Your PreLvic PHYSIO

GENERAL HISTORY - MALE

Please complete the following questions (where relevant) and bring the completed form to your first
appointment. All information you provide is strictly confidential.

Name:.....coouee P ey P A R P P e

Age:........ siiiaaisiee .

Past Surgical History:

1. Bladder or Prostate surgery:

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

...................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

Medical History: Please Tick

Diabetes Chronic cough Constipation/straining
Heart disease Asthma Bladder infections
High blood pressure Lung disease Heavy lifting

Stroke Neurological disease Prolonged standing
Psychiatric illness Osteoporosis Hernia

Depression Back injury Arthritis

Cancer Other Please specify

Smoking History:

[0 Non-smoker [ past

[0 Current: number of cigarettes per day ...........




Current Medications: Please include any prescription and over the counter medications e.g. vitamin
supplements, laxatives.

Medication Dosage Date started

Have you had any investigations or management of bladder or bowel or pelvic problems in the
past? [0 Yes 0 Neo

If yes please provide details:

.................................................................................................................................................................
..................................................................................................................................................................

..................................................................................................................................................................

Do you participate in any regular exercise? [] Yes [] No

If yes please provide details:

..................................................................................................................................................................
..................................................................................................................................................................

..................................................................................................................................................................

Fluid Intake: Please list your usual fluid intake over a 24 hour period (cups or glasses).

Water Tea Coffee Alcohol Soft drink Milk Juice Other

Thank you very much for completing this form. Please bring it with you to your first appointment.




