Review of Systems: Please indicate any personal history below:

[ Constitutional Symptoms [] Genitourinary ] Psychiatric
Good general health lately .. .. No  Yes Frequent urination. . .. ... .... No Yes Memory loss or confusion. . . . . No
Recent weight change ..... .. No  Yes Burning or painful urination. ... No  Yes Nervousness. ... ........... No
Fever.................... No Yes Bloodinurine.............. No Yes Depression. . .............. No
Fatigue................... No  Yes Change in force of strain Insomnia ................. No
Headaches................ No  Yes when urinating . ............ No  Yes
(] Eyes Incontinence or dribbling. . . . . . No Yes []Endocrine
Yes - Kidney stones . . ............ No Yes Glandular or hormone problem No
Eye disease or injury.. .. .. ... No  Yes Sexual difficul No Yes Excessive thirst or urination N
Wear glasses/contact lenses ... No  Yes Uty - sLor urination. ... 1O
. Male - testicle pain ... ....... No  Yes Heat or cold intolerance. . . . .. No
p
Blurred or double vision. . .. .. No Yes - b : i ;
Female - pain with periods . ... No  Yes Skin becomingdryer. .. ... ... No
[] Ears/Nose/Mouth/Throat Female - irregular periods . . . .. No Yes Change in hat or glove size. ... No
Hearing loss or ringing . .. .. .. No Yes Female - vaginal discharge . . . . . No  Yes . .
Earaches or drainage ........ No Yes Female - # Of pregnancies. e D HematologlC/l.ymphatlc
Chronic sinus problem or rhinitis No  Yes Female - # of miscarriages. . . . Slow to heal after cuts. . ... ... No
Nose bleeds. .. ............ No Yes Female - date of last pap smear Bleeding or bruising tendency. . No
pap g g Y
Mouthsores. . ............. No Yes Anemia ... No
Bleedinggums . ............ No Yes [_]Musculoskeletal Phlebitis . . . ............... No
Bad breath or bad taste . ... .. No Yes jointpain ........... ...... No Yes Past transfusion. . . .......... No
Sore throat or voice change ... No  Yes Joint stiffness or swelling . . .. .. No Yes Enlarged glands. . .. ......... No
Swollen glands in neck. ... .. No  Yes Weakness of muscles or joints . . No  Yes
. Muscle pain or cramps ... . ... No Yes []Allergic/immunologic
O gardt'fvagfl"lar No v Backpain ................. No  Yes History of skin reaction or other adver:
Cﬁggt r;)ilrj] oer angina pectoris Ng Ygz Cold extremities . ........... No Yes reaction to:
PalpitaFt)ion gnap ' No  Yes Difficulty in walking. . .. .. .. .. No Yes Penicillin or other antibiotics . No
Shortness of breath alkin . Morphine, Demerol,
or lying flat. . r .a. . W/w .l. g _ No Yes LIIntegumentary (skin, breast) or other narcotics ... ...... No
Swelling of feet, ankles or hands No  Yes léish or i_tchli(ng. AVSESREAEEE Eo zes /r:\lqucain orhother gnesthectii;s Eo
ange in skin color .. ..., ... o Yes spirin or other pain remedies No
(] Respiratory Change in hair or nails. . . ... .. No Yes Tetanus antitoxin
Chronic or frequent coughs ... No Yes Varicose veins . ............. No Yes or otherserums........... No
Sﬁitting upblood ........... No Yes Breastpain ................ No Yes lodine, Merthiolate or
Shortness of breath. . ... ... .. No Yes Breastlump................ No Yes other antiseptic . .. ........ No
Wheezing. . ............... No Yes Breast discharge . ........... No Yes Other drugs/medications:
[J Gastrointestinal [ Neurological :
Loss of appetite ............ No  Yes Frequent or recurring headaches No  Yes Known food allergies:
Change in bowel movements .. No  Yes Light headed or dizzy ........ No Yes
Flzuse; ct):jyon;]ltmg """"" EO ies Convulsions or seizures . . . . . . . No Yes Envi | alleraios.
P;igﬁjlréov:/aerlrmec?\'/éﬁméﬁt's """ o e Numbness or tingling sensations No  Yes nvironmental allergies:
or constipation. . ........... No  Yes ;ren;or_s """""""""" :O :((CS
Rectal bleeding or blood in stool No  Yes aralysis . ... o Yes
Abdominal pain. .. ......... No Yes Head injury................ No  Yes

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing inco
information can be dangerous to my health. It is my responsibilty to inform the doctor’s office of any changes in my medical sta
also authorize the healthcare staff to perform the necessary services | may need.

Signature of Patient, Parent or Guardian Date

Doctor’s Review

Signature of Doctor Date




