PATIENT NAME:

DATE OF BIRTH:

General:

[] Fever or chills

[ ] Fatigue

[] Weakness

|:| Change in weight

[] Hot flashes/night sweats

Skin:

|:| Acne

[_] Change in hair or nails
] Change in moles

[] Color changes

|:| Dryness

[] Infections

[ ] Itching

[ Lesions or sores

[ ] Rashes

Head:

|:| Dizzy or lightheaded

[ ] Headaches

[] Head injury

[] spinning/loss of balance

Eyes:

[] Blurred or double vision
|:| Cataracts or Glaucoma
[] Changes in vision

|:| Discharge or tearing

[] Itching or redness

|:| Eye pain

[ ] Glasses or contact lenses

Ears:

[ ] Deafness or decreased hearing
[] Discharge

[] Ear ache or infections

|:| Ringing in ears

[ ] Hearing aids

Nose and Sinuses:

[] Frequent cold

[] Hay fever

[] congestion or discharge
[ ] Nose bleeds

[] Sinus trouble

Mouth and Throat:

|:| Bleeding gums

[ ] Frequent sore throat
|:| Hoarseness

|:| Sores

[ ] Toothache

|:| Dentures

[_]Fever or chills

REVIEW OF SYSTEMS

Neck:

[ ] Enlarged thyroid
[ ] swollen glands
[] Neck pain

Breasts:

[ ] Breast lumps

[ ] Nipple discharge
[ ] Breast pain

Respiratory:

[] Cough, productive

|:| Cough, non-productive
[ ] Shortness of breath

[ ] Wheezing

[ ] Gaspingin sleep

|:| TB or TB exposure

[ ] Asthma

Cardiac:

[ ] Chest pain

Heart problems
High blood pressure
Heart murmur
Irregular heart rate
Palpitations
Swelling or edema

0

Stomach and Intestinal:

[ ] Abdominal pain

Trouble swallowing
Heartburn

Indigestion

Nausea or vomiting
Constipation or diarrhea
Fecal incontinence
Hemorrhoids or rectal bleeding
Bloody or black stools
Gallbladder/liver disease

| O

[

rinary:

Discomfort with urination
Frequency

Urgency

Urinating at night

Blood in urine
Incontinence

Flank pain

Chronic urinary infections
History of kidney stones

D

Reproductive:

[ ] Missed or absent periods
[] Irregular periods

Heavy bleeding

Bleeding between periods
Genital sores

Vaginal discharge

Sexual difficulties

STD exposures

0 [

Musculoskeletal:

[ ] Arthritis

|:| Osteoporosis

[ ] Back pain

|:| Bone or joint pain

|:| Muscle pain or cramping

Peripheral Vascular:

[ ] Muscle or leg cramps
[] Blood clots in legs
|:| Varicose veins

Neurological:
|:| Fainting

[ ] Memory loss
[] Numbness
|:| Seizures

|:| Tingling

|:| Tremors

[ ] Weakness

Psychiatric:

[ ] Anxiety

] Binge eating

|:| Depression

[ ] Irritability

[ ] Mood changes
[] Sleep disturbance
[] Suicidal thoughts

Endocrine:

Heat or cold intolerance
Excessive sweating
Excessive hunger or thirst
Excessive urination
Excessive hair growth
Unusual hair loss

Thyroid disorder
Diabetes

0

Hematologic:

|:| Anemia

[ ] Excessive bleeding
[ ] Easy bruising

[]

Blood transfusion history
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