
PERSONAL INFORMATION     Patient Name: (last, first, MI)________________________________________________________ 

Mailing Address: _____________________________________________________________________________________________ 

E-mail Address: ______________________________________________Primary Care Physician_____________________________

SS # ________________________  Date of Birth ______________ Marital Status:        Single        Married       Widowed  Divorced 

Home Phone:_______________________ Work Phone:________________________ Cell Phone:__________________________ 

Ethnicity:  Non-Hispanic/Latino  Hispanic/Latino   Language:  English  Other_________________________ 

Race:  American Indian/Alaska Native  Asian  Black/African American  Native Hawaiian/Other Pacific  White 

Advance Directives: Power of Attorney  Medical Surrogate   Other:____________________________________ 

EMERGENCY CONTACT 

Name:_______________________________________Relationship:____________________ Phone:________________________ 

REFERRAL INFORMATION 

Name of Referring Physician ______________________   If not referred by another physician, how did you hear about Dr. Sprock? 

Internet            Florida Today            Magazine             Billboard            Radio       Insurance Referral 

Friend / Family Member Referral (name) _________________________________ Other: _______________________  

INSURANCE INFORMATION Does your insurance require a referral to see us?  Yes       No 

Primary Insurance: _______________________________ID#:___________________________ Copay:________________________ 

Secondary Insurance: _____________________________ID#:___________________________Copay:________________________ 

Assignment of Insurance Benefits & Authorization to Release information:  In consideration of services rendered, I hereby transfer and assign to Central Florida 

UroGynecology all rights, title, and interest in any payment due to me for services described herein as provided in the above mentioned insurance policy.  The clinic 

may disclose all or any part of the patient’s record to medical service companies, insurance companies, or the patient’s employer as requested 

Financial Agreement:  Insurance is considered a method of reimbursing the physician for services rendered to the patient and  insurance claims are filed as a 

courtesy.  I understand that knowing my insurance policy and what it covers is my responsibility.  I understand that any remaining balance after my insurance has 

made payment is my responsibility, including co-payments, co-insurance, deductibles and claims denied for any reason.  I agree to promptly pay any outstanding 

balance or be subject to my account being forwarded to a medical collection account. I acknowledge that should I not give adequate notice (24 hours) for  a 

cancellation I will be charged a fee of $35.  While we understand the need for privacy, our office requires a valid SS# to render services, please be assured that our

records are confidential and not accessible to the public. 

By signing below I confirm that the information I have provided is accurate and true.  I have read and agree to the terms of Assignment of the Insurance Benefits & 

Authorization to Release information policy and the Financial Agreement  policy. 

___________________________________________________________  _______________________________ 

Patient or Authorized Representative’s Signature Date 
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Medical History Questionnaire   Name: _______________________ Dob: ____/____/____

Reason for today’s visit?_______________________________ How long have you had this issue? _________________ 

Are you in pain?      Yes        No  If yes, how strong (none)1 2 3 4 5 6 7 8 9 10(worst) Where? _________________ 

Are you allergic to any medications? (please list) ___________________________________________________________ 

__________________________________________________________________________________________________ 

Previous Surgeries & Dates ____________________________________________________________________________ 

__________________________________________________________________________________________________  

Current Medications: 

Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 
Medication______________________________________________ Dose (i.e.: 5mg, 10mg..)_______________________ 

Medical Conditions (Check all that apply) 
□ Abnormal PAP
□ Anemia
□ Anxiety
□ Arrhythmias
□ Asthma
□ Bipolar
□ Coronary Artery Disease
□ Cancer
□ Congestive Heart Failure
□ Obesity
□ Rheumatoid Arthritis
□ Tuberculosis
□ COPD / Lung Disease
□ Crohn’s Disease
□ Carotid stenosis
□ Degenerative Disc Disease
□ Depression

□ Diverticulitis
□ Eating Disorder
□ Endometriosis
□ Osteoporosis
□ Seizures
□ Ulcerative Colitis
□ Epilepsy
□ Gall Bladder Issues
□ Glaucoma
□ Gout
□ Hay Fever
□ Hearing Loss
□ Heart Attack
□ Hepatitis
□ High Cholesterol
□ Pancreatitis
□ Sickle Cell Anemia

□ High blood pressure
(Hypertension)

□ Hyperthyroidism
□ Hypothyroidism
□ Irritable bowel syndrome (IBS)
□ Jaundice
□ Kidney disease
□ Liver disease
□ Migraines
□ Pneumonia
□ Sleep Apnea
□ Diabetes

Other: _______________________

Number of Pregnancies_______ Number of Births_______  Height_____________ Weight_____________ 

Pharmacy (ie ABC, Main Street, Rocklege)________________________________________Phone___________________
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First Visit Questionnaire Name: __________________________ Date of Birth: ____/____/____ 

___________      How many times do you get up to urinate during the night? 
     Yes  No  Do you leak urine when you cough, sneeze or laugh? 
     Yes  No  Do you regularly have a strong urge to urinate, such that if you do not reach the 

     bathroom quickly enough  you feel you will leak? 
     Yes  No  If yes, do you leak before you reach the restroom? 
     Yes  No  Have you wet your bed as an adult?  If yes, how often? ________________ 
     Yes  No  Do you leak during or after sexual intercourse? 

