Patient Name

" HEALTH REVIEW

DOB

Date

Chief Complaint/Concern:

History of present iliness or concern:

Location:

Quality

(Where is the pain/problem?)

Severity

(Example: normal vs. abnormal color, activity, etc)

Duration

(Severity measure on a scale of -5, 5 being greatest)

Timing

Context

(Does the problem occur at a certain time?)

Associated signs/symptoms

(How long have you had pain or problem?)

(What other associated problems have you been having?)

(Where were you with the onset of the problem?)
Modifying factors

Review of Systems: Please indicate any recent personal history below:

O Constitutional Symptoms
Good general health lately . . .
Recent weight change . . .. ..
Fever............ccoo...
Fafigue csoasiman saissstuig:
Headaches..............

QO Eyes
Eye disease orinjury . . .. ..
Wear glasses/contact lenses
Blurred or double vision . . . .

Q Ears/Nose/Mouth/Throat
Hearing loss or ringing . . . . .
Earaches or drainage . . . ..
Chronic sinus prblm or rhinitis
Nosebleeds . ............
Mouthsores.............
Bleedinggums .. .........
Bad breath orbad taste . . . .
Sore throat or voice damage
Swollen glands in neck.. . . . .

Q Cardiovascular
Hearttrouble .. ...........
Chest pain or angina pectoris
Palpitation:....cvmspasaaminie
Shortness of breath wiwalking
orlyingflat...............
Swelling of feet,ankles,hands

QO Respiratory
Chronic or frequent coughs . .
Spittingup blood . .........
Shortness of breath. . . . . ..

Q Gastrointestinal
Loss of appetite. ... ......
Change in bowel movements
Nausea or vomiting........
Frequentdiarhea.........

No
No
No
No
No

No
No
No

No

No
No
No
No
No
No
No

No
No
No

No
No

No
No
No
No

No
No

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes

Yes -

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

O Genitourinary

Frequent urination. .. ........ No
Burning or painful urination. ... No
Bloodinurine............... No
Change in force of strain
whenurinating ... ........... No
Incontinence or dribbling . . . . . .. No
Kidney stones . . ............. No
Sexual difficulty . . . ........... No
Male-testiclepain............ No
Female — pain with periods .. . . .. No
Female —irregular periods . . . . . No
Female —vaginal discharge.... No
Female - # of pregnancies . . . . .
- Female - # of miscarriage . . . . ..

Female — date of last pap smear .

Q Musculoskelatal
JOINE PaIn - omnnmn i S v No
Joint stiffness or swelling . . . . .. No
Weakness of muscles or joints. No
Muscle painorcramps . . ... ... No
Backipain.. ..o o cas violsm e No
Cold extremities .. ........... No
Difficulty in walking ... ........ No
Integumentary
Rashoritching.............. No
Change in skin, color, moles . ... No
Changein hairornails . . ...... No
Varicoseveins.............. No
Breastpaln......c.oovvnvvnn No
Breastlump................. No
Breast discharge. .. .......... No

QO Neurological

Frequent or recurring headaches No
Light headed ordizzy . ........ No
Convulsions or seizures No
Numbness or tingling sensations No
Tremors No

Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

(What makes problem better? Had any previous episodes?)

Q Psychiatric

Memory loss or confusion... No Yes
Nervousness............. No Yes
Depression.............. No Yes
Insomiia: s Cois aniaia s No Yes
Q Endocrine
Glandular or hormone problem No Yes
Excessive thirst or urination.. No Yes
Heat or cold intolerance.. . . . . No Yes
Skin becoming dryer . ... ... No Yes
Change in hat or glove size.. No Yes
Q Hematologic/Lymphatic
Bleeding or bruising tendency No Yes
7 LT R i 5o 4 No Yes
Phlebitis .. ............... No Yes
Past transfusion........... No Yes
Enlarged glands . ......... No Yes
Q Allergic/immunologic
History of reaction to:
DRUGS < ovwwe ms sy No Yes
£ [o 1 e No Yes
Environment.............. No Yes
If Yes what
Q Social History Change
Change in mental state . . .. . . No Yes
Change in employment. . .. .. No Yes
Use oftobacco.......... . No Yes
Useofalcohol............. No Yes
Stresslevel ............... No Yes
Q Since Last Visit
Hospitalization...... ...... No Yes
Seriousillness .. ........... No Yes
Change in family medical history No Yes

Signature of person completing form



PERSONAL HISTORY Date

ALLERGIES (AND REACTION):

Patient Name:

Phone No:
Pharmacy:
Phone:

Surgical History: (and approximate year)

Past Medical History: (approx. dates when possible)
(Major illness and/or hospitalization other than surgery)

Family Histﬂry (health problems, age at death, cause)
Mother:

Father:
Brother/Sisters:

Grandparents:

Social History (how much, how long, what year)
Tobacco:

Alcobhol:

Drugs of abuse:

Work/Hazardous Exposures:

History of emotional, physical or sexual abuse:
Stress:

Spiritual Life:

Exercise:

Medications

# | Date Name of Medicine

Dose/Directions D/C
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