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HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential and will become part
of your medical record. Where information is filled in, please confirm itis correct.

NAME SEX | BIRTHDATE/AGE CONSULTATION DATE
M []
r[]

ADDRESS Phone Contact

REFERRAL INFORMATION (please add all doctors that you would like us to be in contact with)

Referral Doctot:

Primary Care doctor:

Other doctors (and specialty):

How did you decide to see us? (check all): [ My Referring Doctor [ ]JAnother Doctor :
[ |Friend or Neighbor [ JHeard Radio Ad [ ] Saw Print Ad (where:
[]Y[]N Comments on site:

Have you visited our website?

) [l Web Search

DIAGNOSIS or REASON FOR TODAY’S VISIT

WHEN DIAGNOSED, HOW DIAGNOSED, FIRST SYMPTOMS

WHAT OTHER MEDICAL PROBLEMS DO YOU HAVE/HAVE YOU HAD?

Doctor
PROBLEM treated? Details (include approximate date of diagnosis, at least)
YES NO | YES NO
AIDS/HIV
positive

Alzheimet’s

Arthritis

Asthma

Back problems

Blood
transfusions

Bone loss
(osteoporosis)

Crohn’s disease or
ulcerative colitis

Cancer (other
than current one)




Page 2 0of 6
Advanced Radiation Centers of New York

PROBLEM
(cont.)

YES

NO

Doctor
treated?

YES NO

Details (include approximate date of diagnosis, at least)

Cardiac disease
or other heart

Diabetes

Emphysema or
lung problems

Lupus or
scleroderma

Gallstones

GERD (reflux,
heartburn)

Hepatitis

High cholesterol

High blood
pressure

Hypothyroid or
hyperthyroid

Impotence or
infertility

Kidney disorders

or stones

History of
mononucleosis?

Depression or
mental illness

Stroke or TIAs

PRIOR ROUTINE TESTS:

Do you receive regular mammograms? |:|

Date of last mammogram:

Do you receive regular Pap smears?

Date of last Pap smear:

Do you have regular PSA checks?

Date of last PSA:

Do you have a pacemaker/debrillator? |:|

I

Date of your last physical exam:

LIST ALL MAJOR SURGERIES (provide details, including approximate dates)

EXTENDED HOSPITALIZATIONS (stays in the hospital for more than 48 hours—provide details)
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HAVE YOU EVER HAD
YES [ | IF YES, what part of your body, where given

RADIATION THERAPY
NO and dates:

TREATMENTS BEFORE? L]
OBSTETRIC HISTORY (females only)
Number of times pregnant: Number of children with which you’ve been pregnant:
Premature births: Abortions (spontaneous or other): Living children:
MEDICATION HISTORY:
list ALL medications you are now taking, including vitamins and over counter

Name of drug Strength Taking for what problem:
HORMONE THERAPY:

Are you receiving hormone therapy? No |:| Yes |:| Name of medication:
Date therapy started:

CHEMOTHERAPY HISTORY:

Have you received, or are you currently receiving, chemotherapy treatments? Yes U No 4
Chemotherapy name Number of cycles/cycle frequency Date started Date finished
1.
2.
3.
4.
Have you met with a chemotherapy doctor yet? No |:| Yes |:|, Name of doctor:

Has he/she scheduled you to start chemotherapy? ~ No |:| Yes |:|, Date scheduled to start:

ALLERGIES: to MEDICATIONS or other?

|:| I'am NOT allergic to any medications

|:| I am allergic to the following medications: (List medications & reaction that you get, i.e. rash, fainting, etc.)

1.

2.

3.
Have you ever had anesthesia? No |:| Yes |:|, Explain:
Anyone in your family ever had problems with anesthesia? No |:| Yes |:|, Explain:
Have you ever received intravenous contrast? No |:| Yes |:|, Explain:
If you received IV contrast, did you have any problems? No |:| Yes |:|, Explain:
Do you have any seafood allergies? No |:| Yes |:|, Explain:

Do you have other allergies? No |:| Yes |:|, Explain:
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FAMILY HISTORY
MOTHER FATHER
|:| living |:| deceased (at age: , cause ) |:| living |:| deceased (at age: , cause )

Mother’s CANCER history or major medical problems: | Father’s CANCER history or major medical problems:

OTHER FAMILY MEMBERS WITH HISTORY OF CANCER: list relationship and type of cancer