How often do you leak?   ____ times per  day  week  month  not sure 
     Yes  No  Do you wear a pad because you are leaking? 

If Yes, how many do you wear per day?__________ What type?____________ 
     Yes  No  Have you had any urinary infections in the last year? 
     Yes  No  Do you have pain when you urinate? 
     Yes  No  Do you have blood in your urine? 
     Yes  No  Do you find it hard to start urinating? 
     Yes  No  Do you have a slow urinary stream or have to strain to start urinating? 
     Yes  No  After you urinate, do you feel your bladder is still full? 
     Yes  No  Do you have Glaucoma? 
     Yes  No  Do you have a pacemaker or any metal in your body? 
     Yes  No  Do you lose stool involuntarily? 
     Yes   No  Do you have problems evacuating a bowel movement? 
     Yes  No  Have you every tried any medication for your bladder problem? 

If yes, please list what medications you have tried and if it offered any relief: 
________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
     Yes  No  Has your incontinence greatly impacted your life? 

If yes, how does it effect you? 
________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Central Florida
UroGynecology

Marja J Sprock, MD
101 Eyster Blvd.
Rockeldge, Florida 32955

cfurogyn.com
phone: 321-806-3929

fax: 321-806-3928

Health Insurance Portability and Accountability Act (HIPPA) Release Form 

Date of Birth:Name: 

Release of Information
I authorize the release of information including the diagnosis, record; examination rendered to me and claims information. 

This information may be released to:

Partner

Child(ren)

Other

Information is not to be released to anyone. 

You may leave a detailed message 

Please leave a message asking me to return your call 

Notice of Privacy Practice Acknowledgement: I acknowledge that the HIPAA policy
has been made available to me, and if requested, a copy has been provided to me. By signing below I authorize    
Central Florida UroGynecology the ability to provide the above listed individuals access to my private health 
information. This release of Information will remain in effect until terminated by me in writing and I further  
understand Central Florida UroGynecology is not responsible for any disclosures made by this/these individu-
al(s) to a third party.

*All negative test results are only provided via email or our patient portal. *
**Central Florida UroGynecology will call, text and email with appointment reminders unless an explicit written request is made otherwise **

Signature: Date:

Messages
Primary Number Home

If unable to reach 

Cell Work
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Somatization Questionnaire 

Name: ______________________________DOB_________ 

Patient Initial: __________Date:__________ 

During the past week, did you suffer from: YES NO 

Dizziness, or feeling light-headed? 

Painful muscles? 

Fainting? 

Neck pain? 

Back pain? 

Excessive perspiration? 

Palpitations? 

Headache? 

A bloated feeling in the abdomen? 

Blurred vision or spots in front of your eyes? 

Shortness of breath? 

Nausea or an upset stomach? 

Pain in the abdomen or stomach area? 

Pressure or tight feeling in the chest? 

Pain in the chest? 

Feeling down or depressed? 

Sudden shock for no reason? 

Worry? 

Disturbed sleep? 

Indefinable feeling of fear? 

Listlessness? 

Trembling when with other people? 

Anxiety or panic attacks? 

During the past week, did you feel: YES NO 

Tense? 

Easily irritated? 

Frightened? 

That everything is meaningless? 

That you just can do anything anymore? 

That life is not worthwhile? 

That you can no longer take interest in people or things around you? 

That you can’t cope anymore? 

That you would be better off if you were dead? 

That you can’t enjoy anything anymore? 

That you cant fact it anymore? 

During the past week: YES NO 

Did you easily become emotional? 

Were you afraid of anything when there was no need to be afraid? 
(ie; animals, heights, small rooms) 

Were you afraid to travel on buses, trains, or trams? 

Did you ever feel as if you were being threatened by unknown danger? 

Did you ever think “if only I was dead”? 

Did you ever have fleeting images of any upsetting events that you experienced? 

Did you ever have to do your best to put aside thoughts about upsetting events? 

Did you have to avoid certain places because they frightened you? 

Did you have to repeat some actions a number of times before you could do something else? 
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Patient Name: __________________ DOB:____________ 

Incontinence Impact Questionnaire, Short Form (IIQ-7) 

Has urine leakage affected your: 

 Not at all Slightly Moderately Greatly  Patient 

Score 

1. Ability to do household chores (cooking, housecleaning,  0  1  2  3  ____ 

laundry)?

