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The Children's Hospital Cuestionario para

of San Antonio” Celgeat paciente adulto de la
CHRISTUS Health Clinica de Genética

Baylor

Todo por nuestros nifios.

Con el fin de ayudarnos a entender su situacion médica, por favor responda las siguientes preguntas. Seleccione si 0 no para cada

pregunta conforme se indica y use el espacio provisto para agregar una explicacién con sus propias palabras.

Nombre del paciente: Fecha de nacimiento (mm/dd/aaaa):

¢Qué tipo de trabajo hace?

Nombre de la persona que llena esta forma:

Relacién con el paciente:

¢Quién le acompanfara a la cita?

Nombre del médico de atencién primaria (PCP):

Nombre de la clinica:

Direccién del PCP:

Numero de teléfono del PCP: Numero de fax del PCP:

¢Otro proveedor de atencién médica le remitié a nuestra clinica? [JSi [1No

Si es si, nombre al proveedor de atencién médica que le remitié:

Especialidad:

¢Por qué usted o sumédico desean una evaluacidn genética? ¢Como surgid esta pregunta? éPor qué es importante obtener una respuesta?

Antecedentes: Del nacimiento a la etapa adulta

¢éDénde nacié? Ciudad: Estado: Pais:
¢Qué edad tenia su madre cuando usted nacié? afos
¢Cuantos hijos tuvo ella antes que a usted? ¢Cuantos embarazos antes de usted?

¢Ella tuvo alguna dificultad con su embarazo? [1Si L1 No

Si es si, por favor explique:

¢Hubo alguna prueba genética prenatal? [1Si [INo

Siessi, écudl?
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¢Usted nacié prematuro? LIS [INo Si es si, con cudntas semanas de gestacién:

¢Cuanto pesd? libras onzas/ kg

¢Necesité usted atencién en la Unidad de Terapia Intensiva Neonatal (NICU) o cuidados intensivos neonatales? [1Si []No

¢éTuvo alglin defecto congénito? L1Si [1No Sies s, écudl?

¢Ddnde crecié? Ciudad: Estado: Pafs:

Si | No | Del nacimiento a los 18 afios Si es Si, por favor explique aqur:

Cuando era bebé (del nacimiento a los
12 meses de edad), {estuvo enfermo?

O
O

éTuvo algun problema con el
crecimiento o desarrollo?

O
O

¢A qué edad empezd a caminar? Afos Meses

¢Tardd en hablar?

¢Le dieron terapia del habla?

éLe dieron terapia ocupacional
o fisioterapia?

¢Repitid alguin grado en
la escuela primaria?

¢Repitid alguin grado en la escuela
intermedia o secundaria?

éLe dieron educacién especial?

¢Tuvo dificultades de aprendizaje?

¢éLe diagnosticaron autismo?

¢Tuvo pubertad precoz o retrasada?

éTuvo alguna enfermedad grave
antes de cumplir 18 afios?

éSe sometié a alguna cirugia
antes de los 18 afios?

O | o|ogoooopg)obo|go
O | o|ogoooopg)obo|go

¢Estuvo hospitalizado
antes de los 18 afios?

Desde que cumplié 18
afos, ha tenido:

Si es Si, por favor explique aqur:

] ] | éAlguna enfermedad grave?

O ] | ¢Alguna cirugias previa?
¢Hospitalizaciones con

O | O 3

estadia en la noche?

] [] | éAlguna enfermedad crénica?

. . . -
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General

¢Cémo es su salud general?

¢Cual considera que es su problema de salud mas grande?

¢Cuando fue la dltima vez que se sintié completamente bien?

¢Alguna vez ha visto a un genetista clinico o a un asesor genético?

¢A quién vio?

¢Dénde estaba el consultorio?

éFue una consulta o varias?

{Tiene una copia de la evaluacién? [JSi [ No

¢Cuéndo los vio?

¢Se ha realizado alguna prueba genética? [1Si [1No Si es si, por favor describa:

Pruebas e imagenologia anteriores:

Si | No |

MRI

Resultados | Fecha aproximada

TC

Radiografias

Ultrasonido

Resultados de anélisis de laboratorio anormales

oiogioioimo

oiogioioimo

Otro

Historial médico anterior:

¢Alguna vez ha visto a un médico de estas especialidades?