Smoking History
Do you currently smoke? |:| Y |:| N
How many years: About how many packs/day:

Have you ever smoked? |:| Y |:| N
When did you quit, if you used to smoke?
How many years did you smoke: About how many packs/day:

Alcohol, Caffeine or Drug Use History

Do you currently drink alcoholic beverages? |:| Y |:| N
What kind, how often, and how much: :

Have your current habits of alcohol use changed? |:| Y |:| N, Explain: :

Caffeine? (coffee, soft drinks, etc? |:| Y |:| N how much: :

Other drug use, at present or in past? |:| Y |:| N, Describe: :

Social History

Are you married? |:| Y |:| N, how long: :
Do you have any children?: |:| Y |:| N, ages: :

Are you currently working? LIyl IN
What is your occupation (or what was it before you retired, were disabled, etc.)?: :

How long have you/did you work at your job(s)?: : years

Any chemical or other hazardous material exposure at work? |:| Y |:| N, Explain: :

Are you currently on disability at your job? |:| Y |:| N
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SYSTEM-SPECIFIC QUESTIONS

(Circle ‘Yes’ or ‘No’. If ‘Yes’, please explain)

GENERAL SKIN
Weight loss [ JNo [ ]Yes Rashes [ INo [ ]Yes
Weight gain [ INo [ ]Yes Swelling [ INo [ ]Yes
Fever [ JNo [ ]Yes Sores [ JNo [ ]Yes
Chills [ INo [ ]Yes Itching [ INo [ ]Yes
Night sweats [ JNo [ ]Yes Dryness [ JNo [ ]Yes
Fatigue [ [No [ ]Yes Sl?isges Jyellowing [ [No [ ]Yes

EYES

Changes in hair or nails

[ [No [ ]Yes

Use glasses or

[ INo

[ ]Yes

FEMALES: BREAST

contacts?
Painful, itchy, or red eyes |:|No I:'Yes Lumps DNO |:|Yes
Blurry vision [ JNo [ ]Yes Soreness [ INo [ ]Yes

Double vision

[ [No

[ ]Yes

Clear nipple discharge

[ INo [ ]Yes

Spots, specks,
flashing lights

[ INo

[ ]Yes

Bloody nipple discharge

[ INo [ ]Yes

Excess tearing

[ ]No

[ ]Yes

Perform regular self-exams

[ [No [ ]Yes

Very dry eyes

[ INo

[ ]Yes

RESPIRATORY

EARS, NOSE, MOUTH, THROAT

Cough

[ INo [ ]Yes

Use hearing aids

[ ]No

[ ]Yes

Excess sputum production

[ [No [ ]Yes

Changes in hearing

[ |No

[ ]Yes

Coughing up blood

[ INo [ ]Yes

Pain in ears

[ ]No

[ JYes

Shortness of breath

[ [No [ ]Yes

Ringing in ears

[ [No

[ ]Yes

History of pneumonia

[ INo [ ]Yes

Discharge from ears

[ ]No

[ ]Yes

History of tuberculosis

[ [No [ ]Yes

Nasal bleeding/discharge

[ ]No

[ ]Yes

CARDIAC

Stuffy nose

[ INo

[ ]Yes

Heart palpitations

[ [No [ ]Yes

Changes in smell

[ ]No

[ ]Yes

Heart murmurs

[ [No [ ]Yes

Changes in taste

[ ]No

[ ]Yes

Heart attacks

[ INo [ ]Yes

Use dentures? [ INo [ ]Yes Chest pain [ INo [ ]Yes
Hoarseness [ INo [ ]Yes Pacemaker [ INo [ ]Yes
Spitting up blood [ [No [ ]Yes GASTROINTESTINAL
g;‘lrlgal? mouth or [ [No [ ]Yes Heartburn [ [No [ ]Yes
Difficulty moving tongue |:|No I:'Yes Nausea DNO I:'YCS
Difficulty swallowing [ INo [ ]Yes Vomiting [ INo [ ]Yes
Indigestion [ [No [ ]Yes

Changes in stool color

[ [No [ ]Yes

Changes in stool size

[ INo [ ]Yes

Blood in stool

[ JNo [ ]Yes

Constipation

[ [No [ ]Yes

Diverticulosis/Diverticulit
is

Diarrhea

[ [No [ ]Yes
[ [No [ ]Yes
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SYSTEM-SPECIFIC QUESTIONS (cont.)

