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DATE: NAME:
REVIEW OF SYSTEMS
2 you have a history of: Now Prior Never Do you have a history of: Now Prior Never Do you have a history of: Now Prior Never
SKIN CARDIOVASCULAR 9. Frequent urinary tract
I. Rashes OdJ O d 1. Rheumatic fever O O O "j'fecno_"s . d g o
). Hives . O 0 O 2. Heart murmur O O 0 10. Kidney infection » : d O O
}. Peoriasis O O 0O 3. High blood pressure . 0O 0O 0 1. Rfacurrent bladder infection O O O
L. Eczema - O O O 4. Treatment for blood pressure O O O 12. Kidney §tones O O O
3. New skin growths . . O Od0 4d 5. Chest pain after eating . O O O 13. Back pain A a g U
5. Growths that change in size . d O O 6. Chest pain with tension Od d d 14. Venereal .dtsea‘se g O g
'. A sore that does not heal . O O | 7. Chest pain in cold weather g O a 15. Prr‘ast.ate mfect:on O O a
3. A fungus infection . d O O 8. Chest pain after exertion O O a 16. Pain in testicles . O O O
3. Athlete's foot g O Od 9. Any chest pain or tightness . ] O O MUSCULGC-SKELETAL
). Persistent itching O O O 10. Heart attack S O O O —
11. Abnormal electrocardiogram . O Od Od 1. Anh‘;’?’s : o J
EYES 12. Rapid pulse O O O 2. Bursmsv ' J [ O
I. Glaucoma d O O 13. irregular pulse d d a 3. Tendf:mms : ] ] a0
L. Cataracts d O O 14. Fainting or dizziness . O d Od 4. Tenn{s EID?W o g g
3. Double vision . d0 O O 15. Leg cramps after walking . Od O O 5. M.ormr'ng stiffness o U O
L. Eye pain O O ad 16. Leg cramps at night . O d O 6. DIS_C 4d|sease O O o
1. Vision change O O O 17. Varicose veins O O O 7. Sciatica . o o g g
18. Swollen ankles O O O 8. Red or swollen joints O O O
EARS, NOSE & THRCAT 9. Gout o O g O
. Hearing loss O O 0 GASTROINTESTINAL 10. Back or neck pain . Od0 O O
'. Ear infections O O O 1. Heartburn d O O NEUROLOGICAL
. Bunning ears . O O O 2. Indigestion . O O a
-. Inreasing deafness O O O 3. Abdominal pain . O | O 1. Frf:qugm headaches d E O
i. Frsquent ear pain g O O 4. Frequent constipation O O O 2. Migraine Ahéada(:hes O - -
i. Hearing ringing sounds . O O O 5. Frequent diarrhea O O O 3. Blurred vl'sn'on O O O
. Sinus trouble . o 0O ad 6. Blood in bowel movemnent o o a4d 4. Loss of vision - u o
i. Post-nasal drip O O O 7. Black bowel movement . O a O 5. Loss of SD?ECh : 0 ] C
I. Fraguent nose bleeds O O O 8. Change in bowel habits d O O 6. Weakness l'n arms ar _iegs d = -
). Deviated septum O O O 9. Increased appetite . O O 0 7. Numbness in extremities O O Od
. Hoarseness . O O O 10. Increased thirst . D O O 8. Frequen't dizzy spells . g g o
.. Frequent sore throats O O Od 11. Decreased appetite O o 0O 9. Convulsions O o =
- Pain on swallowing O O O 12. Frequent nausea or vomiting O O O 10. Stroke o O O d
13. Gall bladder disease O O g ! Frequentioss of memory o 0O O
RESPIRATCRY 14. Ulcers . O O O 12. Memory loss . O ] [
. Bronchitis a O g 15. Intestinal polyps o O O 13. Nervous breakdown - o g
. Asthma . O O O 16. Hemorrhoids O 0 O 14. Balance problems . O Od O
. Tuberculosis O Od d 17. Hepatitis . O O d GYNECOLOGICAL
. Preumonia d0 d ] 18. Yellow eyes or skin O O 4
. Chronic cough d O O 1. PFEQHBHCY . O O O
. Coughing up blood 0O 0 O GENITOURINARY 2. Vaginal dvscharge' d d ]
. Coughing up phlegm . O O O 1. Pain when urinating O o O 3. Painful menstruatlgn ’ O O O
. Wheezing O O O 2. Frequent urination . o O 0 O 4. irregular menstruation O O O
. Frequent colds O O O 3. Slowing of the urinary system O Od O 5. Female disord_er freatment - 0 =
. Allergy or hay fever O O O 4. Sense of incomplete 6. At what age did you begin to menstruate?
