MALEGENITOUBENARYEXAM

Date of Vislt;

_ New Patient/Annual
Patient Name: ' Age:_.
What is the maln reason for yourvlsit today.'(’,Descrlbe you'r‘prok;lem in detajl

PLE&SERNSWER HICH GFTHE FOLLOWING JUESTI I‘.'.INS AS COMPLETELY AS POSS|BLE:

* WHERE ls your problam? - Listall of your current health Acon.d,!tlo,ns, and lliﬁill
* hospitallzatlons and surgerles.you-have had: .~ , .
*.Do you huve any PAIN7 , ————— '

. Abdomen /Back/ Genltals / Other.
© YES NO (If'NO'sklpthe next question) - " ! o : . —

Dasdcribe:

. . .

. What KIND of pain do you have? Sharp/Dull /Throbbing / Achy/
'Pressure 7/ Cramping?/ Cmshlng‘/Vague s
escrlbe;

+Listall medieations youtake regulaclys.., ..., . o0t o

.

* On a scale of 1-10, (10 Is the mostsevere) clrcle the numbaer that . v
bestdescribesthe SEVERITY afyour problem or your pain, + | « Ustall medication allergles:. . . .

(noproblem) 1 2 3 4 5 6 7 8 9 10 (mostsevers)
* When dld you IRST NOTICE the problem? (When did It start?)
* How many (clrcle one) days / weeks / month(s) aga: * Do you smoke? No Yas How Much?
' = Do you Use drugs or nlcohol? No Yes  How Much?

= HOW LONG does anch episode last?
Seconds / Minutes / Hours / Days / Always there
Describe:

. » What Is/was your occupation? (What did you ratire from?)

* « WHEN does this problam happen?
Daytime / Nighttime/ When you are active / Unpredictable
Desalbe:

« What Is'your current miu’h;:l status:?
J Single / Marrled / Seperated / Divorced /Widowed

» Lst all serlous filhesses in your' famitly, including pa'runfs, grand- "

* HOW OFTEN areyou having the problem or the pam?
parents and siblings. (Dlabetes,any kind of ancer,high blood

Describe:
pressure, heart disease, kldney disease’ orstones, thyro!d disease, etc.)
= What HELPS or what makss the prahlem WORSE? Mother: . « @ W
Esgsib Matemal GM;
= Ara any CTHER SYMPTOMS oczuning at the samue time? Matemal GF:
Desaibe: Father:
Patarnal GM:
W Paternal GF:
. BroJSiss
* Do you have any of thw following problems TODAY:? Pleuss mark YES (¥) or NQ (N) for EACH| 1tem below.
Y N Kidney disease Y N' Pever 1Y-N Whaezdng Y N Back pain Y N Ensy brulsing
. Y N Bloodyurine Y N chills 1Y N. Frequentcough Y N Hesdaches Y N Seasons| allerglas
Y N Painfulurnation 'y [Y'N Changeln Welght Y N Short of breath Y N Tremors . Y N Other heaith prablems.
Y N Urineryhesitancy * |Y N Changelnappetita  |Y N Abdominai pain Y N Numbness artingling ;
' Y N Urlnaryretantion Y N Biured/doublevision |Y N Nausea Y N Dizzy Spelis
Y N Urinary fraquancy Y'N Eyemln Y N Vomiting Y N Anxlsty
Y N Urinsry urguncy Y N Earpain Y N Indigastion Y N Deprassion
Y N Urinery jncontinence |Y N Hesaringloss Y'N Heartburn Y N [nsomnla
Y N Impotance Y N sinus problems Y N* SKin problemis YN Etces:hfathl.rst :
Y N Dribbling/siowflow |Y N Sorethroat Y N Skin eancer Y N Intoleranttoheat/cold
Y N Nightimeurinetions [Y N Chestpiin Y N Jolnt pain Y N Tired orfatigued
How many? Y N Varicosevelns Y N Neckpain Y N Swollen Giands

?hymcian/ provider use only {notes/commensh

Patient was offered CaP sc';fe.é.ning" 0 Yes O No

I‘Tlmein: ,




International Prostate Symptom Score (IPSS)

Patient Name: Date of Birth: Today’s Date:

Determine Your BPH Symptoms

Circle your answers and add up your scores at the bottom.

Incomplete emptying — How often have you had the
sensation of not emptying your bladder completely after 0 | 2 3 4 5
you finished urinating?
Frequency — How often have you had to urinate again 0 | 2 3 4 5
less than two hours after you finished urinating?
Intermittency — How often have you found you stopped
. . . 0 | 2 3 4 5
and started again several times when you urinated?
Urgency — Hovy often have you found it difficult to 0 | 7 3 4 5
postpone urination?
Weak stream — How often have you had a weak 0 | 2 3 4 5
urinary stream!?
Strglnlng - How often have you had to push or strain to 0 | 2 3 4 5
begin urination?
T Th F Fi M

Sleeping — How many times did you most typically get None 1?:12 Tim:s Tinﬁiﬁ Tiﬁfés N?r?r;esore
up to urinate from the time you went to bed at night

. . . . 0 | 2 3 4 5
until the time you got up in the morning?
Add Symptom Scores: -ll- T T T -}—

Total International Prostate Symptom Score =

| —7 mild symptoms | 8— 19 moderate symptoms | 20 — 35 severe symptoms

Quiality of Life (QoL)

Regardless of the score, if your symptoms are bothersome you should not

ify your doctor.

If you were to spend the rest
of your life with your urinary
condition just the way it is 0 | 2 3 4 5 6
now, how would you feel
about that?
Have you tried medications to help your symptoms? Yes No
Did these medications help your symptoms? {circle)

I 2 3 4 5 6 7 8 9 10

No Relief Complete Relief
Would you be interested in learning about a minimally invasive option that
. . I Yes No

could allow you to discontinue your BPH medications?
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