(Circle ‘Yes’ or ‘No’. If ‘Yes’, please explain)

FEMALES: GENITAL

VASCULAR

How old at first period? Age:

Poor circulation

[ JNo [ ]Yes

[ INo

Regular periods

[ ]Yes

Leg cramps

[ INo []Yes

[ ]No

Pain with intercourse

[ ]Yes

Varicose veins

[ JNo [ ]Yes

[ |No

Very painful periods

[ ]Yes

Clots in veins

[ [No []Yes

[ ]No

Birth control pill use

[ ]Yes

MUSCULOSKELETAL

How old at menopause? Age: Muscle or joint pains [ [No []Yes
Decteased libido [ JNo [ ]Yes Stiffness [ JNo [ ]Yes
Vaginal discharge [ [No []Yes Arthritis [ INo []Yes
Hormone replacement use [ INo []Yes Gout [ INo []Yes
Complications w/ pregnancies [ INo [Yes Backache [ INo [Yes

MALES: GENITAL

Swollen extremities

[ JNo [ ]Yes

[ INo

Hernias

[ ]Yes

Decteased motion arms/legs

[ INo []Yes

[ |No

Discharge from penis

[ ]Yes

NEUROLOGIC

[ ]No

Testicular pains

[ ]Yes

Fainting spells

[ JNo []Yes

Testicular masses [ [No []Yes Blackouts [ INo []Yes
Decreased libido [ JNo [ ]Yes Numbness [ JNo [ ]Yes

ENDOCRINE Weakness [ JNo [ ]Yes
Thyroid dysfunction [ INo []Yes Paralysis [ INo [ ]Yes

[ ]No

Hot/cold intolerance

[ ]Yes

Coordination problems

[ JNo [ ]Yes

[ INo

Excessive sweating

[ ]Yes

Migraines

[ JNo [ ]Yes

[ |No

Excessive thirst

[ ]Yes

Tremors

[ [No []Yes

[ ]No

Excessive hunger

[ ]Yes

Involuntary movements

[ JNo [ ]Yes

PSYCHIATRIC

URINARY

Nervousness [ INo []Yes Pain ot burning with urination [ INo []Yes

Depression [ [No []Yes Blood in urine [ [No [ ]Yes

Mood swings [ [No []Yes Incontinence [ [No []Yes

Feelings of hopelessness [ ]No [ ]Yes Kidney Stones [ JNo [ ]Yes
Other:

CERTIFICATION

I attest that all of the information in this document is true and correct to the best of my knowledge and understand
my physician will base his opinions and judgments on the same.

Type Your Name to Certify:

Todays Date:




Urinary Function Scoring

URINARY SYMPTOM SCORING
Circle the number that appears BELLOW the
COLUMN HEADING DESCRIPTION

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

Incomplete Emptying:

In the past month on average, how often have you
had a sensation of not emptying your bladder
completely after you finished urinating?

o]

1]

2]

3]

4]

5[]

Frequency of Urination:

In the past month on average, how often have you
had to urinate again less than 2 hours after you
finished urinating?

o]

1]

2]

3]

4[]

5[]

Intermittency:

In the past month on average, how often have you
found you stopped and started again several times
when you urinated?

o]

1]

2]

3]

4[]

5]

Urgency:
In past month on average, how often was it
difficult to postpone urination?

0[]

1]

2]

3]

A1

501

Weak Stream:
In the past month on average, how often have you
had a weak urinary stream?

o]

1]

2]

3]

4[]

501

Straining:
In the past month on average, how often did you
push or strain to begin urination?

1]

2]

3]

4[]

5[]

Urination at Nightime:

In the past month on average, how many times None 1 time 2 times 3 dmes 4 times 5+ times
each night did you get up to urinate from when
you went to bed until you woke in the morning?