2. Physical recreation such as walking, swimming, or  0  1  2  3  ____ 

other exercise?

3. Entertainment activities (movie, concerts, ect)?  0  1  2  3  ____    

4. Ability to travel by car or bus more than 30 minutes  0  1  2  3  ____ 

from home?

5. Participation in social activities outside your home?  0  1  2  3  ____ 

6. Emotional health (nervousness, depression, ect)?  0  1  2  3  ____ 

7. Feeling frustrated?  0  1  2  3  ____ 

 TOTAL  ____ 

Scoring. The average score of items responded to is calculated.  The average, which ranges from 0 to 3, is 

multiplied by 33 1/3 to put scores on a scale of 0 to 100. 
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Name: _______________________DOB___________ 

Pelvic Floor Distress Inventory Questionnaire (PFDI-20) 

Please answer all of the questions in the following survey. These questions will ask you if you have certain 
bowel, bladder or pelvic symptoms and if you do how much they bother you. Answer each question by putting 
an X in the appropriate box or boxes. If you are unsure about how to answer, please give the best answer you 
can. While answering these questions, please consider your symptoms over the last 3 months. 

If YES,  how much does this bother you? 
NO YES Not at all Somewhat Moderately Quite a bit 

1 Do you usually experience pressure in the lower 
abdomen? 

□ □ □ □ 

2 Do you usually experience heaviness or dullness in 
the lower abdomen? 

□ □ □ □ 

3 Do you usually have a bulge or something falling out 
that you can see or feel in the vaginal area? 

□ □ □ □ 

4 Do you usually have to push on the vagina or 
around the rectum to have a complete bowel 
movement? 

□ □ □ □ 

5 Do you usually experience a feeling of incomplete 
bladder emptying? 

□ □ □ □ 

6 Do you ever have to push up in the vaginal area 
with your fingers to start or complete urination? 

□ □ □ □ 

7 Do you feel you need to strain too hard to have a 
bowel movement? 

□ □ □ □ 

8 Do you feel you have not completely emptied your 
bowels at the end of a bowel movement? 

□ □ □ □ 

9 Do you usually lose stool beyond your control if your 
stool is well formed? 

□ □ □ □ 

10 Do you usually lose stool beyond your control if you 
stool is loose or liquid? 

□ □ □ □ 

11 Do you usually lose gas from the rectum beyond 
your control? 

□ □ □ □ 

12 Do you usually have pain when you pass your 
stool? 

□ □ □ □ 

13 Do you experience a strong sense of urgency and 
have to rush to the bathroom to have a bowel 
movement? 

□ □ □ □ 

14 Does part of your stool ever pass through the 
rectum and bulge outside during or after a bowel 
movement? 

□ □ □ □ 

15 Do you usually experience frequent urination? □ □ □ □ 
16 Do you usually experience urine leakage associated 

with a feeling of urgency; that is, a strong sensation 
of needing to go to the bathroom? 

□ □ □ □ 

17 Do you usually experience urine leakage related to 
laughing, coughing, or sneezing? 

□ □ □ □ 

18 Do you usually experience small amounts of urine 
leakage (that is, drops)? 

□ □ □ □ 

19 Do you usually experience difficulty emptying your 
bladder? 

□ □ □ □ 

20 Do you usually experience pain of discomfort in the 
lower abdomen or genital region? 

□ □ □ □ 

PFDI-20 includes POPDI6 (1-6), CRADI8(7-14), and UDI-6 (15-20)Scales.     TOTAL SCORE: _______________________ 
Scale scores:  obtain the mean value of all answered items within the corresponding scale(Not at all-1,Somewhat-2,  Moderately-3, Quite a bit-4) 
and then multiply by 25 to obtain the scale score (range 0-100). Missing items are dealt with by using the mean from the answered items only.  
PFDI-20 Summary Score:  Add the scores from the 3 scales together to obtain the summary score (range 0-300) 
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Marja Sprock, M.D. Name:_____________________DOB____________ 

Instructions: The following is a list of questions about you and your partner’s sex life.  All information is strictly 
confidential.  Your confidential answers will be used only to help the doctor understand what is important to patients 
about their sex lives.  Please check the choices that best answer the questions for you.  While answering the 
questions, consider your sexuality over the past six months.  Thank you. 

1. How frequently do you and your partner have sexual intercourse?

___ Every day ___ 1 to 3 times a week ___ 1 to 3 times a month ___ Less than once a month ___ Never

2. How frequently would you like to have sexual intercourse or activity?

___ Every day ___ 1 to 3 times per week ___ 1 to 3 times per month ___ Less than once a month ___Never

3. Does your partner have a problem with erections that affects your sexual activity?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

4. Does your partner have a problem with premature ejaculation that affects your sexual activity?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

5. Do you climax (have an orgasm) when masturbating?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never ___ Do not masturbate

6. Do you climax (have an orgasm) when having intercourse with your partner?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

7. Do you climax (have an orgasm) when you are caressed by your partner?
___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

8. Do you notice any of the following when having sex with your partner: your breathing and pulse speed
up, wetness in your vagina, pleasurable sensations in your breast and genital area?

