
Urology Care, PC 
Iris Bernstein, MD and Pamela Bogan, MS NP 

6226 E Pima Suite 100 Tucson, AZ 85712 
520-298-7200 

MALE QUESTIONNAIRE 

                                                                    TODAY’S DATE ________________ 

NAME________________________AGE______OCCUPATION_____________ 
PRIMARY PHYSICIAN_____________________REFERRED BY____________ 
REASON FOR OFFICE VISIT________________________________________ 

CURRENT MEDICATIONS (include dose, how long on medication and reason) 

1. ________________________________6. ____________________________ 
2. ________________________________7. ____________________________ 
3. ________________________________8. ____________________________ 
4. ________________________________9. ____________________________ 
5. _______________________________10. ____________________________ 

DO YOU TAKE ASPIRIN? ___YES ___ NO    IF YES, MOST RECENT DOSE__ 
ALLERGIES (medications, foods, etc. Please describe reaction) _____________ 
________________________________________________________________ 
________________________________________________________________ 

MEDICAL HISTORY-PLEASE LIST ALL MEDICAL PROBLEMS THAT YOU                                
                                        CURRENTLY HAVE OR HAVE HAD IN THE PAST. 

1. ___________________________________________________________ 
2. ___________________________________________________________ 
3. ___________________________________________________________ 
4. ___________________________________________________________ 
5. ___________________________________________________________ 
6. ___________________________________________________________ 
7. ___________________________________________________________ 
8. ___________________________________________________________ 

PAST SURGICAL HISTORY 
OPERATION                          REASON/HOSPITAL                   DATE/LOCATION 

1. ___________________________________________________________ 
2. ___________________________________________________________ 
3. ___________________________________________________________ 
4. ___________________________________________________________ 
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Social History: 
Do you smoke? YES  NO  How many packs per day? ____For how long?_____ 
Have you smoked in the past?  YES  NO If you smoked, when did you quit? ___ 
   If so, how many packs per day? _____   For how long? ________ 
Alcohol?   YES  NO   If yes,  how much and how often? ___________________ 
Beer   YES NO        Wine  YES   NO             Hard Liquor   YES NO 

Family History: (if alive, age and health; if deceased, age at death/cause) 
MOTHER: Alive ___________________ Deceased_______________________ 
FATHER: Alive____________________ Deceased_______________________ 
Any blood relatives with a history of prostate, bladder, kidney or other urologic 
disorders, cancer, or stones? ________________________________________  

Have you had?  (Please circle the correct answer) 
Diabetes                    YES  NO  Epilepsy/Seizures  YES  NO 
Bleeding Problems    YES  NO  Stroke/Paralysis  YES  NO 
Phlebitis/Blood Clots  YES  NO  Parkinson's   YES  NO 
Steroid/Prednisone    YES  NO  Blood Transfusions  YES  NO 
Fevers     YES  NO  Anemia   YES  NO 
Glaucoma     YES  NO  Thyroid Problems  YES  NO 
History of MRSA        YES  NO  Stomach Ulcers  YES  NO 
High Blood Pressure  YES  NO  Hiatal Hernia   YES  NO 
Heart Problems    YES  NO  Tuberculosis   YES  NO 
Heart Attack     YES  NO  Asthma   YES  NO 
Chest Pain     YES  NO  Emphysema/Bronchitis YES  NO 
Heart Failure        YES  NO  Pneumonia   YES  NO 
Irregular Heart Beat    YES  NO  Shortness of Breath  YES  NO 
Atrial Fibrillation    YES  NO  Fibromyalgia   YES  NO 
Heart Murmur             YES  NO  Artificial Joint   YES  NO 
Ankle Swelling    YES  NO  Arthritis   YES  NO 
Rheumatic Fever    YES  NO  Osteoporosis   YES  NO 
Weight Loss     YES  NO  Back/Neck Injury  YES  NO 
   If yes, how much? ________    If yes, explain:________________ 
   Over how long?   _________  Chronic Low Back Pain YES  NO 
   Are you trying?   __________  Cancer   YES  NO 
Multiple Sclerosis     YES  NO    Where?______________________ 
Mumps      YES  NO  HIV/AIDS             YES  NO 
Hepatitis      YES  NO 
   If Yes Circle:         A,   B   or   C 