TOTAL IPPS SCORE: [10-7: Mild Symptoms [[]18-19: Moderate Symptoms [[]20-35: Severe Symptoms

PRIOR TO Radiation, were you taking any medications to help with urination?:

U No O Yes: (Check if yes:)

DURING Radiation, were you prescribed taking any medications to help with urinationr:
Hytrin Cardura Detrol Other:

O No 0O Yes: (Check if yes:)

Flomax

Flomax Uroxatral

Uroxatral

CURRENTLY, are you taking any medications to help with urination?:

U No O Yes: (Check if yes:)

Do you have PAIN when you urinate?
U NONE U Mild

Flomax Uroxatral

Do you have any URINARY LEAKAGE OR INCONTINENCE?:

WUNo

U leakage interferes w/ my daily activities
U Yes: Q daily Q weekly

Do you have any URINARY BLEEDING? WNo

Hytrin Cardura Detrol Other:

Hytrin Cardura Detrol Other:

U Moderate Pain or I Need Medications for pain W Severe Pain

O Disabling Pain

U Yes: (select one) W minor post-stream dribbling, no pads required W I use # per day for leakage

HORMONE THERAPY USAGE: Did you get a Hormone INJECTION a few months before radiation? [ No U Yes

If YES, answer these ?’s: What was the date of your FIRST ever hormone injection?:
What was the date of your LAST hormone injection?
How many months was the LAST injection supposed to last?(check):

U Yes

Are you scheduled to have another hormone injection? d No

1 mo.

3 mos.

6 mos.




Rectal Symptoms

Do you have any RECTAL BLEEDING?:

4 No

Do you have any RECTAL PAIN?
O No O Yes, mild

If yes, did you have the same problem before Radiation? U Yes

How would you describe your Bowel Movements on average?

O Normal

O Alternating Diarrhea and Constipation

Are you taking any medication for Stool or Rectal Pain?

U No

O No

0 No

Q Yes: (citcle or write in): Immodium  Lomotil Suppository Proctofoam Other:
If yes, were you taking this also before Radiation? 4 Yes

O No

Erectile Function Scoring

U Yes, interferes with my daily activities L Yes, Loss of stool control

O Occasional, but no doctor intervention needed W Yes, it required intervention or cautetization
If yes, did you have the same problem before Radiation? 1 Yes

O Occasional Diarrhea U Constant Diarrhea d Occasional Constipation [ Constant Constipation

Are you sexually active now?

O Yes W No

U No, because of the hormones I'm still taking

Are you taking any medication or aids for Erectile Dysfunction?

O No 0O Yes: (check if yes):

Viagra

Levitra Cialis Penile Implant Other:

Erectile Function Scoring

Circle one answer per row following each question

Over the past 6 months (or if you
just finished radiation, based on 1 2 3 4 5
the time since completing RT):
How do you rate your confidence that . .
you could get and keep an erection? Very low D Low D ModerateD High D Very high D
When you have erections with sexual - 5ot never | Much less than | About half the | MUC MOT€ 1 Aot always or
stimulation, how often were your of never half the tim time than half th alwavs
erections hard enough for penetration? D D E time h Y D
During sexual intercourse, how often Much more
were are able to maintain your erection Almost never Much less than About half the Almost always or
after half the time time than half the
you had penetrated (entered) your or never time always
partner? D I: I:I D
During sexual intercourse how Extremel o Slightl
difficult is it to maintain an erection to UeMey  Verydifficult.  pifficult Igntly Not difficult
. . difficult difficult
the completion of intercourse? D
. Much more
When you attempt sexual intercourse, = Almost never | Much less than | About half the Almost always or
how often was it satisfactory for you? or never half the tim time than half thh always
' D D I: time |:|

TOTAL IIEF Score:




	HEALTH HISTORY QUESTIONAIRE FORM 8-17-20
	Prostate ONLY Questionnaire 8-20a
	Urinary Function Scoring