Alergia/inmunologia

Nombre del médico/razén/fecha de la dltima consulta

Audiologia (audicién)

Cardiologia (corazén)

Dermatologia (piel)

Otorrinolaringologia (oidos, nariz y garganta)

Endocrinologia (hormonas)

Gastroenterologia (estémago/intestinos)

OioggioiooiQ

OioggioiooiQ

Hematologia/oncologia (sangre/cancer)
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St | No | | Nombre del médico/razén/fecha de la dltima consulta

Especialista en infertilidad

Nefrologia (rifiones)

Neurologia (cerebro)

Neurocirugia

Oftalmologia (ojos)

Ortopedia (huesos)

Cirugia plastica

Psicologia/psiquiatria

Neumodlogo (pulmones)

Reumatologia (articulaciones)

Urologia

ggiogiogojooigioig

ggiogiogojooigioig

Otro:

Revisidn de los sistemas:

Si | No | Cardiovascular | Comentarios

OJ

Problemas cardiacos

Dolor, rigidez u opresién en el pecho

Falta de aire al estar acostado

Necesidad de dormir sentado

Aceleracién del corazdn

Latidos del corazén irregulares (palpitaciones)

Soplo cardiaco

Hinchazdén de las piernas

Dolor en la pierna al caminar

EKG anormal

Ecocardiograma anterior

ggiogiogojooigioig

ggjogioig|oo|joig|o

Otras inquietudes sobre el corazén o vasos sanguineos

Si | No |

Ojos, oidos, nariz y garganta
Disminucién de la capacidad para ver o ceguera

Comentarios

Vision borrosa

Cataratas

Dificultad para escuchar o sordera

Zumbidos en los oidos

Dificultad para oler

Sangrados nasales

Problemas dentales

Ronquera

Qgiogiog|jogoig

Qgiogiog|jogoig

Otros problemas con ojos, oidos, nariz o garganta

Si | No |

Alergia/inmunologia
Alergias estacionales

Comentarios

Sistema inmunitario debilitado o infecciones recurrentes

Fiebre reciente o recurrente

Alergias a los alimentos

oot

oot

Otro
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Si | No | Respiratorio Comentarios
| [0 |Tos
O O Sibilancias
] ] Falta de aliento
O [J | Respiracion répida
] [1 | Consumo de tabaco o tabaquismo
| [ | Otros problemas para respirar o con los pulmones
Si | No | Gastrointestinal Comentarios
O [0 | Aumento de peso u obesidad
[l [l Pérdida de peso o peso bajo
] ] Nauseas
] ] Vémito
] ] Problemas para tragar
] ] Diarrea
] ] Estrefiimiento
] ] Poco apetito
] ] Acidez estomacal
] ] Dolor abdominal
O O Sangre en las heces
] ] Heces negras
O O Dieta especial
] ] ¢Algunos alimentos le enferman?
[l [ | <éToma antidcidos? éCon qué frecuencia?
O O Hemorroides
0 0 Qtras .irjquigtudes del estémago,
digestidn, higado o abdomen
Si | No | Endocrino Comentarios
] ] Diabetes
] ] Problemas de tiroides
] ] Bocio
] ] Intolerancia al calor
O ] | Intolerancia al frio
] ] Cambio en el tono de la voz
O [0 | Aumento del vello corporal
O] [1 | Disminucidn del vello corporal
] [] | Oscurecimiento del color de la piel
] ] Otro
Si | No | Genito-reproductivo (hombres) Comentarios
O ] |Inquietudes por la forma o el tamafio del pene
] ] Inquietudes por la forma o el tamafio de los testiculos
O O Problemas de desempefio
] ] Infertilidad
| [0 | Conteo bajo de espermatozoides
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mlinlinlinlinlin] =

