
DATE SCMG# 

 ERECTILE DYSFUNCTION QUESTIONNAIRE 

* PLEASE ATTACH A COPY OF VALID DRIVERS LICENSE,STATE ID, OR PASSPORT (FRONT & BACK) WITH FORM.

NAME: 

Last First Middle 

BIRTHDATE:  OCCUPATION:  

Address (City, State, Country): 

Email Address :  

Phone:  

PPAATTIIEENNTT HHIISSTTOORRYY 

AGE:  

APPROXIMATE DURATION OF PROBLEM IN YEARS: 

ONSET OF THE PROBLEM WAS: Gradual Sudden (Circle One) 

If sudden, was it related in onset to: (Circle One) 

Surgery    New medication    Life event   Penile injury 

PRESENT SEXUAL FUNCTION: 

Over the past 30 days, how often have you had partial or full erections when you were sexually stimulated in any 

way? (circle one) 

0- did not engage in any sexual activity

1- almost never
2-a few times (much less than half the time)

3-sometimes (about half the time)

4- most times (much more than half the time)

5- almost always/always

Over the past 30 days, when you had erections, how often were the erections firm enough to have sexual relations? 

(circle one) 

0- did not engage in any sexual activity

1- almost never

2-a few times (much less than half the time)

3-sometimes (about half the time)

4- most times (much more than half the time)
5- almost always/always

Practitioner: Dipali Radia, PA-C
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When you attempted sexual intercourse, how often were you able to penetrate (enter) your partner? (circle one) 

0- did not attempt intercourse

1- almost never
2-a few times (much less than half)

3- sometimes (about half the time)
4- most times (much more than half the time)

5- almost always/always

During sexual intercourse, how difficult was it to maintain your erection to completion of intercourse? (circle one) 

0-unable to attempt intercourse
1- extremely difficult

2- very difficult

3-difficult
4- slightly difficult

5- not difficult

When you attempted sexual intercourse, how often was your erection satisfactory in your opinion? (circle one) 

0- did not attempt intercourse

1- almost never/never
2-a few times (much less than half ) 
3- sometimes (about half the time)

4- most times (much more than half the time)

5- almost always/always

How would you rate your level of sexual desire? (circle one) 

1- very low/none at all 2-low 3-moderate 4-high 5-very high

What is the quality of the best erection you have experienced during the night or upon awakening in the morning 

during the past month? 

1- none at all 2-partial (less than half) 3-partial (better than half) 4-full erection

What is the rigidity of your penis upon achieving orgasm? (circle one) 

1- unable to achieve orgasm

2- no erection at all

3- partial (equal to or less than half erect)

4- partial (better than half erect)

5- full erection

Do you have an active sexual partner at this time? (Wife, Girlfriend, Other, None): 

Can you achieve an orgasm? YES NO (Circle One) 

Can you ejaculate normally? YES NO (Circle One) 

Do you have premature ejaculation? YES NO (Circle One) 

Do you think there is an emotional cause? YES NO (Circle One) 



Version: 10/02/07 3 

Do you experience any pain with erections? 

Are or were your erections abnormally bent? 

YES 

YES 

NO 

NO 

(Circle One) 

(Circle One) 

If so, Which direction is it bent? (Up, Down, Left, Right):  

How many degrees is the bend?  

Have you noted any change in the bend during the past six months? YES NO (Circle One) 

PREVIOUS EVALUATION: 

Have you had your testosterone level measured? YES NO (Circle One) 

If so, what were the results? (Normal, Abnormal, Don’t know): 

Have you ever received a penile injection? YES NO (Circle One) 

If so, did it produce a full erection? YES NO  (Circle One) 

Have you undergone a penile blood flow study? YES  NO  (Circle One) 

If so, What was the result? (Normal, Abnormal, Do not know): 

Have you undergone testing of erections during sleep? YES  NO  (Circle One) 

If so, What was the result? (Normal, Abnormal, Do not know) 

PREVIOUS TREATMENT: 

Have you tried Viagra, Levitra or Cialis? YES NO (Circle One) 

Did Viagra work to your satisfaction? YES NO (Circle One) 

