Name:

DOB: Date:

Over the last 2 weeks, how often have you been bothered More Nearly
by any of the following problems? Several than half  every
(Use “¢” to indicate your answer) Not at all days the days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble faliing or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or 0 1 5 3

have let yourself or your family down

7. Trouble concentrating on things, such as reading the 0 1 9 3
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting 0 1 5 3
yourself in some way

FOROFFICECODING __ 0+ + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
] ] a O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colieagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.



Date:

Patient Name:

Date Of Birth

REVIEW OF SYSTEMS

Please check all that apply:
Allergic/lmmunologic

[0 Frequent Sneezing

0 Hives

{7 Itching

0O Runny Nose

[0 Sinus Pressure
Cardiovascular

[0 Arm Pain on Exertion

[J Chest Pain on Exertion

[d Chest Heaviness/Pressure on
Exertion

O Irregular Heart Beats
(Paipitations)

O Known Heart Murmur
O Light-headed on Standing

L1 Shortness of Breath When Lying
Down

O Shortness of Breath When
Walking

O Swelling (edema)
Constitutional
[J Exercise Intolerance

Ears/Nose/Mouth/Throat
00 Bleeding Gums

0 Difficulty Hearing

[0 Dizziness

0 Dry Mouth

{1 Ear Pain

O Frequent Infections

0O Frequent Nosebleeds

O Hoarseness

-1 0 Mouth Breathing

[0 Mouth Ulcers
[0 Nose/Sinus Problems
[J Ringing in Ears
Endocrine
O Fatigue
[ Increased
Thirst/Hunger/Urination
Gastrointestinal
0 Abdominal Pain
[0 Black or Tarry Stool
1 Blood in Stool
[0 Change in Appetite

Genitourinary

[ Blood in Urine
[ Difficulty Urinating
[0 Incomplete Emptying
7 Increased Urinary Frequency
[ Urinary Loss of Control

Hematologic/Lymphatic
[J Easy Bruising/Bleeding
0 Swollen Glandsv

Integumentary (Skin)
[J Changes in Moles
[ Dry Skin
O Eczema
[J Growth/Lesions
O itching
0 Jaundice (Yeliow Skin/Eyes)
O Rash
Musculoskeletal

O Back Pain
O Joint Pain
O Muscle Aches
O Muscle Weakness

Neurological

[0 Dizziness

[J Fainting

[1 Headaches

0O Memory Loss

[0 Migraines

0 Numbness

[ Restless Legs

0 Seizures

0O Weakness
Psychiatric

[J Alcohol Overuse

O Anxiety/Stress

O Depression

UJ Do Not Feel Safe in Relationship

0 Mania

[J Sleep Problems
Respiratory

I Cough

[ Coughing Up Blood

[ Shortness of Breath

[J Sleep Apnea

0 Fatigue O Frequent Indigestion 0 Snoring

O Fever [0 Hemorrhoids 0 Wheezing

[J Weight Gain (____Ibs) 00 Trouble Swallowing

[ Weight Loss (____Ibs) [J Vomiting

Eyes O Vomiting Blood

O Dry Eyes

0 lrritation

O Vision Change

Date of Last Exam:

FAMILY HEALTH HISTORY

RELATION ALIVE? AGE SIGNIFICANT HEALTH PROBLEMS

Grandmother YN 00 Alcoholism [ Arthritis 01 Depression [1 Cancer [1 Diabetes [ Genetic disease

(maternal) [ Heartdisease (I Hypertension [J Osteoporosis [1 Stroke

Grandfather YIN O Alcoholism [ Arthritis [0 Depression [ Cancer [ Diabetes O Genetic disease

(maternal) [ Heartdisease [ Hypertension [1 Osteoporosis [ Stroke

Grandmother YN J Alcoholism [0 Arthritis [1 Depression [1 Cancer ] Diabetes [J Genetic disease

(paternal) O Heartdisease [ Hypertension [ Osteoporosis [ Stroke

Grandfather Y/N O Alcoholism [1 Arthritis [1 Depression 1 Cancer [1 Diabetes [ Genetic disease

(paternal) O Heartdisease [ Hypertension [J Osteoporosis [0 Stroke

Father YIN [J Alcoholism [0 Arthritis [J Depression [1 Cancer ] Diabetes [J Genetic disease
00 Heartdisease [ Hypertension 0O Osteoporosis  [1  Stroke

Mother Y/N 00 Alcoholism [ Arthritis 00 Depression [0 Cancer [1 Diabetes [ Genetic disease
O Heartdisease [ Hypertension [J Osteoporosis [0 Stroke

Brother/Sister Y/N [1 Alcoholism [0 Arthritis [1 Depression (1 Cancer [l Diabetes [J Genetic disease
00 Heartdisease [1 Hypertension [ Osteoporosis [ Stroke

Brother/Sister YIN O Alcoholism O Arthritis ] Depression [0 Cancer [1 Diabetes [1 Genetic disease
[0 Heartdisease ({1 Hypertension [ Osteoporosis [0 Stroke

Other: YIN [ Alcoholism [0 Arthritis [ Depression [1 Cancer [1 Diabetes [ Genetic disease
[ Heartdisease [ Hypertension [I Osteoporosis [ Stroke




*Patient First Name: *Last Name:

*Date of Birth: / / *Date of Visit: / /

1. During the last three months, have you leaked urine {(even a small amount)?
[OYes ONo —> Questionnaire completed

2. During the last three months, did vou leak urine (check all that apply):

[la. When you were performing some physical activity, such as coughing, sneezing, lifting or exercise?

I b. When you had the urge or the feeling that you needed to empty your bladder, but you could not get to the toilet fast ehough?
[J c. Without physical activity and without a sense of urgency?

3. During the last three months, did vou leak urine mos# often (check all that appiv):
[I'a. When you were performing some physical activity, such as coughing, sneezing, lifting or exercise?

0 b. When you had the urge or the feeling that you needed to empty your bladder, but you could not get to the toilet fast enough?

(I c. Without physical activity and without a sense of urgency?

D d. About equally as often with physical activity as with a sense of urgency?

Based on the 3 Incontinence Questions (31Q) questionnaire, published by Brown JS, Bradiey CS, Subak LL, et al. The sensitivity and specificity of a simple test (o distinguish behween urge and stress
urinary inconltinence. Ann Intern Med. 2006; 144(10):715-723. doi: 10.7326/0003-4819-144-10-200605160-00005
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Updated Medical History

Date:

Name:

DOB:

Age:

Medical Problems:

Surgeries:

How many children do you have?

Medications:

What are vou using for birth control?

Allergies to medication:

Significant Family History: (circle)
Colon Cancer Breast Cancer

Heart Disease Diabetes

Ovarian Cancer

Osteoporosis

Uterine Cancer

Reason for Today’s Visit:

Do you smoke:
Have you ever smoked:

Are you a victim of domestic violence:

YN
YN
YN

Do you drink excessive alcohol: YN

Are you trying to get pregnant: YN

Do you have urinary incontinence: YN

First day of last period:

Problem with your cycle?

List any sexually transmitted disease:

Sexual Preference: (circle)

Heterosexual

Lesbian Bisexual

Bone Density:

Last Pap Last Mammogram:
Colonoscopy: HPV:
Blood Pressure: Weight: Height:




