
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



International Prostate Symptom Score (I-PSS) 1,2

Patient’s name: Date of birth: Date completed:

Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

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

Adapted with permission from Chatelain C et al, eds.2

The International Prostate Symptom Score (IPSS) is based on the answers to 7 questions concerning urinary symptoms. Each question allows the patient to choose I of 6 answers 
indicating increasing severity of the particular symptom. The answers are assigned points from O to 5. The total score can therefore range from O to 35 (asymptomatic to very 
symptomatic.)

The International Scientific Committee notes that physicians who counsel men from lower urinary tract symptoms (LUTS) use these measures not only during the initial interview 
but also during and after treatment in order to monitor treatment response.

The International Scientific Committee, under the patronage of the World Health Organization (WHO) and the International Union Against Cancer (UICC), has agreed to use the 
symptom index for BPH, which has been developed by the American Urological Association (AUA) Measurement Committee, as the as the official worldwide symptoms assess-
ment tool for patients suffering from prostatism. The SCI recommends that physicians consider the following components for a basic diagnostic workup: history; physical exam; 
appropriate labs, such as U/A, creatine, etc.; and DRE or other evaluation to rule out prostate cancer.

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

0 1 2 3 4 5

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

0 1 2 3 4 5

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

0 1 2 3 4 5

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

0 1 2 3 4 5

5.   Weak Stream 
Over the past month, how often have you had 
a weak urinary stream?

0 1 2 3 4 5

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

0 1 2 3 4 5

Not at all 1 time 2 times 3 times 4 times 5 times or 
more

7.   Nocturia 
Over the past month, 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?

0 1 2 3 4 5

Total I-PSS Score

Delighted Pleased Mostly 
satisfied Mixed Mostly 

dissatisfied Happy Terrible

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

0 1 2 3 4 5 6



Sexual Health Inventory for Men (SHIM)

Name:  Date:

Add the corresponding numbers to the questions: Total:

1-7 severe ED    8-11 moderate ED    12-16 mild to moderate ED    17-21 mild ED

Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

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

How do you rate Very low 
Low Moderate High Very 
your confidence high that 
you could get and keep an 
erection?

Very low Low Moderate High Very high

1 2 3 4 5

When you had erections 
with sexual stimulation, 
how often were your 
erections hard enough for 
penetration (entering your 
partner)?

No sexual 
activity

Almost never 
or never

A few times 
(much less 

than half the 
time)

Sometimes 
(about half 
the time)

Most of the 
time (more 

than half the 
time)

Almost 
always or 

always

0 1 2 3 4 5

During sexual intercourse, 
how often were you able 
to maintain your erection 
after you had penetrated 
(entered) your partner?

Did not 
attempt 

intercouse

Almost never 
or never

A few times 
(much less 

than half the 
time)

Sometimes 
(about half 
the time)

Most of the 
time (more 

than half the 
time)

Almost 
always or 

always

0 1 2 3 4 5

During sexual intercourse, 
how difficult was it for 
you to maintain your 
erection to completion of 
intercourse?

Did not 
attempt 

intercouse

Extremely 
difficult Very difficult Difficult Slightly 

difficult Not difficult

0 1 2 3 4 5

When you attempted 
sexual intercourse, how 
often was it satisfactory 
for you?

Did not 
attempt 

intercouse

Almost never 
or never

A few times 
(much less 

than half the 
time)

Sometimes 
(about half 
the time)

Most of the 
time (more 

than half the 
time)

Almost 
always or 

always

0 1 2 3 4 5
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Consent for Rectal Examination

Winston Barzell, MD
Jeremy Bergamo, MD

A. Joseph Bilik, MD
Joshua Green, MD

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

I, _____________________________________________________________ , DOB __________________________ , 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 Rectal Exam to further 
assist in my diagnostic work-up and medical treatment plan. “Rectal Exam” for the purposes of this consent 
means a procedure where a health care provider inserts a lubricated, gloved finger into the rectum, 
including the anus and/or prostrate, to feel for abnormalities.

I understand that the reasons for a Rectal Exam can include, but are not limited to, health screening, 
abnormal rectal bleeding, rectal pain, rectal itching, passing blood or mucus, or the presence of other 
abnormalities.

The potential risks of a Rectal Exam have also been explained to me and may include, but are not limited 
to, mild pain and discomfort.

The alternatives to having a Rectal Exam performed have also been explained to me. I understand that 
there are few alternatives to a Rectal Exam, the alternatives are not as effective for providing diagnostic 
or evaluate 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 Rectal 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, less likely problems could occur. I was not given any guarantee from anyone about the final 
results of this procedure.

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

Signature: Date:

Witness: Date:
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