Have you tried MUSE? YES NO (Circle One) 

Did MUSE produce a satisfactory erection? YES NO (Circle One) 

Do you like using MUSE? YES NO (Circle One) 

Have you tried injection therapy? YES NO (Circle One) 

Did the injections produce a satisfactory erection? YES NO (Circle One) 

Do you like doing injections? YES NO (Circle One) 

Have you tried the vacuum device? YES NO (Circle One) 

Did it work? YES NO (Circle One) 

Do you like the vacuum device? YES NO (Circle One) 

Have you tried any other treatments? YES NO (Circle One) 

What was this treatment? 
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RISK FACTORS FOR ERECTILE DYSFUNCTION: 

Have you ever injured your penis? YES NO (Circle One) 

Has your penis ever been forcibly bent while erect? YES NO (Circle One) 

Have you had a straddle injury? YES NO (Circle One) 

Do you ride a bicycle regularly? YES NO (Circle One) 

Have you ever smoked cigarettes regularly? YES NO (Circle One) 

If so, do you currently smoke? YES NO (Circle One) 

Have you ever had problems with excessive alcohol drinking? YES NO (Circle One) 

Have you injured your spinal cord? YES NO (Circle One) 

Have you had your prostate removed for cancer? YES NO (Circle One) 

Have you undergone radiation therapy for prostate cancer? YES NO (Circle One) 

Have you had prostate surgery (TURP) for benign prostatic growth? 

How many children do you have? (Number)  

YES NO (Circle One) 

PAST MEDICAL HISTORY: 

Are you being treated for diabetes mellitus? YES NO (Circle One) 

If so, which treatment method are you using to control your sugar? (Circle one) 

Diet     Pills      Insulin 

Are you being treated for high blood pressure? YES NO (Circle One) 

Are you being treated for elevated blood cholesterol level? YES NO (Circle One) 

Do you have heart disease? YES NO (Circle One) 

Have you ever had a stroke? YES NO (Circle One) 

Have you been told that you have hardening of the arteries? YES NO (Circle One) 

Are you or have you been treated for depression? YES NO (Circle One) 

Other medical illnesses: 

Past Surgery:  

List medications:  

Do you take aspirin regularly? YES NO (Circle One) 

List any medications that you are allergic to: 

FAMILY HISTORY: 

Do you have a family history of: 

High blood pressure (Y/N): 

Heart disease (Y/N):  

Peyronie’s disease (Y/N):  

Diabetes (Y/N):  

Prostate cancer (Y/N): 

Cancer (Y/N):  



TERMS AND CONDITIONS 

BY SIGNING THIS FORM,” CHECKING A RELATED BOX TO SIGNIFY YOUR ACCEPTANCE, USING ANY OTHER ACCEPTANCE PROTOCOL 
PRESENTED THROUGH THE SERVICE (AS DEFINED BELOW) OR OTHERWISE AFFIRMATIVELY ACCEPTING THESE TERMS AND 

CONDITIONS, YOU ACKNOWLEDGE THAT YOU HAVE READ, ACCEPTED, AND AGREED TO BE BOUND BY THIS AGREEMENT. IF YOU DO 

NOT AGREE TO THESE TERMS AND CONDITIONS, DO NOT CREATE AN ACCOUNT OR USE THE SERVICE. YOU HEREBY GRANT 

AGENCY AUTHORITY TO ANY PARTY WHO SIGNS THIS FORM OR OTHERWISE INDICATES ACCEPTANCE TO THESE TERMS AND 

CONDITIONS ON YOUR BEHALF. 

ARBITRATION NOTICE: UNLESS YOU TIMELY OPT-OUT OF ARBITRATION IN ACCORDANCE WITH THESE TERMS AND CONDITIONS, 

YOU AGREE THAT DISPUTES BETWEEN YOU AND US OR YOU AND THE MEDICAL GROUPS OR PROVIDERS ARISING OUT OF OR 

RELATED TO THESE TERMS AND CONDITIONS OR THE SERVICE WILL BE RESOLVED BY BINDING, INDIVIDUAL ARBITRATION AND YOU 

WAIVE YOUR RIGHTS TO A JURY TRIAL AND TO PARTICIPATE IN A CLASS ACTION LAWSUIT OR CLASS-WIDE ARBITRATION, AS 

FURTHER SET FORTH BELOW. WE EXPLAIN SOME EXCEPTIONS AND HOW YOU CAN OPT OUT OF ARBITRATION BELOW. 

