Name: Birthdate: / / Date: / /20
PATIENT HISTORY
Do you currently have or frequently experience...
[JAlcoholism [JCancer: JHigh Blood Pressure [JTuberculosis
[JAnemia [1Diabetes [JHIV/AIDS [1Venereal Disease
JAngina/Heart Attack " Emphysema "IKidney Disease
"1 Arthritis " Epilepsy or Seizures "ILiver Problem [ |Other:
JAsthma/Hay Fever [JGlaucoma JLung Problem
[JBirth Defects [IHeadaches [JMental Illness [1Other:
[1Bladder Disease [JHeart Failure [IStroke
IBleeding Disorder Hepatitis "1Thyroid Problem 1Other:
Drug Allergies?
Current Medications? (including natural, herbal and homeopathic medications)
Surgeries and Injuries?
If female - pregnant?
FAMILY HISTORY
Has anyone in your family had...
JAlcoholism [JCancer: "/Kidney Disease [1Other:
[JAnemia [1Diabetes [JLiver Problem
JAngina/Heart Attack " /Emphysema "|Lung Problem " |Other:
"] Arthritis Epilepsy or Seizures "IMental Illness
"JAsthma/Hay Fever [JGlaucoma [Stroke [1Other:
[JBirth Defects [JHeadaches [ JThyroid Problem
[JBladder Disease [JHeart Failure [JTuberculosis
"IBleeding Disorder High Blood Pressure
SOCIAL HISTORY
Do you...
"IExercise Regularly "JUse Alcohol "1Use Tobacco "JUse Drugs
Type: Beer/Wine/Liquor Cigarettes/Cigars/Pipe/ Marijuana/Heroin/
How Often: How Often: Snuff/Chew Tobacco Cocaine/LSD/Crack




Name:

Birthdate: / /

Date: / /20

PATIENT REVIEW OF SYSTEMS

Do you consider yourself generally: [Healthy [Not Healthy []Other:

Do you currently have or frequently experience: (Please check all that apply)

Eyes [/Blurred Vision [JPainful eyes [Irritation from light
[]Other: [JNone

Ears, Nose, Throat, & [Itching [1Nose blocked [JPost Nasal Drip

Mouth [JRhinitis (Runny Nose) [JSores in mouth [ Teeth Hurt

[Bruxism (Grinding Teeth)

[JPressure in Ears

[IDifficulty Swallowing

[JOther:

[JPainful Swallowing

[INone

Cardiovascular (Heart)

[JPalpitations/Fluttering of
heart

[JPain in chest

[JShortness of Breath while
exercising

[JOther: [JNone
Respiratory (Lungs) [/ Wheezing [Shortness of Breath While [1Cough
Sitting
[]Other: [JNone
Gastrointestinal (Stomach) [1Constipation [1Diarrhea [JPain
[JIndigestion [JOther: [1None
Genitourinary [/Hesitation when urinating [/Urination at night [JPain when urinating
[1Other: [JNone
Musculoskeletal []Soreness [IWeakness [1Cramping
[JOther: [1None
Integumentary (Skin) [JItchy Skin [JLesions on Skin [IBleeding
[1Dry Skin [1Other: [JNone
Neurological (Nerves) [ Twitch [JRinging in Ears [1Dizziness/Vertigo
[JAbnormal Movements [JOther: [INone
Psychiatric [JMood Swings [JSituational Stress [Change
[1Depression [1Other: [JNone
Endocrine [JHot Flashes [JHair loss/growth [JHeat
[1Cold [1Other: [I1None
Hematologic/Lymph Nodes [Bleeding easily [INight Sweats
[JOther: [INone
Allergic/Immunologic [JSneezing [JEye Irritation [JReactions
[]Other: [JNone