	undefined: 
	undefined_2: Off
	undefined_3: 
	CONSULTATION DATE: 
	Contact: 
	Address: 
	undefined_4: 
	All referral doctors: 
	Saw Print Ad where: Off
	My Referring Doctor: Off
	Friend or Neighbor: Off
	Heard Radio Ad: Off
	undefined_7: Off
	Have you visited our website: Off
	Y: Off
	undefined_8: 
	WHAT OTHER MEDICAL PROBLEMS DO YOU HAVEHAVE YOU HAD: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	Details include approximate date of diagnosis at leastRow1: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	undefined_16: 
	Details include approximate date of diagnosis at leastRow2: 
	undefined_17: 
	undefined_18: 
	undefined_19: 
	undefined_20: 
	Details include approximate date of diagnosis at leastRow3: 
	undefined_21: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	Details include approximate date of diagnosis at leastRow4: 
	undefined_25: Off
	undefined_26: 
	undefined_27: 
	undefined_28: 
	Details include approximate date of diagnosis at leastRow5: 
	undefined_29: 
	undefined_30: 
	undefined_31: 
	undefined_32: 
	Details include approximate date of diagnosis at leastRow6: 
	undefined_33: 
	undefined_34: 
	undefined_35: 
	undefined_36: 
	Details include approximate date of diagnosis at leastRow7: 
	undefined_37: Off
	undefined_38: 
	undefined_39: 
	undefined_40: 
	Details include approximate date of diagnosis at leastRow8: 
	undefined_41: Off
	undefined_42: 
	undefined_43: 
	undefined_44: 
	Details include approximate date of diagnosis at leastRow9: 
	comments on site: 
	where seen: 
	undefined_45: 
	undefined_46: 
	undefined_47: 
	undefined_48: 
	Details include approximate date of diagnosis at least: 
	undefined_49: 
	undefined_50: 
	undefined_51: 
	undefined_52: 
	undefined_53: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	undefined_57: 
	undefined_58: 
	undefined_59: 
	undefined_60: 
	undefined_61: 
	undefined_62: 
	undefined_63: 
	undefined_64: 
	undefined_65: 
	undefined_66: 
	undefined_67: 
	undefined_68: 
	undefined_69: 
	undefined_70: 
	undefined_71: 
	undefined_72: 
	undefined_73: 
	undefined_74: 
	undefined_75: 
	undefined_76: 
	undefined_77: 
	undefined_78: 
	undefined_79: Off
	undefined_80: 
	undefined_81: 
	undefined_82: 
	undefined_83: 
	undefined_84: 
	undefined_85: 
	undefined_86: 
	undefined_87: 
	undefined_88: 
	undefined_89: 
	undefined_90: 
	undefined_91: 
	undefined_92: 
	undefined_93: 
	undefined_94: 
	undefined_95: 
	undefined_96: 
	undefined_97: 
	undefined_98: 
	undefined_99: 
	undefined_100: 
	undefined_101: 
	undefined_102: 
	undefined_103: 
	undefined_104: Off
	undefined_105: 
	undefined_106: 
	undefined_107: 
	undefined_108: 
	undefined_109: 
	undefined_110: 
	undefined_111: 
	undefined_112: 
	undefined_113: 
	undefined_114: 
	undefined_115: 
	undefined_116: 
	undefined_117: 
	undefined_118: 
	undefined_119: 
	Date of last mammogram: 
	undefined_120: 
	undefined_121: 
	Date of last Pap smear: 
	undefined_122: 
	undefined_123: 
	Date of last PSA: 
	undefined_124: 
	undefined_125: 
	Date of your last physical exam: 
	LIST ALL MAJOR SURGERIES provide details including approximate dates: 
	EXTENDED HOSPITALIZATIONS stays in the hospital for more than 48 hoursprovide details: 
	IF YES what part of your body where given: Off
	and dates: Off
	RT Where: 
	xpreg: 
	no child: 
	prem: 
	ab: 
	living2: 
