
Erlanger Urology
New Patient Form - Female

Name: 						        Referring MD: 					       Date: 			 

DOB: 	      /    	    /	     Level of Education: 				      Occupation: 					       

Martial Status (please circle):   Single   /   Married   /   Partnered   /   Widowed   /   Divorced   Height: 	             Weight: 		

Do you have allergies? Yes  /  No  If yes, please list: 										        

															             

Please describe the reason for today’s visit: 											         

															             

Location? 						        When did you first notice it? 					   

Associated symptoms? 													           

Does anything improve it? Yes  /  No 				      Make it worse? Yes  /  No 					  

Communication issues? Yes  /  No 						                 Do you have an Advanced Directive? Yes  /  No

Spoken language(s): 							         Race: 						    

Email Address: 														            

Do you smoke or use tobacco products?  Yes  /  No   If yes, how many packs per day? 		    How many years? 	                

Do you drink alcoholic beverages?  Yes  /  No   If yes, how many drink per day?   			     Do you use drugs?  Yes  /  No 

Erlanger Baroness Hospital
979 E. 3rd Street, Suite C-925

Chattanooga, TN 37403

Erlanger East Hospital
1755 Gunbarrel Road, Suite 209

Chattanooga, TN 37421

Two Northgate Park
2158 Northgate Park, Suite 104

Chattanooga, TN 37415

Please list all of your current medications, dosage, frequency, and the reason for taking them.

Medication Dose Frequency Reason for taking
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	� Heart Disease 	� Heart Attack 	� Stroke

	�Diabetes - On insulin? Yes  /  No 	� Cancer (please specify type) 	� Hypertensions (High Blood Pressure)

	� High Cholesterol 	� Prostate Cancer 	� Bowel Problems

	� Kidney Stones 	� Kidney Disease 	�Dialysis

	� Pacemaker/Defibrillator 	� Bleeding Problems 	�Alzheimer’s

	� Lung Disease 	� Liver Disease 	� Epilepsy or Seizures

	�Other:

PATIENT PAST MEDICAL HISTORY: Please list any medical conditions either current or past.

Surgery Year of Surgery

PATIENT SURGICAL HISTORY: Please list any surgeries you have had and the year they were performed.

Condition Family Member Condition Family Member

FAMILY MEDICAL HISTORY: Please list any medical conditions in your family and specify which family member.
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Review of systems: Please check if you have any of these symptoms recently. Please check NONE if none of the symptoms are present.

General 

	� Fever

	� Chills

	� Headaches

	�Weight loss

	�Other:                                

	�None

Eyes

	�Double vision

	� Blurred vision

	�Glaucoma

	� Cataracts

	�Other:                                

	�None

Neurologic

	�Dizziness

	�Numbness/Tingling

	�Difficult balance

	�Other:                                

	�None

Gastrointestinal

	�Abdominal pain

	� Constipation

	�Diarrhea

	� Rectal bleeding

	� Use antacids

	�Other:                                

	�None

Ear/Nose/Throat/Mouth

	� Hearing loss

	�Dentures

	�Nose bleeds

	� Sore throat

	�Other:                                

	�None

Cardiovascular

	� Chest pain

	� Heart disease

	� Blood pressure

	� Heart murmur

	�Ankle swelling

	�Other:                                

	�None

Respiratory

	� Shortness of breath

	� Chronic cough

	� Emphysema

	� Tuberculosis

	�Other:                                

	�None

Hematological

	� Clotting disease

	�Anemia

	�Other:                                

	�None

Psychological 

	�Depression

	�Anxiety

	�Other:                                

	�None

Genitourinary 

	� Painful urination

	� Frequent or urgent urination

	� Urine leakage

	� Urinary tract infections

	� Blood in urine

	� Kidney problems

	�Other:                                

	�None

For Men 

	� Erection problems

	� Testicular lump

	� Prostrate procedure

	� Elevated PSA

	�Other:                                

	�None

Genitourinary 

	� Pregnancies 
#:                                       

	� Vaginal deliveries 
#:                                       

	�Difficult deliveries?

