Name:

Date:

Account #:

REVIEW OF SYSTEMS

Please check Y=Yes if condition applies to you

CONSTITUTIONAL MUSCULOSKELETAL NEUROLOGICAL ALLERGIES
Y|N YIN Y [N No known allergies

weakness muscle pain seizures N

fatigue muscle weakness vertigo animal dander

fever muscle cramps dizziness latex

chills joint stiffness tremors food allergies

night sweats joint tenderness loss of sensations penicillin

fainting spinal curvature loss of coordination pollen

nervousness back pain weak grip second hand

concentration loss hot joints paralysis smoke

dizzy spells joint swelling difficulty of speech grasses

irritability stiff neck tingling sulfa drugs

depression soreness numbness dairy products

memory loss lumps memory loss perfumes

loss of sleep masses hay

headache

apprehensions

FAMILY HISTORY
MOTHER FATHER SIBLINGS

Cancer, including leukemia ~ Yes __No ___Yes ___No ___Yes __No
Tuberculosis ___Yes __No ___Yes ___No ___Yes __No
Diabetes ___Yes __No ___Yes ___No ___Yes __No
Heart trouble ___Yes __No ___Yes ___No ___Yes __No
High blood pressure ___Yes __No ___Yes ___No ___Yes __No
Stroke __ Yes __No __ Yes ___No __ Yes __No
Epilepsy ___Yes __No ___Yes ___No ___Yes __No
Bleeding disorder ___Yes __No ___Yes ___No ___Yes __No
Asthma ___Yes __No ___Yes ___No ___Yes __No
Allergies ___Yes __No ___Yes ___No ___Yes __No
Jaundice ___Yes __No ___Yes ___No ___Yes __No
Hepatitis ___Yes __No ___Yes ___No ___Yes __No
Migraine headaches ___Yes __No ___Yes ___No ___Yes __No
Alcoholism ___Yes __No ___Yes ___No ___Yes __No
Emphysema ___Yes __No ___Yes ___No ___Yes __No
Stomach ulcer ___Yes __No ___Yes ___No ___Yes __No
Kidney disease ___Yes __No ___Yes ___No ___Yes __No
Glaucoma ___Yes __No ___Yes ___No ___Yes __No
Anemia ___Yes __No ___Yes ___No ___Yes __No
Mental iliness ___Yes __No ___Yes ___No ___Yes __No
Suicide __ Yes __No ___Yes ___No ___Yes __No
Birth defects ___Yes __No ___Yes ___No ___Yes __No
Who in your family is still living?  Yes No Yes No Yes No
Who has died? T T T T T T
Who is in good health? __Yes __No __ Yes ___No __ Yes __No
Name: Date: Account #:




Please check Y=Yes if condition applies to you

CARDIOVASCULAR PSYCHIATRIC HEMATOLOGIC/LYMPHATIC RESPIRATORY
Y|N YIN Y [N YIN
anemia hyperventilation low blood iron cough
murmur depression easy bruising phlegm
palpitations trouble sleeping easy bleeding blood
swollen extremities irritability swollen nodes short of breath
cold extremities undecidedness painful nodes wheezing
chest pain/pressure hallucination sugar in blood pain breathing
varicose veins memory loss red spots congestion
blood clots alcoholism inhalant exposure
high blood pressure drug dependency
low blood pressure suicidal thoughts
anxiety
sexual problems
INTEGUMENTARY GASTROINTESTINAL GENITOURINARY EYES
Y|N | YIN Y [N YIN
color changes abdominal pain urgency blurred vision
nail changes nausea incontinence glaucoma
hair changes vomiting straining redness
moles bloatedness back pain itching
rashes heartburn frequent voiding burning
itching indigestion kidney stones swelling
sores irregular bowels burning pain
dryness constipation bed wetting dryness
discharge hemorrhoids small stream tearing
lumps hernia discharge fatigue
pain poor appetite sores cataracts
bleeding food intolerance impotence glasses/contacts
nipple changes bloody stools cloudy urine injuries
black stools dribbling vision headaches
EARS, EYES, NOSE AND THROAT
Y|N YIN Y [N YIN
bleeding gums dry mouth hard of hearing decreased smell
sores soreness ringing in ear nose bleeds
dental problems bad tonsils ear discharge obstruction
pain hoarseness earaches post nasal drip
bad breath swallowing trouble itching deviated septum
loss of teeth recurrent infections loss of balance runny nose
blisters/ulcers dizziness sinus congestion
FEMALE GENITALIA Contraceptive type # of miscarriages MALE GENITALIA
Y|N YIN
spotting between Age at first period # of abortions breast lump
[ periods [ | discharge from pe
menstrual cramps Age at menopause Menstrual flow sore on penis
spotting after Q heavy O moderate  Q light lump in testicle
R menopausef]  Duration of cycle Date last period erection difficulty
discharge
itching # of pregnancies Date last PAP smear
painful intercourse
irregular periods # of births Date last vaginal exam
hot flashes

DOCTOR's SIGNATURE