	Medication1: 
	Dose1: 
	Medication2: 
	Dose2: 
	Takingfor2: 
	Medication3: 
	Dose3: 
	Takingfor3: 
	Medication4: 
	Dose4: 
	Takingfor4: 
	Medication5: 
	Takingfor5: 
	Dose5: 
	Medication6: 
	Takingfor6: 
	Dose6: 
	Medication7: 
	Dose7: 
	Takingfor7: 
	Medication8: 
	Takingfor1: 
	Dose8: 
	Takingfor8: 
	HORMONE THERAPY: 
	Name of medication: Off
	CHEMOTHERAPY HISTORY1: 
	Date started: Off
	Date finished: Off
	Yes_3a: Off
	Yes_3: Off
	Yes_3b: Off
	Date scheduled to start: Off
	I am NOT allergic to any medications: Off
	I am allergic to the following medications List medications  reaction that you get ie rash fainting etc: Off
	No: Off
	Explain: Off
	Explain_2: Off
	Explain_3: Off
	Explain_4: Off
	Explain_5: Off
	Explain_6: Off
	HORMONE THERAPY2: 
	Allergy1: 
	Allergy2: 
	Allergy3: 
	Explain10: 
	Explain11: 
	Explain12: 
	Explain13: 
	Explain14: 
	Explain15: 
	CHEMOTHERAPY HISTORY2: 
	CHEMOTHERAPY HISTORY3: 
	CHEMOTHERAPY HISTORY4: 
	med onc: 
	start: 
	MOTHER living deceased at age  cause  Mothers CANCER history or major medical problems: 
	living: Off
	deceased at age: Off
	FATHER living deceased at age  cause  Fathers CANCER history or major medical problems: 
	living_2: Off
	deceased at age_2: Off
	OTHER FAMILY MEMBERS WITH HISTORY OF CANCER list relationship and type of cancer: 
	ppd: 
	Y_2: Off
	N: Off
	Y_3: Off
	N_2: Off
	drinking: 
	Y_4: Off
	N_3: Off
	Y_5: Off
	N Explain: Off
	Y_6: Off
	N  how much: Off
	Y_7: Off
	N Describe: Off
	Social History: 
	Y_8: Off
	Do you have any children: Off
	N how long: 
	Y_9: Off
	undefined_126: Off
	N ages: 
	Y_10: Off
	N_4: Off
	What is your occupation or what was it before you retired were disabled etc: 
	How long have youdid you work at your jobs: 
	Y_11: Off
	N Explain_2: Off
	Y_12: Off
	N_5: Off
	habits: 
	caffiene: 
	drug use: 
	years: 
	years2: 
	ppd2: 
	chemicals: 
	Text8: 
	GENERAL1: Off
	undefined_127a: Off
	GENERAL2: Off
	undefined_127b: Off
	GENERAL3: Off
	undefined_127c: Off
	GENERAL4: Off
	undefined_127d: Off
	GENERAL5: Off
	undefined_127e: Off
	GENERAL6: Off
	undefined_127f: Off
	SKIN1: Off
	SKIN2: Off
	SKIN3: Off
	SKIN4: Off
	SKIN5: Off
	SKIN6: Off
	SKIN7: Off
	undefined_12811: Off
	undefined_12812: Off
	undefined_12813: Off
	undefined_12814: Off
	undefined_128: Off
	undefined_12816: Off
	undefined_12817: Off
	EYES1: Off
	undefined_130g: Off
	EYES2: Off
	undefined_130h: Off
	EYES3: Off
	undefined_130i: Off
	EYES4: Off
	undefined_130j: Off
	EYES5: Off
	undefined_130k: Off
	EYES6: Off
	undefined_130l: Off
	FEMALES BREAST1: Off
	FEMALES BREAST2: Off
	FEMALES BREAST3: Off
	FEMALES BREAST4: Off
	undefined_12918: Off
	undefined_12919: Off
	undefined_12920: Off
	undefined_12921: Off
	FEMALES BREAST5: Off
	undefined_12922: Off
	EYES7: Off
	undefined_130m: Off
	EARS NOSE MOUTH THROAT1: Off
	undefined_133n: Off
	RESPIRATORY2: Off
	EARS NOSE MOUTH THROAT2: Off
	undefined_133o: Off
	EARS NOSE MOUTH THROAT3: Off
	undefined_133p: Off
	EARS NOSE MOUTH THROAT4: Off
	undefined_133q: Off
	EARS NOSE MOUTH THROAT5: Off
	undefined_133r: Off
	RESPIRATORY1: Off
	RESPIRATORY3: Off
	RESPIRATORY4: Off
	RESPIRATORY5: Off
	RESPIRATORY6: Off
	undefined_13123: Off
	undefined_13124: Off
	undefined_13125: Off
	undefined_13126: Off
	undefined_13127: Off
	undefined_13128: Off
	EARS NOSE MOUTH THROAT6: Off
	undefined_133s: Off
