UNIVERSITY UROLOGY ASSOCIATES
Telephone (212) 686-9015 Fax (212) 686-8607

PATIENT INFORMATION

Today’s Date
Name Male  Female
Home address: Apt #:
City State Zip Code
Home Phone Work Cell

Email address:

Date of Birth Age SS#

Occupation Company Marital Status

MEDICAL HISTORY (please use back of page to supply any additional information for the following)

Medication/Food Allergies:

Previous Illnesses (with dates)

Previous Surgeries (with dates)

CURRENT MEDICATIONS, VITAMINS AND/OR SUPPLEMSNTS

Medication Name Dose/frequency | When did you start | Are you still | Why are you taking this
of medication? | taking this? taking this medication?
medication?




Do you smoke? YES NO If yes, how much?

Do you drink alcohol? YES NO If yes, how much?

Do you take aspirin? ~ YES NO If yes, how much?

Have you ever had any problems with or been treated for any of the following:

Nerves Diabetes

Heart Trouble Kidney disease
Heart Attack Urine infection
Stroke Blood in urine
High Blood Pressure Kidney stone
Breathing difficulty Prostate gland
Stomach/ulcers Back trouble

Colon trouble
FAMILY HISTORY

Has anybody in your family had prostate/bladder cancer?

CLINICAL TRIAL HISTORY

Are you currently participating in a research clinical trial at another site?
Have you participated in past clinical trials?

HIPPA ACKNOWLEDGEMENT

I hereby acknowledge that I have received the NOTICE OF PRIVACY PRACTICES of UNIVERSITY
UROLOGY ASSOCIATES.

Signature:

ACKNOWLEGEMENT
My signature below confirms that the information completed above is accurate. I understand that if [ have
provided incomplete or inaccurate information, my health may be jeopardized.

Signature: Date