 ___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never 

9. Do you feel sexually excited (turned on) when having sexual activity with your partner?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

10. How frequently do you feel sexual desire?  This feeling may include wanting to have sex, planning to
have sex, feeling frustrated due to lack of sex, etc.

 ___ Daily ___ Weekly ___ Monthly ___ Less than once a month ___ Never 

11. Do you feel pain during intercourse?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

12. Do you feel that your vagina is so “dry” that intercourse cannot occur?
___ Extremely dry ___ Pretty dry ___ Somewhat dry ___ Not very dry ___ Not dry at all

13. Is your vagina opening so “tight” that intercourse cannot occur?
___ Extremely tight ___ Pretty tight ___ Somewhat tight ___ Not very tight ___ Not tight at all

14. Does your partner complain that your vagina is too tight?
___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

15. Do you avoid sexual activity because of the length of the vagina?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

Patient Initial  _________Date______________ 
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16. Do you avoid sexual intercourse because of the bulging in the vagina (the bladder, rectum, or vagina
falling out)?

 ___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never 

17. Do you engage in anal or oral sex because vaginal sexual activity is uncomfortable for any reason?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

18. Are you incontinent of urine with sexual activity?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

19. Are you incontinent of stool with sexual activity?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

20. Does fear of incontinence (either stool or urine) restrict your sexual activity?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

21. Does fear of embarrassment from incontinence restrict your sexual activity?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

22. Overall, how satisfied are you with your sexual relationship with your partner?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

23. Overall, how satisfied do you think your partner is with your sexual relationship?
___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

24. How satisfied are you with the variety of sexual activities in your current sex life?
___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

25. When you have sex with your partner, do you have negative emotional reactions such as fear, disgust,
shame or guilt?

 ___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never 

26. How often did you feel satisfied after sexual activity?
___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

27. How often were you able to achieve orgasm (climax)?
___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

28. Compared to orgasms you have had in the past, how intense are the orgasms you have had in the
past six months?

 ___ Much less intense ___ Less intense ___ Same intense ___ More intense ___ Much more intense 

29. Please complete the following sentence: In my relationship, I start activity leading to sexual
intercourse…. 

 ___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never 

30. Do you avoid sexual intercourse because of embarrassment?

___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never

31. Do you think that your partner avoids sexual intercourse with you because of your problems with
incontinence or bulging (the bladder, the rectum, or the vagina falling out)?

 ___ Always ___ Usually ___ Sometimes ___ Seldom ___ Never 

Patient Initial  _________Date______________ 
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Cosmetic Gynecology Questionnaire 

Purpose of Visit: 

Please check all that apply 

Vaginal Rejuvenation: 

Name: 

Date: 

_ Decreased sensation with intercourse for one/both partners _ Partner falls out with thrusting 

_ Gas-like noises during sex _ Problems with tampon usage _ Has to manually express stool 

_ Has to support perineum with bowel movements Passes stool with intercourse 

_ Stress Urinary Incontinence daily/weekly/monthly _ Scar tissue at vaginal opening or on perineum 

Vaginal Rugation Rejuvenation: 

_ Sensation of smooth vagina (loss of feeling during penile strokes) 

For Partial Cervical Ablation: 

_ Too much lubrication/secretion (too wet) during sex and/or at other times 

For Labia Minora/Majora Complaints: 

_ Pain/pulling/discomfort/irritation with intercourse 

_ Pain/pulling/discomfort/irritation with certain activities/exercise/clothing 

_ Unable to wear certain clothes/lingerie/bikinis _ Irritation with prolonged sitting or walking 

_ Multi-directional urine stream _ Hygiene issues _ Desires natural edge preservation 

_ Unhappy with appearance due to asymmetry or pigmentation or length 

_ Previous Labia Minora reduction surgery desiring evaluation for surgical correction 

_ Inhibits patient from sexual activity, self-conscious, and embarrassed due to extra tissue 

_ Desires natural edge preservation 

For Labia Majera Reduction: 

_ Appearance Issue: _ Saggy Wrinkled Flat Uneven 

For Hymenoplasty: 

_ Desires Hymen reconstruction 

For Mons (Pubic Mound) Liposuction: 

_ Previous Abdomir:,oplasty with residual localized Mons adiposity 

_ Localized Mons adiposity desiring reduction _ Unable to wear certain clothing 

For Prepuce (Clitoral Hood) Reduction: 

_ Excess Prepuce _ Pigmentation _ Asymmetry _ Hygiene Problems with access to clitoris 

Notes:-------------------------------------
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