WEIRES | Comentarios
Bultos

Dolor

Supuracion del pezdén

Mamografias anormales

MRI de mamas anormal
Otro

OO0ogo| 0 e

Genito-reproductivo (mujeres) Comentarios

Edad de inicio del periodo menstrual

Edad de terminacién del periodo menstrual (menopausia)

Embarazos, especifique el nimero

Nacimientos vivos, especifique el nimero

Abortos espontaneos o pérdidas de
embarazo, especifique el nimero

Infertilidad

Anélisis prenatal de portador genético de fibrosis quistica

Anélisis prenatal de portador genético de
cualquier otra enfermedad genética

Hallazgos uterinos anormales (forma, tamafio, fibroma)

oig o oo o |ooo.
oig o oo o |ooo.

Otro
Si | No | Hematologia/oncologia | Comentarios
] ] Sangrado facil
] ] Formacién de hematomas con facilidad
] ] Anemia
O O Problemas de coagulacién
] ] Diagndstico de cancer
] ] Otro
Si | No | Piel, ufias, cabello | Comentarios
O O Marcas de nacimiento
O O Manchas oscuras
] ] Lunares
] ] Manchas de color café con leche
] ] Estrias
] ] Hemangiomas
] ] Ufias de las manos o de los pies pequefias o inusuales
] ] Cabello delgado
O O Parche de cabello en medio de la espalda
] ] Colores de cabello diferentes
] ] éSe depila el vello entre las cejas?
O ] |Otro

. . . -
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Musculoesquelético |
Estatura baja

Comentarios

Estatura alta

Brazos o piernas cortos

Brazos, piernas, dedos o pies largos

Pie plano

Arco del pie alto

Pie caido

Escoliosis

No puede estirar los codos o las rodillas por completo

Rigidez de alguna articulacion

Deformidades en las articulaciones o extremidades

Dolor muscular

Dolor de cuello

Dolor de espalda o dolor de articulaciones

Articulaciones flexibles

Dislocacién de articulaciones

Varias fracturas de huesos

OiogojioiogojooouoiooO o b e

giogoooooo|ooooooooos

Otro

Reumatologia |
Dolor de articulaciones

Comentarios

Inflamacion de articulaciones

Articulaciones rojas o calientes

00|00 e

mlinlinlin] =

Articulaciones rigidas

Urinario |
Olor inusual de la orina

Comentarios

Dolor o ardor al orinar

Ganas de orinar frecuentes

Volimenes de orina grandes

Necesidad extrema de orinar

Dificultad para comenzar a orinar

O|O0gooio d e

Ogooooiig

Célculos renales

Salud mental |
Depresion

Comentarios

Ansiedad

Insomnio

Estrés

Trastorno bipolar

Esquizofrenia

Alucinaciones

Consumo excesivo de alcohol

OOgoiooiOoU b es

mlinlinlininhnininiin] =

Historial de abuso de sustancias
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Neuroldgico
Agarre débil

Comentarios

Dificultad para aflojar el agarre o soltar

¢Puede correr?

¢Puede andar en bicicleta?

Dificultad con la memoria

éSu cabeza es méas grande o mas pequefia de lo normal?

