
Patient Intake Form
Name:  Date:

Email:  DOB:

Height: Weight:

Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

Matthew J. Perry, MD
William J. Tingle, MD

History

Please check yes or no

Constitutional

Head, eyes, ears, nose, and throat

Cardiovascular/respiratory

Musculoskeletal

Endocrine

Psychologic

GynecologicIntegumentary/skin

Neurologic

Gastrointestinal Hematologic/lymphatic

Reason for visit:

Duration of above complaint (weeks, months, years):

Frequency of urination: Daytime: Nighttime:

Strength of stream: Daytime: Nighttime:

Blood in urine o Yes  o No

Urinary infections o Yes  o No

Kidney or bladder stones o Yes  o No

Urgent urination o Yes  o No

Dribbling after voiding o Yes  o No

Fever o Yes  o No

Chills o Yes  o No

Weight Loss o Yes  o No

Blurry vision o Yes  o No

Double vision o Yes  o No

Cataracts o Yes  o No

Hearing loss o Yes  o No

Nasal stuffiness o Yes  o No

Sore throat o Yes  o No

Chest pains o Yes  o No

Swollen ankles o Yes  o No

Irregular heartbeat o Yes  o No

History of heart attack o Yes  o No

Shortness of breath o Yes  o No

Wheezing o Yes  o No

Chronic cough o Yes  o No

Chronic back pain o Yes  o No

Chronic neck pain o Yes  o No

Sore muscles o Yes  o No

Are you a diabetic o Yes o No

Type I or 2 o 1 o 2

History of depression o Yes o No

Are you pregnant o Yes o No

Last menstrual date ___________________

Menopause o Yes o No

If yes, age ______________________________

Difficulty having  o Yes o No 
intercourse

Rash o Yes  o No

Persistent itching o Yes  o No

Skin cancer history o Yes  o No

Numbness o Yes  o No

Tingling o Yes  o No

Dizziness o Yes  o No

History of fainting/ o Yes  o No 
seizures

Abdominal pain o Yes  o No

Nausea/vomiting o Yes  o No

Constipation o Yes  o No

Diarrhea o Yes  o No

Swollen glands o Yes  o No

Abnormal bleeding o Yes  o No

Transfusion history o Yes  o No

Leakage of urine o Yes  o No

Interruption of urinary system o Yes  o No

Split stream o Yes  o No

Burning/discomfort w/urination o Yes  o No

Burning/discomfort w/urination o Yes  o No



Name:  Date:

Recent x-rays (If yes, what type of x-rays were performed and when):

Current medications (including aspirin) and dose:

Allergies:

Past medical history:
Previous Hospital Admissions and/for Surgery. Please include dates.

Previous medical illnesses:
(Such a TB, High Blood Pressure, Heart Attack, HIV, etc.)

Family history:
Please check one

Transfusion history:Relationship to you:

Diabetes o Yes  o No

Heart disease o Yes  o No

Tuberculosis o Yes  o No

Kidney disease o Yes  o No

Cancer o Yes  o No

Have you ever had  o Yes o No 
a blood transfusion?

If yes, when ____________________________

How many  _____________________________

Type of cancer:

Other:

How many caffeinated drinks do you consume daily?

Alcohol use per week Beer, wine or liquor

Exposure to:  

Have you had a colonoscopy in the last ten years?

Have you had a pneumonia vaccine?

Do you smoke?

Dye industry? Rubber industry? Paint industry?

When?

When?

If yes, how many? If stopped, when? How long ago?

Social history

o Yes  o No

o Yes  o No

o Yes  o No

o Yes  o No o Yes  o No o Yes  o No



Female New Patient Form

Name:  DOB:

Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

Matthew J. Perry, MD
William J. Tingle, MD

1. How often do you urinate? Every     o 0-1hr  o 2hrs  o 3hrs  o 4hrs  o ≥5hrs

2. Do you feel sudden urges to urinate?     o Yes  o No

3. Do you ever leak when you have a sudden urge to urinate?     o Yes  o No

4. How many times do you wake up at night to urinate?     o 1x  o 2x  o 3x  o 4x  o ≥5

5. Have you been diagnosed with a sleep disorder?      o Yes  o No

6. Do you ever leak as a result of (Mark the following options which apply to you)

 o Coughing    o Sneezing    o Exercising      If so, how many pads per day? _____________________

7. Do you ever feel like you haven’t completely emptied your bladder after urinating?     o Yes  o No

8. Do you ever feel discomfort or pain when urinating?     o Yes  o No

9. Have you noticed blood in your urine?     o Yes  o No

10. Have you ever had a urinary tract infection?     o Yes  o No

11. Have you ever had kidney stones?     o Yes  o No

12. How many ounces of fluids do you drink daily? _________ oz.

13. Have you had medications for your bladder in the past?      o Yes  o No

14. Have you undergone Urodynamic testing in the past?      o Yes  o No

15. How often do you have a bowel movement? 

 o Once a day    o Multiple times a day    o Every other day     o Less Frequent

16. How many times have you been pregnant? _____________________

17. How many were full term pregnancies? _____________________

18. How many of your deliveries were vaginal? _____________________

 If yes, please list with dosages:
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Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