IF YOU HAVE A MEDICAL EMERGENCY, SEEK IN-PERSON EMERGENCY CARE IMMEDIATELY OR DIAL 911. THE SERVICE IS NOT 

APPROPRIATE FOR ALL MEDICAL CONDITIONS OR CONCERNS. THIS AGREEMENT IS SUBJECT TO CHANGE AS PROVIDED HEREIN. 

You agree that NBRCCS DBA Smart Health OC shall not be responsible or liable for any loss or damage of any sort incurred as the result of your 

use of the Service, including any Third-Party Goods and Services or your interactions with any Third-Parties. In the event of any dispute between 

you and any Third-Party, any other User or any other entity or individual, you understand and agree that Smart Health OC is under no obligation to 

become involved in such dispute, and you hereby release and indemnify NBRCCS DBA Smart Health OC, and their respective corporate parents, 

subsidiaries, and affiliates, and all of their respective contractors, directors, officers, employees, representatives, proprietors, partners, shareholders, 

servants, principals, agents, predecessors, successors, assigns, accountants, and attorneys (collectively, "NBRCCS DBA Smart Health OC") from 

any and all claims, demands and/or damages (actual or consequential) of every kind or nature, known or unknown, suspected and unsuspected, 

disclosed or undisclosed, arising out of or in any way related to such disputes or the Service or the features and services therein. IF YOU ARE A 

CALIFORNIA RESIDENT, YOU WAIVE CALIFORNIA CIVIL CODE SECTION 1542, WHICH STATES: “A GENERAL RELEASE DOES NOT 

EXTEND TO CLAIMS THAT THE CREDITOR OR RELEASING PARTY DOES NOT KNOW OR SUSPECT TO EXIST IN HIS OR HER FAVOR AT 

THE TIME OF EXECUTING THE RELEASE AND THAT, IF KNOWN BY HIM OR HER, WOULD HAVE MATERIALLY AFFECTED HIS OR HER 

SETTLEMENT WITH THE DEBTOR OR RELEASED PARTY.” 

Certain Smart Health OC shareholders, directors, officers, employees, contractors or agents (collectively, “Smart Health OC Owners and 

Personnel”) may have a financial interest in one or more Third-Parties and may profit from your use of the Third-Parties and/or the sale of Third-

Party Goods and Services to you. 

You agree to pay any shipping and handling charges, if any, shown at the time you make a purchase. We reserve the right to increase, decrease, 

add or eliminate shipping and handling charges from time to time, but we will provide notice of the changes applicable to you before you make your 

purchase. Any delivery dates or times shown as part of the checkout process are estimates only and are not guaranteed. Unless we state otherwise 

in writing via the Service, risk of loss or damage to a product passes to you upon delivery of the product to our designated carrier. 

We reserve the right to remedy User issues and concerns on a case by case basis. We reserve the right, in our sole discretion, to resolve customer 

issues and concerns based on the facts and circumstances of each User. 

I HEREBY CERTIFY that the information provided in this form is complete, true, and correct to the best of my knowledge. 

FURTHER, I HEREBY ACKNOWLEDGE that I have read and understood the Terms and conditions and agree there to as well. I give my consent 

to NBRCCS DBA Smart Health OC, to use and process my personal information. I understand that my consent does not preclude the existence of 

other criteria for lawful processing of personal data, and does not waive any rights under the DATA Privacy Act of 2012 and other applicable laws. 

Sign Name: Date 

Print Name: Date: 

Smart Health OC: 2112 E. 4th Street, STE 100, Santa Ana, CA 92705 Phone: (657) 218-4145 Fax: (562) 309-8477 Email: admin@smarthealthoc.com 

mailto:admin@smarthealthoc.com
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