Dificultad para pensar o resolver problemas

Convulsiones

Dolores de cabeza

Desmayos

Mareos

Visién doble

Debilidad de un brazo o una pierna

Derrame cerebral

Entumecimiento

Mal equilibrio

Pérdida de coordinacién

Dificultad para hablar

Temblor en las manos

gigiooooooooooooooiUoU b gs

OoooooooooooooooooDiotUsE

Otro

<=, The Children’s Hospital of san Antonio*

CHRISTUS Health

Cuestionario para paciente adulto de la Clinica de Genética

PAGINA 8 DE 8



	Patient Name: 
	Date of Birth mmddyyyy: 
	What kind of work do you do: 
	Name of the person filling out this form: 
	Relationship to patient: 
	Who will accompany you to your appointment: 
	Primary Care Physician PCP Name: 
	Name of Practice: 
	PCP Address: 
	PCP Phone Number: 
	PCP Fax Number: 
	Did another health care provider refer you to our clinic: Off
	If yes referring health care provider: 
	Specialty: 
	Why do you or your doctor want a genetics evaluation How did this question come up Why is it important to get an answer: 
	Where were you born City: 
	State: 
	Country: 
	How old was your mother when you were born: 
	How many children did she have before you: 
	How many pregnancies before you: 
	Did she have any difficulties with your pregnancy: Off
	If yes please explain: 
	Was there prenatal genetic testing: Off
	If yes what: 
	Yes_4: Off
	undefined: Off
	No  If yes how many weeks gestation: 
	How much did you weigh: 
	pounds: 
	ounces: 
	Did you require care in the NICU or intensive care nursery: Off
	If so what were they: Off
	Did you have any birth defects: 
	Where did you grow up City: 
	State_2: 
	Country_2: 
	undefined_2: 
	undefined_3: 
	As an infant from birth to 12 months of age were you unwell: 
	undefined_4: 
	undefined_5: 
	Did you have any problems with growth or development: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	undefined_16: 
	undefined_17: 
	undefined_18: 
	undefined_19: 
	undefined_20: 
	undefined_21: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	undefined_29: 
	undefined_30: 
	undefined_31: 
	undefined_32: 
	Any serious illnesses: 
	undefined_33: 
	undefined_34: 
	Any prior surgeries: 
	undefined_35: 
	undefined_36: 
	Overnight hospitalizations: 
	undefined_37: 
	undefined_38: 
	Any chronic illnesses: 
	undefined_39: 
	undefined_40: 
	Have you ever seen a clinical geneticist or a genetic counselor: 
	Whom did you see: 
	Where was the office: 
	Was it one visit or many: 
	When did you see them: 
	Do you have a copy of the evaluation: Off
	undefined_41: 
	undefined_42: 
	undefined_43: 
	ResultsMRI: 
	Approximate DateMRI: 
	undefined_44: 
	undefined_45: 
	ResultsCT: 
	Approximate DateCT: 
	undefined_46: 
	undefined_47: 
	ResultsXrays: 
	Approximate DateXrays: 
	undefined_48: 
	undefined_49: 
	ResultsUltrasound: 
	Approximate DateUltrasound: 
	undefined_50: 
	undefined_51: 
	ResultsAbnormal Lab Tests: 
	Approximate DateAbnormal Lab Tests: 
	undefined_52: 
	undefined_53: 
	ResultsOther: 
	Approximate DateOther: 
	undefined_54: 
	undefined_55: 
	AlleryImmunology: 
	undefined_56: 
	undefined_57: 
	Audiology Hearing: 
	undefined_58: 
	undefined_59: 
	Cardiology Heart: 
	undefined_60: 
	undefined_61: 
	Dermatology Skin: 
	undefined_62: 
	undefined_63: 
	undefined_64: 
	undefined_65: 
	Ear Nose and Throat: 
	undefined_66: 
	undefined_67: 
	Endocrinology Hormones: 
	undefined_68: 
	undefined_69: 
	Gastroenterology StomachIntestines: 
	HematologyOncology BloodCancer: 