	EARS NOSE MOUTH THROAT8: Off
	undefined_133t: Off
	EARS NOSE MOUTH THROAT9: Off
	undefined_133u: Off
	EARS NOSE MOUTH THROAT10: Off
	undefined_133v: Off
	EARS NOSE MOUTH THROAT11: Off
	undefined_133w: Off
	EARS NOSE MOUTH THROAT12: Off
	undefined_133x: Off
	CARDIAC1: Off
	CARDIAC2: Off
	CARDIAC3: Off
	CARDIAC4: Off
	CARDIAC5: Off
	undefined_13229: Off
	undefined_13230: Off
	undefined_13231: Off
	undefined_13232: Off
	undefined_13233: Off
	EARS NOSE MOUTH THROAT13: Off
	undefined_133cc: Off
	EARS NOSE MOUTH THROAT14: Off
	undefined_133aa: Off
	EARS NOSE MOUTH THROAT15: Off
	undefined_133z: Off
	EARS NOSE MOUTH THROAT16: Off
	undefined_133bb: Off
	GASTROINTESTINAL1: Off
	GASTROINTESTINAL2: Off
	GASTROINTESTINAL3: Off
	GASTROINTESTINAL4: Off
	GASTROINTESTINAL5: Off
	GASTROINTESTINAL6: Off
	GASTROINTESTINAL7: Off
	GASTROINTESTINAL8: Off
	GASTROINTESTINAL9: Off
	GASTROINTESTINAL10: Off
	undefined_13535: Off
	undefined_13536: Off
	undefined_13537: Off
	undefined_13538: Off
	undefined_13539: Off
	undefined_13540: Off
	undefined_13541: Off
	undefined_13542: Off
	undefined_13543: Off
	undefined_13544: Off
	VASCULAR1: Off
	undefined_13867: Off
	undefined_136: Off
	undefined_13868: Off
	VASCULAR2: Off
	VASCULAR3: Off
	undefined_13869: Off
	VASCULAR4: Off
	undefined_137: Off
	undefined_13870: Off
	undefined_13749: Off
	Age_2: 
	MUSCULOSKELETAL1: Off
	undefined_14171: Off
	Complications w pregnancies1: Off
	MUSCULOSKELETAL2: Off
	undefined_141772: Off
	Complications w pregnancies2: Off
	MUSCULOSKELETAL3: Off
	undefined_14173: Off
	Complications w pregnancies: Off
	Complications w pregnancies4: Off
	undefined_13949: Off
	undefined_13950: Off
	undefined_13951: Off
	MUSCULOSKELETAL4: Off
	undefined_14174: Off
	undefined_13952: Off
	MUSCULOSKELETAL5: Off
	undefined_14175: Off
	MUSCULOSKELETAL6: Off
	76: Off
	MALES GENITAL1: Off
	MUSCULOSKELETAL7: Off
	undefined_14177: Off
	MALES GENITAL2: Off
	MALES GENITAL3: Off
	MALES GENITAL4: Off
	MALES GENITAL5: Off
	undefined_14053: Off
	undefined_14054: Off
	undefined_14055: Off
	undefined_14378: Off
	undefined_14056: Off
	undefined_14057: Off
	NEUROLOGIC1: Off
	NEUROLOGIC: Off
	undefined_14379: Off
	NEUROLOGIC3: Off
	undefined_14380: Off
	NEUROLOGIC4: Off
	undefined_14381: Off
	ENDOCRINE5: Off
	NEUROLOGIC5: Off
	undefined_143: Off
	ENDOCRINE4: Off
	NEUROLOGIC6: Off
	undefined_14383: Off
	ENDOCRINE3: Off
	ENDOCRINE2: Off
	ENDOCRINE: Off
	undefined_14258: Off
	undefined_14259: Off
	undefined_14260: Off
	undefined_14384: Off
	undefined_14261: Off
	undefined_14385: Off
	undefined_14262: Off
	NEUROLOGIC9: Off
	NEUROLOGIC7: Off
	NEUROLOGIC8: Off
	undefined_14386: Off
	undefined_14463: Off
	PSYCHIATRIC4: Off
	URINARY1: Off
	undefined_14587: Off
	PSYCHIATRIC23: Off
	URINARY2: Off
	PSYCHIATRIC2: Off
	PSYCHIATRIC: Off
	undefined_14464: Off
	undefined_14465: Off
	undefined_14466: Off
	urinary other: 
	certify name: 
	datetoday: 
	Age: 
	undefined_13611: Off
	undefined_13644: Off
	undefined_13648: Off
	undefined_13711: Off
	undefined_13747: Off
	undefined_14588: Off
	URINARY3: Off
	undefined_14589: Off
	URINARY4: Off
	undefined_14590: Off
	IPSS - Incomplete Emptying: Off
	IPSS - Incomplete Emptying2: Off
	IPSS - Incomplete Emptying3: Off
	IPSS - Incomplete Emptying4: Off
	IPSS - Incomplete Emptying5: Off
	IPSS - Frequency of Urination: Off