Have you been told to take prophylactic antibiotics with dental work?  YES  NO 
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Bowel History:  
Do you ever lose control of your bowel movements?   YES NO 
Are you frequently constipated?  YES  NO 
   If yes, what do you take as a remedy? ________________________ 
Do you have episodes of diarrhea not associated with the flu?  YES NO 
Have you ever been told you have a(n):     Irritable bowels  YES NO  
Spastic Colon    YES NO      Diverticulitis   YES NO            Colitis  YES NO 

Please answer the following questions to the best of your ability. If you feel 
the need to add further, please write any additional adjacent to the answer. 

Do you wake up at night to urinate?  YES  NO 
  If so, how many time do you wake up in the average night? _________ 

During the daytime do you have to urinate frequently, every 1-2 hours?  YES  NO 
  If yes, about how often do you have to urinate? _______ 

When you have to urinate during the daytime, do you have to stand awhile before 
your stream starts up?  YES  NO 

When you are all finished urinating, do you find that there is continued dribbling 
of urine?  YES  NO 

Have you seen any blood in your urine?  YES  NO 
a. If so, when?  ______________ 
b. Have you had previous evaluation of the blood?  YES  NO 
c. If yes, what tests were done and by whom?  ____________________ 

________________________________________________________ 

Have  you ever been told that you had blood in your urine, but did not see any?  
YES  NO 

a. Have you ever had any evaluation of this?  YES  NO 
b. If yes, approximately when and by whom?  ______________________ 

________________________________________________________________ 

Do you have burning when you urinate?  YES  NO 

Is there any discharge from the penis?  YES  NO 

When you have to urinate, is there a sense of urgency to move quickly to the 
bathroom because you cannot postpone urination?  YES  NO 

If you cannot go to the bathroom right away, do you leak urine?  YES  NO 

If you cough or sneeze, do you leak urine?  YES  NO 
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  If you do leak, approximately how many pads in the average do you wear? ____ 
Do you have to push or strain at the completion of urination?  YES  NO 

When you are finished urinating and you leave the bathroom, do you often find 
that you have to go back 5, 10, even 15 minutes later more?   YES  NO 

Have you ever seen blood in your semen?  YES  NO 
a. If yes, have you ever had this evaluated?  YES  NO 
b. If yes, when and by whom?  ________________________________ 

How would you describe the strength of your urinary stream? ____________ 

Have you ever found your stream to be intermittent in that it seems to start and 
stop, or is your stream for the most part fairly steady until the end? _________ 

When you are all finished urinating, do you usually feel empty?  YES  NO 

Erectile Function 
Would you describe your erections as normal or abnormal? __________ 

Do you have any pain with erections?  YES  NO 

Do you have any curvature of your penis with erection?  YES  NO 

Would you say that the onset of your erection is normal or slow?  __________ 

Would you describe the rigidity of your erections as normal or inadequate for 
intercourse? ____________ 

Would you describe your erections as lasting long enough or fading too quickly?  
YES  NO 

Urological History 
Have you ever had kidney stones?  YES  NO 

a. If yes, when and how were they treated? _________________________ 

Have you ever had any injuries to your kidneys, ureters, bladder, penis or 
testicles?  YES  NO 

Have you ever had any urologic or pelvic surgeries?  YES  NO 
a. If yes, what procedure(s)? _____________________________________ 

Have you had any past history of urinary tract infections or epididymitis? YES NO 

How did you hear about us? (Please mark all that apply) 
___Referring Doctor ___Telephone Book   ___Newspaper AD 
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___Word of Mouth  ___Health Insurance Listing ___Other ________
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