	undefined_72: 
	undefined_73: 
	Infertility Specialist: 
	undefined_74: 
	undefined_75: 
	Nephrology Kidneys: 
	undefined_76: 
	undefined_77: 
	Neurology Brain: 
	undefined_78: 
	undefined_79: 
	Neurosurgery: 
	undefined_80: 
	undefined_81: 
	Ophthalmology Eyes: 
	undefined_82: 
	undefined_83: 
	Orthopedics Bones: 
	undefined_84: 
	undefined_85: 
	Plastic Surgery: 
	undefined_86: 
	undefined_87: 
	PsychologyPsychiatry: 
	undefined_88: 
	undefined_89: 
	Pulmonology Lungs: 
	undefined_90: 
	undefined_91: 
	Rheumatology Joints: 
	undefined_92: 
	undefined_93: 
	Urology: 
	undefined_94: 
	undefined_95: 
	Other: 
	undefined_96: 
	undefined_97: 
	Heart problems: 
	undefined_98: 
	undefined_99: 
	Chest pain tightness or squeezing: 
	undefined_100: 
	undefined_101: 
	Shortness of breath lying down: 
	undefined_102: 
	undefined_103: 
	Need to sleep sitting up: 
	undefined_104: 
	undefined_105: 
	Heart racing: 
	undefined_106: 
	undefined_107: 
	Irregular heart beat palpitations: 
	undefined_108: 
	undefined_109: 
	Heart murmur: 
	undefined_110: 
	undefined_111: 
	Swelling of the legs: 
	undefined_112: 
	undefined_113: 
	Leg pain when walking: 
	undefined_114: 
	undefined_115: 
	Abnormal EKG: 
	undefined_116: 
	undefined_117: 
	Prior echocardiogram: 
	undefined_118: 
	undefined_119: 
	Other concerns about your heart or blood vessels: 
	undefined_120: 
	undefined_121: 
	CommentsDecreased ability to see or blindness: 
	undefined_122: 
	undefined_123: 
	CommentsBlurred vision: 
	undefined_124: 
	undefined_125: 
	CommentsCataracts: 
	undefined_126: 
	undefined_127: 
	CommentsDifficulty in hearing or deafness: 
	undefined_128: 
	undefined_129: 
	CommentsRinging in your ears: 
	undefined_130: 
	undefined_131: 
	CommentsTrouble smelling things: 
	undefined_132: 
	undefined_133: 
	CommentsNosebleeds: 
	undefined_134: 
	undefined_135: 
	CommentsDental problems: 
	undefined_136: 
	undefined_137: 
	CommentsHoarseness: 
	undefined_138: 
	undefined_139: 
	CommentsOther problems with eyes ears nose or throat: 
	undefined_140: 
	undefined_141: 
	Seasonal allergies: 
	undefined_142: 
	undefined_143: 
	Weak immune system or recurrent infections: 
	undefined_144: 
	undefined_145: 
	Recent or recurrent fever: 
	undefined_146: 
	undefined_147: 
	Food allergies: 
	undefined_148: 
	undefined_149: 
	Other_2: 
	undefined_150: 
	undefined_151: 
	Cough: 
	undefined_152: 
	undefined_153: 
	Wheezing: 
	undefined_154: 
	undefined_155: 
	Shortness of breath: 
	undefined_156: 
	undefined_157: 
	Breathing fast: 
	undefined_158: 
	undefined_159: 
	Tobacco use or smoking: 
	undefined_160: 
	undefined_161: 
	Other breathing or lung problems: 
	undefined_162: 
	undefined_163: 
	Weight gain or obesity: 
	undefined_164: 
	undefined_165: 
	Weight loss or underweight: 
	undefined_166: 
	undefined_167: 
	Nausea: 
	undefined_168: 
	undefined_169: 
	Vomiting: 
	undefined_170: 
	undefined_171: 
	Trouble swallowing: 
	undefined_172: 
	undefined_173: 
	Diarrhea: 
	undefined_174: 
	undefined_175: 
	Constipation: 
	undefined_176: 
	undefined_177: 
	Poor Appetite: 
	undefined_178: 
	undefined_179: 
	Heartburn: 
	undefined_180: 
	undefined_181: 
	Abdominal pain: 
	undefined_182: 
	undefined_183: 
	Blood in stools: 
	undefined_184: 
	undefined_185: 
	Black stools: 
	undefined_186: 
	undefined_187: 
	Special diet: 
	undefined_188: 
	undefined_189: 
	Do some foods make you sick: 
	undefined_190: 
	undefined_191: 