	IPSS - Frequency of Urination2: Off
	IPSS - Frequency of Urination1: Off
	IPSS - Frequency of Urination3: Off
	IPSS - Frequency of Urination4: Off
	IPSS - Frequency of Urination5: Off
	IPSS - Intermittency: Off
	IPSS - Intermittency1: Off
	IPSS - Intermittency2: Off
	IPSS - Intermittency3: Off
	IPSS - Intermittency4: Off
	IPSS - Intermittency5: Off
	IPSS - Urgency: Off
	IPSS - Urgency1: Off
	IPSS - Urgency2: Off
	IPSS - Urgency3: Off
	IPSS - Urgency4: Off
	IPSS - Urgency5: Off
	IPSS - Weak Stream: Off
	IPSS - Weak Stream1: Off
	IPSS - Weak Stream2: Off
	IPSS - Weak Stream3: Off
	IPSS - Weak Stream4: Off
	IPSS - Weak Stream5: Off
	IPSS - Straining: Off
	IPSS - Straining1: Off
	IPSS - Straining2: Off
	IPSS - Straining3: Off
	IPSS - Straining4: Off
	IPSS - Straining5: Off
	IPSS - Urination at Nightime: Off
	IPSS - Urination at Nightime1: Off
	IPSS - Urination at Nightime2: Off
	IPSS - Urination at Nightime3: Off
	IPSS - Urination at Nightime4: Off
	IPSS - Urination at Nightime5: Off
	8: Off
	9: Off
	10: Off
	TOTAL IPPS SCORE: 
	Mild sxs: Off
	Moderate sxs: Off
	Severe sxs: Off
	Yes circle or write in  Flomax: Off
	20: Off
	11: Off
	Type Meds 3: 
	No_2: Off
	2: Off
	33: Off
	1: Off
	4: Off
	6: Off
	5: Off
	21: Off
	22: Off
	Type Meds1: 
	No_3: Off
	Yes circle or write in  Flomax_3: Off
	7: Off
	23: Off
	24: Off
	Type Meds 2: 
	Disabling Pain: Off
	No_4: Off
	Yes select one: Off
	minor poststream dribbling no pads required: Off
	undefined_5: Off
	I use: 
	leakage interferes w my daily activities: Off
	No_5: Off
	Yes: Off
	daily: Off
	weekly: Off
	HORMONE THERAPY USAGE Did you get a Hormone INJECTION a few months before radiation: Off
	If YES answer these s What was the date of your FIRST ever hormone injection: 
	What was the date of your LAST hormone injection: 
	25: Off
	26: Off
	27: Off
	Are you scheduled to have another hormone injection: Off
	undefined_6: Off
	Occasional but no doctor intervention needed: Off
	Yes it required intervention or cauterization: Off
	If yes did you have the same problem before Radiation: Off
	No_9: Off
	Yes mild: Off
	Yes interferes with my daily activities: Off
	Yes Loss of stool control: Off
	If yes did you have the same problem before Radiation_2: Off
	Normal: Off
	Occasional Diarrhea: Off
	Constant Diarrhea: Off
	Occasional Constipation: Off
	Constant Constipation: Off
	Alternating Diarrhea and Constipation: Off
	No_11: Off
	Yes circle or write in Immodium: Off
	Lomotil   Suppository   Proctofoam Other: 
	If yes were you taking this also before Radiation: Off
	Are you sexually active now: Off
	No_14: Off
	Yes circle or write in: Off
	55: Off
	56: Off
	57: Off
	Levitra Cialis   Penile Implant Other: 
	58: Off
	IEFF - Confidence: Off
	IEFF - Confidence2: Off
	IEFF - Confidence4: Off
	IEFF - Confidence5: Off
	IEFF - Penetration: Off
	IEFF - Penetration2: Off
	IEFF - Penetration3: Off
	IEFF - Penetration4: Off
	IEFF - Penetration5: Off
	IEFF - Often: Off
	IEFF - Often2: Off
	IEFF - Often3: Off
	IEFF - Often4: Off
	IEFF - Often5: Off
	IEFF - Completion: Off
	IEFF - Completion2: Off
	IEFF - Completion3: Off
	IEFF - Completion4: Off
	IEFF - Completion5: Off
	IEFF - Satisfaction: Off
	IEFF - Satisfaction2: Off
	IEFF - Satisfaction3: Off
	IEFF - Satisfaction4: Off
	TOTAL IIEF Score: 
	IEFF - Satisfaction5: Off


