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Urology Department at Klinikum Dortmund

PATIENT'S HEALTH QUESTIONNAIRE

This questionnaire helps our physicians evaluate your health and
plan your care. All answers are strictly confidential and will
become part of your medical record. Please submit this
questionnaire along with your recent lab , radiology , pathology

and medical reports.

Patient Name:
Last, First, Middle Initial

Sex: [ Male 0 Female
Date of Birth: Age
Height: Weight:

Type of visit:

] Consultation requested by another physician
0 Self-referred

[J Second Opinion

Chief Complaint: (main reason for seeking medical attention)

History of present illness:
(Briefly describe your symptoms, when they started)

Pleaselist prior surgeries, if any:

Associated medical problems:

Yes No

0 Kidney diseases

[0 Heart diseases

O Lung diseases

[ Gastrointestinal diseases
[0 Neurological diseases
[0 High blood pressure

[0 Diabetes mellitus

[0 High blood Cholesterol
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Genitourinary history:

Yes No

[0 Frequent urination

O Painful or burning urination

[0 Awake at night to urinate

Urgency to urinate

Urinary stream is weak

Urinary stream is intermittent
Blood in urine

Blood at beginning of urine stream
Blood at the end of urine stream
History of uninary retention
Cannot hold urine (wet yourself)
History of urinary tract infections
History of fever or chillsin the last 6 months
History of enlarged prostate
History of prostatitis

History of epididymitis

History of kidney stones

History of testicular trauma
Abdominal mass

Bulge inside scrotum

Penile discharge

Painful intercourse

Unsatisfactory sexual function
History of sexually transmitted diseases
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Any recent unexplained weight loss? [ Yes [ No
If yes, how many kilograms?

When wasthe last time you had a digital rectal exam?
O within thelast year [ 1-2 years ago
0 morethan 2 years [ Never

What wasyour latest Prostate-specific antigen (PSA)
level? If applicable
ng/mi

Have you ever had a prostate biopsy? [J Yes [ No
If yes, please specify and attach a pathology report.

Do you have family history of:

O Prostate cancer O Heart diseases
U Bladder cancer [ Diabetes mellitus
[ Kidney cancer [ Kidney stones
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Do you drink alcohol? [ Yes [ No
If yes, how frequent?

Do you smoke?

0 Yes, packs per day
L] Previous smoker, when did you quit
L No

Do you take any anticoagulation medications regularly?
(such as Aspirin, Marcumar or Plavix etc)

O Yes ONo
If yes, please specify

Pleaseligt all other medicationsyou take regularly:

Did you ever have the following treatments?

Radiation Therapy [ Yes [ No
If yes, please explain why

Number of Treatments?

Chemother apy 0 Yes ONo
If yes, please explain why

Number of Treatments?
Areyou allergic to any medicines? O Yes ONo
If yes, please specify
Areyou allergic to any foods? 0 Yes ONo

If yes, please specify

Areyou allergic to latex/rubber products?
(such as condoms, gloves or paint) 0 Yes ONo

If yes, please specify

Areyou allergic to dyes used for x-rays? [ Yes [JNo
If yes, please specify
Any other allergies? O Yes ONo
If yes, please specify

Please visit our website www.klinikumdo.de for an overview of our

department, our medical services and meet our team. A detailed

brochure will also be available for download in your language.
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