	Do you use antacids How often: 
	undefined_192: 
	undefined_193: 
	Hemorrhoids: 
	undefined_194: 
	undefined_195: 
	Other concerns about your stomach digestion liver or abdomen: 
	undefined_196: 
	undefined_197: 
	Diabetes: 
	undefined_198: 
	undefined_199: 
	Thyroid problem: 
	undefined_200: 
	undefined_201: 
	Goiter: 
	undefined_202: 
	undefined_203: 
	Heat intolerance: 
	undefined_204: 
	undefined_205: 
	Cold Intolerance: 
	undefined_206: 
	undefined_207: 
	Change in pitch of the voice: 
	undefined_208: 
	undefined_209: 
	Increased body hair: 
	undefined_210: 
	undefined_211: 
	Decreased body hair: 
	undefined_212: 
	undefined_213: 
	Darkening of skin color: 
	undefined_214: 
	undefined_215: 
	Other_3: 
	undefined_216: 
	undefined_217: 
	Concerns about the shape or size of your penis: 
	undefined_218: 
	undefined_219: 
	Concerns about the shape or size of your testicles: 
	undefined_220: 
	undefined_221: 
	Performance problems: 
	undefined_222: 
	undefined_223: 
	Infertility: 
	undefined_224: 
	undefined_225: 
	Low sperm count: 
	undefined_226: 
	undefined_227: 
	Lumps: 
	undefined_228: 
	undefined_229: 
	Pain: 
	undefined_230: 
	undefined_231: 
	Discharge from your nipple: 
	undefined_232: 
	undefined_233: 
	Abnormal mammograms: 
	undefined_234: 
	undefined_235: 
	Abnormal breast MRI: 
	undefined_236: 
	undefined_237: 
	Other_4: 
	undefined_238: 
	undefined_239: 
	Age of onset of menstrual periods: 
	undefined_240: 
	undefined_241: 
	Age which periods stopped menopause: 
	undefined_242: 
	undefined_243: 
	Pregnancies specify number: 
	undefined_244: 
	undefined_245: 
	Live births specify number: 
	undefined_246: 
	undefined_247: 
	Miscarriages or pregnancy losses specify number: 
	undefined_248: 
	undefined_249: 
	Infertility_2: 
	undefined_250: 
	undefined_251: 
	Prenatal genetic carrier testing for cystic fibrosis: 
	undefined_252: 
	undefined_253: 
	Prenatal genetic carrier testing for any other genetic disease: 
	undefined_254: 
	undefined_255: 
	Abnormal uterine findings shape size fibroids: 
	undefined_256: 
	undefined_257: 
	Other_5: 
	undefined_258: 
	undefined_259: 
	Easy bleeding: 
	undefined_260: 
	undefined_261: 
	Easy bruising: 
	undefined_262: 
	undefined_263: 
	Anemia: 
	undefined_264: 
	undefined_265: 
	Clotting problem: 
	undefined_266: 
	undefined_267: 
	Cancer diagnosis: 
	undefined_268: 
	undefined_269: 
	Other_6: 
	undefined_270: 
	undefined_271: 
	Birthmarks: 
	undefined_272: 
	undefined_273: 
	Dark spots: 
	undefined_274: 
	undefined_275: 
	Moles: 
	undefined_276: 
	undefined_277: 
	Caféaulait spots: 
	undefined_278: 
	undefined_279: 
	Stretch marks: 
	undefined_280: 
	undefined_281: 
	Hemangiomas: 
	undefined_282: 
	undefined_283: 
	Small or unusual fingernails or toenails: 
	undefined_284: 
	undefined_285: 
	Thin hair: 
	undefined_286: 
	undefined_287: 
	Patch of hair in the middle of the back: 
	undefined_288: 
	undefined_289: 
	Different colors of hair: 
	undefined_290: 
	undefined_291: 
	Do you pluck the hair between your eyebrows: 
	undefined_292: 
	undefined_293: 
	Other_7: 
	undefined_294: 
	undefined_295: 
	Short Stature: 
	undefined_296: 
	undefined_297: 
	Tall Stature: 
	undefined_298: 
	undefined_299: 
	Short arms or legs: 
	undefined_300: 
	undefined_301: 
	Long arms legs fingers or feet: 
	undefined_302: 
	undefined_303: 
	Flat feet: 
	undefined_304: 
	undefined_305: 
	High arch of feet: 
	undefined_306: 
	undefined_307: 
	Foot drop: 