. Chest pain . . . . ] O O urination o O O O 7. What is the interval between periods?
. Shortness of breath O O O 5. Dribbling after urination O O O 8. What is the duration-of your periods?
. Shiortness of breath with 6. Blood in the urine . O O O 3. When was your last period?
exertion O O O 7. Sugar in the urine . O O O 10. Was the guantity normal?
. Ernphysema O O O 8. Albumnin in the urine . O m O 11. When was your last pap smear?
mmary:
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DATE: NAME: ' AGE:
FAMILY HISTORY If Living ‘ If Deceased Has Any Blood Please Encircle
Age Health Age Cause Relative Ever Had: no  or yes who
at Death
Father Cancer no yes
Mother Diabetes no yes
Birother or Sister 1. Heart trouble no yes
2. High blood
3. pressure no _yes
4. Stroke no yes
5. Epilepsy no yes
6. Insanity
7. Suicide
8. Ulcer
Husband or Wife Gall Bladder Disease no ves
Son _or Daughter 1. Thryroid trouble no yes
2. Kidney troubie no yes
3. Colon Polyps no yes
4. Calitis no yes
5.
6. SURGERY: Please list
SERSCNAL HISTORY Date  Surgery
LLNESSES: have you aver had ;
Please Encircle all Answers no or ves ==
Measles no yes Nervous breakgown no ves 3.
German Measles no yes Food, chemical or drug poisoning —— no yes Lj
Mumps no yes HayfeverorAsthma ________ no yes 2.
Chicken Pox no yes Hives or Eczema no yes 6.
WhoopingCough =~~~ no yes Freguent infectionsorboils ________ no yes L.
Scarlet feveror Scarletina _____ no yes Freguent colds or sorethroat . no yes 8. -
. . Have you ever been advised to have
Diphtheria no yes Any other d no yes . . .
any surgical operation which has
Smiallpox no yes ALLERGIES: Are you allergic to ) nct been done no ves
Pnezumenia no yes Penicillin or Sulfa no yes Have you been hospitalized for
intluenza no yes Aspirin, Codeine, or Morphine _—______ no yes any iilness no ves
Pleurisy no yes Myecins or other Antibiotics —____ no yes Please list
Rheumatic fever or heart disease no yes Merthiolate or Mercurcchrome ____ no ves Date Reason
Arthritis or Rheumatism = nc yes Anv other Drug - no ves
Any bone or joint di e no ves Any Foods no yes L.
Neuritis or neuralgia . no yes Adhesive Tape no yes 2.
Bu-sitis, Sciaticaor Lumbage —_______ no ves Nail Polish or other Cosmetics —_____  no yes 3.
Poioor Meningitis ________________ nO yes Tetanus Antitoxinor Serums ___________ no yes f’
Bright’s disease no ves INJURIES: have you had any 2
Gonorrheaor Syphilis = no yes Broken orcrackedbones = no yes .
Anemia no yes Sprains no yes Z
Jaundice no yes Lacerations no yes 8. — Z
. . . Do vou take any medications? _______ no yes
Epilepsy no ves Dislocations no ves ! .
Migraineheadaches _____________ noc yes Concussion, orheadinjury = no :fes It ye_s, pl.ease fist: _
N ' ? Medication Dose Frequency
Tuberculosis no ves Ever been knocked unconscious ________ no ves -
Valley fever no ves WEIGHT: now . Cne year ago ~
Diabetes no yes Maximum _________, when 2.
Cancer no ves TRANSFUSICNS: have vou ever hiad 2.
High or low bloodpressure ________ no ves Biood or Piasma transfusion no ves f
SOCIAL HISTORY
Do you regard your work as stressful? no vyes If you smoke cigarettes, how many perday? What is your approximate daily intake of
Do you regard your homelife as tense? nc yes if vou smoke cigars, how many perday? the following?
Do you have trouble falling asleep? nc yes If you smoke a pipe, how many pipesful Cups of coffee
Do you wake up often in the night? nc yes per day? Cups of tea
f vou smoke now, or did-zo previously, Bottles of beer __

Do you “'blow up’’ often? no yes

for how many years did you smoke? ( of wine




