagina
Cystostopy-Dilation . Penile Implant Delivery Forceps
HEENT Cystostopy-Retrograde . Penectomy Ddivery Cesarean
Cystoscopy-Stent ;
Cetaract Surgery Cysto-TUR Fulgaration
Corneal Surgery Endometria Ablation
Ear Surgery Hysterectomy-partia
Facid Surgery Hysterectomy/complate
Mastoid Surgery Oophrectomy/Unilaleral
Nasal Surgery Qophrectomy/Bilatera
PEG Rectocele Repair
PE Tubes Tubiligation
Seploplasty
Sinus Surgery
Tongl Surgery ;
Thyraid Surgery | Musculoskeletal
TMJ Surgery Amputation
Arthroscopit Knee Surgery
Back Surgery Respiratory
. Carpd Tunnel Surgery Lung Surgery
i Cervical Spine Surgery
- Disc Surgery Skin
. Foot Surgery Basd Cet Carcinoma
© Hand Surgery Me anorma
Hip Surgery Squamous Cell Carcinoma
" Knee Surgery
Leg Su
Other: 59 SIgery
FAMILY HiSTORY

Please CIRLCE and indicate which family member hasthad any of the following:

(Mother, Father, Siblings, Grandmother, Grandfather, Undle, Aunt)

Arthritis
Bedwetting

Bl adder Cancer
Cancer (site unknown)
Crohn’s Disease
Depression
Diabetes

Gout

Heart Attack
Hypertension
Kidney Cancer
Kidney Discase

Other:

Leukemia

Mdignant Melanoma
Multiple Sclerosis
Laryngeal Cencer
Pancreatic Cancer

Prostate Cancer
Stroke

Thyroid Disease
Tuberculoss




Authorization for th_eE,Use or Disclosure of Protected Health Care
Information for Treatment, Payment, and Healthcare Operations

CENLA UROLOGY CLINIC
3311 PRESCOTT ROAD
SUITE 100
ALEXANDRIA, LA 71301

As required by the Health Insurance Portability and Accountability Act of 1996 THE UROLOGY CLINIC may not use or
disclose your health information except as provided in our Notice of Privacy Practices without your authorization. Your
signature on this form indicates that you are giving permission for the uses and disclosures of protected health information
described herein. You may revoke this authorization at any time by signing and dating the revocation section on your copy of

this form and returning to this office.
AUTHORIZATION SECTION

IR (print name) hereby authorize the use and disclosure of the
following health information that pertains to me; any and all information or as outlined below:

for the following purpose: For the treatment of nﬁy condition(s) as related to the privacy act notice.

T authorize the following persons to make these {iisc]osures of my health information:

I authorize the following persons to receive these disclosures of my health information:

I understand that information disclosed pursuant to this authorization may be re-disclosed to additional parties and no longer
protected. :

1 understand that I may revoke this authonzanon at any time by signing the revocation section of my copy of this form and
returning it to THE UROLOGY CLINIC 3311 BRESCOTT ROAD, SUITE 100, ALEXANDRIA, LA 71301. T further

understand that any such a revocation does not apply to the extent that persons authorized to use or disclose my health
information have already acted in refiance on this authorization.

X

DATE;

THERE WILL BE A 535.00 CHARGE ON ALL RETURNED CHECKS



INTERNATIONAL PROSTATE SYMPTOM SCORE (I-PSS)
PATIENT INFORMATION

Name: : ¢ Age: Today's Date:

.

Race: (check one)
White Black/African American Hispanic Asian (Pacific [slandgr Native American Other

A description of what each nurnber represent is located at the top of each column. Circle the number in the column which best describes your situation,
Not at all Less than | Less than half the About half Maore than Almost Always
time in 5 time the time half the time

Over the past month, how 0 1 : 2 3
often have you had a ‘
sensation of not emptying
your bladder completely
after you have finished?

4 5

QOver the past month, how 0 1 2 3
often have you had to urinate
again less than two hours
after you finished urinating?

Over the past month, how : 0 i L 2 3
often have you found it
difficult to postpone
urination?

Over the past month, how 0 1 2 3
often have you had a weak
urinary stream?

Over the past month, how 0 } 2 3
often have you had to push :
or strain to begin urination?

None I time 2 times 3 times 4 times 5 times

Ower the past month, how
many times did you most
typically get up to urinate !
from the time you went 1o |
bed at night until the time
_you got up in the moming?
Total 1-PSS Score:

(Sum of all numbers circled in questions -7},

Delighted Pleased i Mostly Mixed | Mostly Unhappy | Temible
Y| satisfied dissatisfied
If you were to spend the rest 0 1 2 3 4 5 6
of your life with your urinary '
condition just the way it is

now, how would you feel J
about it?




