
 

 
 

Dr. Hedges - Urology Initial Clinic Visit 
 

 
 
Patient Name:   ____________________________ 
Date of Birth:     ____________________________ 
MRN:                   ____________________________ 
Date of Service: ____________________________ 
 
 
Referring Provider: _________________________ 

 
CHIEF COMPLAINT Please explain the reason for your visit: 
                                   

                                   

 
PAST MEDICAL HISTORY Please list any medical conditions that you currently have: 
1. 5.                                                        

2. 6. 

3. 7. 

4. 8. 

 
 
SURGICAL HISTORY Please list any surgeries and their approximate dates: 
Operation Date Operation Date 

    

    

    

    

 
PREFERRED PHARMACY         
Name Address/Phone Number 

  

 
 
MEDICATIONS        Please list all medications you are currently taking, including supplements: 
Drug Dose Drug Dose 

    

    

    

    

 
ALLERGIES       Please list any known allergies to medications, foods or other compounds: 

 No known drug allergies  Allergies: _______________________________________________________ 
 
FAMILY HISTORY Has anyone in your immediate family been diagnosed with the following: 

 cancer   type of cancer: _____________________________     kidney or bladder trouble      diabetes 

 high blood pressure    other family illness (including bleeding problems):__________________________________  
 
List the people living with you and their relationship to you: _________________________________________________ 
What is your occupation?_____________________________________________________________________________ 
 
If you are legally disabled, give the reason: _______________________________________________________________ 
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Patient Name:   ____________________________ 
Date of Birth:     ____________________________ 
MRN:                   ____________________________ 
Date of Service: ____________________________ 
 

 
SOCIAL HISTORY Please check any of the following that apply to you: 
TOBACCO USAGE:      ALCOHOL USAGE:  

 Never smoked       I do not drink 

 Current smoker       I drink less than 2 drinks in a week. 

 How many packs a day do you smoke?    I drink approximately 2-5 drinks in a week. 

 Approx. ________ packs a day.      I drink approximately 6-10 drinks in a week. 

 For how long? _____months _____ years   I drink more than 10 drinks in a week. 

 Previous smoker       Alcohol problem in the past 
 If previous smoker, how long did you smoke   DRUG USE: 

 before quitting? _____ months _____ years   Use of street-drugs 

 Approximately _____ packs a day.    Drug problem in the past 
 
REVIEW OF SYSTEMS Are you currently experiencing any of the following symptoms?: 
Constitutional   Eyes       Gastrointestinal 

           YES Fever NO   YES Blurred vision NO   YES Heartburn NO 
           YES Chills NO   YES Double vision NO   YES Nausea NO 
           YES Weight Loss NO   YES Sensitive to light NO   YES Vomiting NO 
           YES Excessive fatigue NO   YES Eye pain NO   YES Abdominal pain NO 
           YES Sweating NO   YES Eye discharge NO   YES Diarrhea NO 

           YES Weakness NO   YES Eye redness NO   YES Constipation NO 
           Skin   Cardiovascular   YES Blood in stool NO 
           YES Rash NO   YES Chest pain NO   YES Tar-like stools NO 
           YES Itching NO   YES Abnormal heart beat NO   Genitourinary 
           

HENT       YES 
Shortness of breath when 

lying flat 
NO   YES Burning NO 

           YES Headaches NO   YES Leg pain when walking NO   YES Urgency NO 
           YES  Hearing loss NO   YES Leg swelling NO   YES Frequency NO 
           

YES Ringing in ears NO   YES 
Sudden shortness of 

breath at night 
NO   YES Blood in urine NO 

           YES  Ear pain NO   Respiratory   YES Flank pain NO 
           YES Ear discharge NO   YES Cough NO   Musculoskeletal 
           YES Nosebleeds NO   YES Coughing up blood NO   YES Muscle pain NO 
           YES Congestion NO   YES Sputum Production NO   YES Neck pain NO 
           YES Stridor NO   YES Shortness of breath NO   YES Back pain NO 
           YES Sore throat NO   YES Wheezing NO   YES Joint pain NO 
           

 
 

 
  

 
      YES Falls NO 

           Endo/Heme/Aller     Neurological     Psychiatric     
           YES Easy bruise/bleed NO   YES Dizziness NO   YES Depression NO 
           YES Environmental allergies NO   YES Tingling NO   YES Suicidal NO 
           YES Excessive thirst NO   YES Tremor NO   YES Substance abuse NO 
                   YES Sensory change NO   YES Hallucinations NO 
                   YES Speech change NO   YES Nervous/Anxious NO 
                   YES Focal weakness NO   YES Insomnia NO 
                   YES Seizures NO   YES Memory loss NO 
                   YES Loss of consciousness NO         
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Patient Name:   ____________________________ 
Date of Birth:     ____________________________ 
MRN:                   ____________________________ 
Date of Service: ____________________________ 
 

 

Male Urinary and Sexual Health Questionnaire                  (Check the box that is most applicable) 

 
 
 

AUA SYMPTOM SCORE:  Not at all Less than 1 
time in 5 

Less than 
half the 

time 

About half 
the time 

More than 
half the 

time 

Almost Always 

1. Over the past month or so, how often have you  
had a sensation of not emptying your bladder  
completely after you finished urinating? 

