
PATIENT QUEST·IONNAIRE & HISTORY 

Name: Date: 

Date of birth: Age:__Weight:__Height:__ Occupation. 

Home address: 

City: ______________ State: 

Phone:________  Email:_________________

May we send messages via text regarding apts to your cell/email? Yes __ No __ _ 

May we send messages via text to your cell/email? Yes __ No __ _ 

May we send messages via email regarding your Radiology & Lab Orders ? Yes_  No_ 
Primary care physician's name: Phone: 

Address· 

Marital status (check one): Married Divorced Widow Living with partner Single 

Pharmacy: ________ Pharmacy Address: ________________ Phone: _______ _ 

In the event we cannot contact you by the means you have provided above. we would like to know if we have 
permission to speak to your spouse or sign1f1cant other about your treatment. By giving the 1nformat1on below you 
are giving us permission to speak with your spouse or significant other about your treatment. 

Name: 

Home phone: 

Social: 

I am sexually active. 

I have completed my family 

My sex life has suffered. 

Habits: 

I smoke cigarettes-cigars 

i I drink alcoholic beverages 

OR 

OR 

OR 

per day. 

per week. 

Relationship: 

I want to be sexually active. 

I have NOT completed my family. 

I have not been able to have an 
orgasm or it is very d1ff1cult. 

I use e-c1garettes a day. 

I do not want to be 

sexually active. 

I use caffeine 

I drink more than 10 alcoholic beverages a week. 

a day. 

Activity Level: Low( Workout 0-1 day a week) ____    Average ( Workout 2-3 day a week)   ____High( Workout more then 3 days a 
week)_____  