	�Other:                                

	�None
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Name: 											             DOB: 	            /               /		     

Home #: 				      Cell #: 					       Work #: 				  

May we leave medical information on your voicemail or answering machine? (circle)     Y  /  N

In the event that we are unable to contact YOU, please list the names and phone numbers of any family 

member(s) or friends that we may discuss your patient information with; by signing this form, you are giving 

Erlanger Urology permission to speak with and/or leave messages regarding test results, procedure schedul-

ing, future appointments, medication issues, or any other instructions on your voicemail or with the person(s) 

listed below. This information will remain effective for the duration of your care unless terminated in writing 

by you.

PERMISSION FORM

Authorize Person(s) Relationship Phone #

Patient Signature: 								          Date: 	          				  
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PATIENT INFORMATION

Name: 											             DOB: 	            /               /		     

Address: 							         City/State/Zip: 						    

SS #: 					       Home #: 				      Cell #: 					       

Is it okay to leave a voicemail/message on your phone regarding medication, labs, appointments, instructions? Yes  /  No

Employer: 								          Work #: 					   

Employer Address: 							         City/State/Zip: 					   

INSURANCE (Please give your insurance card(s) to the receptionist)

Primary Insurance: 				      Policy #: 				      Group #: 			 

Insured Name: 						        DOB: 	      /         /            SS #: 					      

Relationship to insured (please circle): Self  /  Spouse  /  Child  /  Other

Secondary Insurance: 				      Policy #: 				      Group #: 			 

Insured Name: 						        DOB: 	      /         /            SS #: 					      

Relationship to insured (please circle): Self  /  Spouse  /  Child  /  Other

EMERGENCY CONTACT

Name 1: 						       Phone #: 				      Relation: 			     

Address: 							         City/State/Zip: 						    

Is it okay to leave a voicemail/message on their phone regarding medication, labs, appointments, instructions? Yes  /  No

Name 2: 						       Phone #: 				      Relation: 			     

Address: 							         City/State/Zip: 						    

Is it okay to leave a voicemail/message on their phone regarding medication, labs, appointments, instructions? Yes  /  No

PHARMACY

Pharmacy Name: 						       Phone #: 				      Fax #: 			     

Medication/Food Allergies?  Yes  /  No  If yes, please list: 									       

PHYSICIANS (Please list first and last name)

Primary Care Physician: 					       Phone #: 				      Fax #: 			 

Referring Physician: 					       Phone #: 				      Fax #: 			 

Cardiologist: 						        Phone #: 				      Fax #: 			 

Other: 							         Phone #: 				      Fax #: 			 
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1.	 Do you ever leak urine or lose control of urination?   

 Yes    No

2.	 If you lose control, do you know when it happens or do you find yourself wet?   

 Know when it happens    Find myself wet

3.	 How often do you lose control and wet yourself or your pads? 

When you cough or sneeze?   		   Never    Monthly    Weekly    Daily 

When you engage in physical activity? 	 Never    Monthly    Weekly    Daily 

When you raise yourself from sitting?   	 Never    Monthly    Weekly    Daily 

When you rise to standing position?  	  Never    Monthly    Weekly    Daily

4.	 How often do you wear pads or other forms of protection because of wetting? 

 Never    Monthly    Weekly    Daily

5.	 On average, how many pads do you use a week?  			 

6.	 On average, how wet are you when you change your pads? 

 Dry    Moist    Damp    Wet

7.	 How bad does loss of urinary control bother you on a scale from 1 to 10?  				  

8.	 How often must you push or strain to start urinating? 

 Never    Monthly    Weekly    Daily

9.	 How would you describe the usual force of your urinary stream? 

 Strong    Weak    Interrupted    Dribbling

10.	 How often do you lose control of urination and wet yourself or your pads because you feel a strong urge 

and cannot stop it? 

 Never    Monthly    Weekly    Daily

11.	 How many pregnancies have you had?  			   

How many vaginal deliveries?  				     

How many c-section deliveries?  			 
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