	undefined_308: 
	undefined_309: 
	Scoliosis: 
	undefined_310: 
	undefined_311: 
	Cant straighten elbows or knees completely: 
	undefined_312: 
	undefined_313: 
	Stiffness of any joints: 
	undefined_314: 
	undefined_315: 
	Deformities of the joints or extremities: 
	undefined_316: 
	undefined_317: 
	Muscle pain: 
	undefined_318: 
	undefined_319: 
	Neck pain: 
	undefined_320: 
	undefined_321: 
	Back pain or joint pain: 
	undefined_322: 
	undefined_323: 
	Flexible joints: 
	undefined_324: 
	undefined_325: 
	Joint dislocation: 
	undefined_326: 
	undefined_327: 
	Multiple broken bones: 
	undefined_328: 
	undefined_329: 
	Other_8: 
	undefined_330: 
	undefined_331: 
	Joint pain: 
	undefined_332: 
	undefined_333: 
	Joint swelling: 
	undefined_334: 
	undefined_335: 
	Red or warm joints: 
	undefined_336: 
	undefined_337: 
	Stiff joints: 
	undefined_338: 
	undefined_339: 
	CommentsUnusual odor of urine: 
	undefined_340: 
	undefined_341: 
	CommentsPain or burning on urination: 
	undefined_342: 
	undefined_343: 
	CommentsFrequent urination: 
	undefined_344: 
	undefined_345: 
	CommentsLarge volumes of urine: 
	undefined_346: 
	undefined_347: 
	CommentsExtreme urge to urinate: 
	undefined_348: 
	undefined_349: 
	CommentsDifficulty starting urinary stream: 
	undefined_350: 
	undefined_351: 
	CommentsKidney stones: 
	undefined_352: 
	undefined_353: 
	Depression: 
	undefined_354: 
	undefined_355: 
	Anxiety: 
	undefined_356: 
	undefined_357: 
	Insomnia: 
	undefined_358: 
	undefined_359: 
	Stress: 
	undefined_360: 
	undefined_361: 
	Bipolar disorder: 
	undefined_362: 
	undefined_363: 
	Schizophrenia: 
	undefined_364: 
	undefined_365: 
	Hallucinations: 
	undefined_366: 
	undefined_367: 
	Excess alcohol use: 
	undefined_368: 
	undefined_369: 
	History of substance abuse: 
	undefined_370: 
	undefined_371: 
	Weak grip: 
	undefined_372: 
	undefined_373: 
	Difficulty loosening grip or letting go: 
	undefined_374: 
	undefined_375: 
	Can you run: 
	undefined_376: 
	undefined_377: 
	Can you ride a bike: 
	undefined_378: 
	undefined_379: 
	Difficulty with memory: 
	undefined_380: 
	undefined_381: 
	Is your head bigger or smaller than usual: 
	undefined_382: 
	undefined_383: 
	Difficulty with thinking or problem solving: 
	undefined_384: 
	undefined_385: 
	Seizures: 
	undefined_386: 
	undefined_387: 
	Headaches: 
	undefined_388: 
	undefined_389: 
	Blackouts: 
	undefined_390: 
	undefined_391: 
	Dizziness: 
	undefined_392: 
	undefined_393: 
	Double vision: 
	undefined_394: 
	undefined_395: 
	Weakness of an arm or leg: 
	undefined_396: 
	undefined_397: 
	Stroke: 
	undefined_398: 
	undefined_399: 
	Numbness: 
	undefined_400: 
	undefined_401: 
	Poor balance: 
	undefined_402: 
	undefined_403: 
	Loss of coordination: 
	undefined_404: 
	undefined_405: 
	Difficulty in speaking: 
	undefined_406: 
	undefined_407: 
	Tremor of the hands: 
	undefined_408: 
	undefined_409: 
	Other_9: 
	Months: 
	Were you slow to speak: 
	Did you receive speech therapy: 
	Did you receive occupational or physical therapy: 
	Did you repeat a grade in elementary school: 
	Did you repeat a grade in middle schooljunior high or high school: 
	Did you receive special education: 
	Did you have learning disabilities: 
	Were you diagnosed with autism: 
	Early or delayed puberty: 
	Did you have any serious illnesses before turning 18: 
	Did you have any surgeries before you were 18: 
	Were you hospitalized before you were 18: 
	Years: 