Matthew J. Perry, MD
William J. Tingle, MD

19. How many of your deliveries were C-sections? _____________________

20. Have you undergone a hysterectomy?      o Yes  o No

21. When was your last menstrual period? _____________________

22. Are you sexually active?      o Yes  o No

23. Have you gone through menopause?      o Yes  o No

24. When was your last pap smear? _____________________

25. Have you had any pelvic imaging recently? _____________________

26. Do you feel pressure in the vagina, as if something is falling out?      o Yes  o No

27. Do you ever leak during sex?      o Yes  o No

28. Do you experience pain with sex?      o Yes  o No

29. In the past, was your level of sexual desire or interest good and satisfying to you?      o Yes  o No

30. Has there been a decrease in your level of sexual desire or interest?      o Yes  o No

31. Are you bothered by the decreased level of sexual desire or interest?      o Yes  o No

32. Are you bothered by the decreased level of sexual desire or interest?      o Yes  o No

33. What factors do you feel may be contributing to your current decrease in sexual desire and interest?

 o An operation, depression, injuries or other medical condition

 o Medications, drugs or alcohol you are currently taking

 o Pregnancy, recent childbirth, menopausal symptoms

 o Other sexual issues you may be having (pain, decreased arousal or orgasm)

 o Your partner’s sexual problems

 o Dissatisfaction with your relationship or partner

 o Stress or fatigue
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Consent for Pelvic Examination
I, _____________________________________________________________ , DOB __________________________ , I am an adult over 18 years of 
age and able to make my own medical treatment decisions.

I understand that my doctor, __________________________ , recommends that I have a Pelvic Exam to further assist in my 
diagnostic work-up and medical treatment plan. “Pelvic Exam” for the purposes of this consent means the series of tasks 
that comprise an examination of the vagina, cervix. uterus, fallopian tubes, ovaries, rectum, or external pelvic tissue or 
organs using any combination of modalities, which may include, but need not be limited to, the health care provider’s 
gloved hand or instrumentation.

l have been informed of the following:

 •  The Pelvic Exam is part of the evaluation of women presenting with many common conditions, including pelvic pain, 
abnormal bleeding, vaginal discharge, and sexual problems.

 •  Pelvic Exams - both in the office and while under anesthesia - are an important part of evaluation for gynecologic 
procedures to ensure safe completion of the planned procedure.

 •  Often, a Pelvic Exam is performed for women without symptoms while looking for gynecologic cancer, infection, and 
pelvic inflammatory disease.

 •  A Pelvic Exam is an assessment of the external genitalia; an internal speculum examination of the vagina and cervix; 
a bimanual palpation of the adnexa, uterus, and bladder; and sometimes a rectovaginal examination.

I understand that the reasons for a Pelvic Exam can include, but are not limited to, health screening, abnormal bleeding, 
pelvic pain, sexual problems, vaginal bulge, urinary issues, or inability to insert a tampon. Other indications include 
patients undergoing a pelvic procedure (e.g., endometrial biopsy or intrauterine device placement). Also, a Pelvic Exam is 
indicated in women with current or a history of abnormal pap results, gynecologic cancers, toxic exposures.

The benefits of a Pelvic Exam have been explained to me. I understand the benefits include:

 •  The detection of vuIvar, vaginal, cervical, uterine and ovarian cancers and precancers.

 •  The detection of yeast and bacterial vaginosis, trichomoniasis, and genital herpes.

 •  Early detection of treatable gynecologic conditions before symptoms begin occurring (e.g. vulvar or vaginal cancer),as 
well as detection of incidental findings such as dermatologic changes and foreign bodies.

 •  Additional screening Pelvic Exams in the context of a well woman visit may allow gynecologists to explain my 
anatomy, assure me of normalcy, and answer my specific questions.

The potential risks of a Pelvic Exam have also been explained to me and may include, but are not limited to, mild pain and 
discomfort, slight bleeding or discharge. The alternatives to having a Pelvic Exam performed have also been explained 
to me. I understand that there are few alternatives to a Pelvic Exam, the alternatives are not as effective for providing 
diagnostic or evaluative information and carry their own set of potential risks.

The provider or their delegate has explained to me the above as well as the nature, purpose. and possible consequences 
of the Pelvic Exam as well as risks involved, possible complications, and possible alternative methods of treatment. I also 
know that the information given to me does not list every possible risk and that other, !es likely problems could occur. I was 
not given any guarantee from anyone about the final results of this procedure.

I consent to having the Pelvic Exam performed. This consent is valid for 90 days. I can withdraw my consent at any time 
by informing my provider in writing that consent is withdrawn .

Signature: Date:

Witness: Date:

Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

Matthew J. Perry, MD
William J. Tingle, MD
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