 

 

0 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

2. Over the past month or so, how often have you  
had to urinate again less than two hours after  
you had finished urinating? 

 

 

0 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

3. Over the past month or so, how often have you  
found you stopped and started again several 
times when you urinated? 

 

 

0 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

4. Over the past month or so, how often have you  
found it difficult to postpone urination?  

0 

 

1 

 

2 

 

3 

 

4 

 

5 

5. Over the past month or so, how often have you  
had a weak urinary stream?  

0 

 

1 

 

2 

 

3 

 

4 

 

5 

6. Over the past month or so, how often have you  
had to push or strain to begin urination?  

0 

 

1 

 

2 

 

3 

 

4 

 

5 

7. Over the past month or so, how many times did  
you most typically get up to urinate from the 
time you went to bed at night until the time you 
got up in the morning? 
 

None 

 

0 

1 time 

 

1 

2 times 

 

2 

3 times 

 

3 

4 times 

 

4 

5 times 

 

5 

8. If you were to spend the rest of your life with 
your urinary condition the way it is now, how 
would you feel about it? 
 

Delighted 
 

 

 0       

Pleased 
 

 

1 

Mostly 
Satisfied 

        

2    

Mixed 
 

 

3 

Unhappy 
 

 

4 

Terrible 
 

 

5 
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Patient Name:   ____________________________ 
Date of Birth:     ____________________________ 
MRN:                   ____________________________ 
Date of Service: ____________________________ 
 

 
 

International Index of Erectile Function (IIEF) 

These questions ask about the effect that your erection problems have had on your sex life.  Please circle the answer 
that best describes your recent experience.  Your answers will help your doctor choose the most effective treatment 
suited to your condition.  We understand the sensitive nature of these questions; therefore, all information is strictly 
confidential.  Thank you. 

1.  Over the past 4 weeks, how often were you able to get an erection during sexual activity (including intercourse, caressing, 
foreplay and masturbation)? 

0 = No sexual activity 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
2.  Over the past 4 weeks, when you had erections with sexual stimulation (including foreplay, erotic pictures, etc) how often 

were your erections hard enough for penetration? 

0 = No sexual activity 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
3.  Over the past 4 weeks, when you attempted sexual intercourse (i.e. penetration of you partner), how often were you able to 

penetrate (enter) your partner? 

0 = Did not attempt intercourse 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
4.  Over the past 4 weeks, during sexual intercourse, how often were you able to maintain your erection after you had penetrated 

(entered) your partner?  

0 = Did not attempt intercourse 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
5.  Over the past 4 weeks, during sexual intercourse, how difficult was it to maintain your erection to completion of intercourse? 

0 = Did not attempt intercourse 3 = Difficult 

1 = Extremely difficult 4 = Slightly difficult 

2 = Very difficult 5 = Not difficult 

 
6.  Over the past 4 weeks, how many times have you attempted sexual intercourse? 

0 = No attempts 3 = Five or six attempts 

1 = One or two attempts 4 = Seven to ten attempts 

2 = Three or four attempts 5 = Eleven or more attempts 

 
7.  Over the past 4 weeks, when you attempted sexual intercourse, how often was it satisfactory for you? 

0 = Did not attempt intercourse 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 
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Patient Name:   ____________________________ 
Date of Birth:     ____________________________ 
MRN:                   ____________________________ 
Date of Service: ____________________________ 
 

 

International Index of Erectile Function (IIEF) cont’d. 

 
8.  Over the past 4 weeks, how much have you enjoyed sexual intercourse? 

0 = No intercourse 3 = Fairly enjoyable 

1 = No enjoyment 4 = Highly enjoyable 

2 = Not very enjoyable 5 = Very highly enjoyable 

 
9.  Over the past 4 weeks, when you had sexual stimulation or intercourse, how often did you ejaculate (ejection of semen from 

the penis or the feeling of this occurring)?  

0 = No sexual stimulation/intercourse 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
10.  Over the past 4 weeks, when you had sexual stimulation or intercourse, how often did you have a feeling of orgasm or 

climax?  

0 = No sexual stimulation/intercourse 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
11.  Over the past 4 weeks, how often have you felt sexual desire?  

 3 = Sometimes (about half the time) 

1 = Almost never/never 4 = Most times (much more than half the time) 

2 = A few times (much less than half the time) 5 = Almost always/always 

 
12.  Over the past 4 weeks, how would you rate your level of sexual desire?  

 3 = Moderate 

1 = Very low/none at all 4 = High 

2 = Low 5 = Very High 

 
13.  Over the past 4 weeks, how satisfied have you been with your overall sex life?  

 3 = About equally satisfied  and dissatisfied 

1 = Very dissatisfied 4 = Moderately satisfied 

2 = Moderately dissatisfied 5 = Very satisfied 

 
14.  Over the past 4 weeks, how satisfied have you been with your sexual relationship with your partner?  

 3 = About equally satisfied  and dissatisfied 

1 = Very dissatisfied 4 = Moderately satisfied 

2 = Moderately dissatisfied 5 = Very satisfied 

 
15.  Over the past 4 weeks, how would you rate your confidence that you could get and keep an erection?  

 3 = Moderate 

1 = Very low/none at all 4 = High 

2 = Low 5 = Very High 
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Physician Notes: 
 


