
Today’s Date __________________________________________

Patient’s Name ____________________________________________________ Age _________ Birth Date & Place

Occupation _______________________________________________________ Marital Status:               Single               Mar.            Div.              Wid.               Sep.                Domestic Partner             

What is your major complaint? 

other 

EARS

noises or ringing in ears

ear discharges

SKIN AND HAIR

MUSCULO-SKELETAL

loss of hearing

hives, itching

stretch marks NOSE AND THROAT

dry mouth or nose

other   hoarseness

allergies

chronic congestion, post nasal drip

 

fractures / frequent dislocations

bone pains

painful feet, ankles or calves

tremors or twitches, cramps

loss of strength / muscle wasting

other  

Date of last bone density scan (DEXA)   Normal Abnormal
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Now Past GENERAL SYMPTOMS Now Past EYES

Date of last eye exam:

tired, weak, lack of energy

frequent colds or other illnesses

worry, anxiety, nervousness, irritability

headaches

don’t sweat enough

dizziness, fainting, convulsions

tend to be chilly

tend to be warm

sleep problems: (sleep too much, can not get to sleep,

wake during the night, restless)

drug allergies (known or suspected)

sweat too much

list:

acne or pimples

skin rashes, eruptions, boils, eczema

skin ulcers or sores

dryness, roughness, or scaling skin, scalp, knees, feet,

around nose, ears, etc.

hair loss or thinning, change in color

dry, coarse hair or split ends

bruise easily

nails weak, ridged or split easily

brown spots or bronzing on skin

moles, warts or skin tags

sunburn easily

hands or feet numb or tingling

athlete’s foot

Was it:

nearsightedness or farsightedness

blurred or failing vision, double vision, spots before eyes

dry, burning or itching eyes

eyes water excessively

eyes sensitive to light

night blindness

earaches, ear infections

lots of wax

other

hay fever, sinusitis, runny nose

nose bleeds

cracks in corners of mouth

dry or chapped lips

sore throat throat or tonsillitus

canker sores

sore, red or cracked tongue

cold sores or herpes

inability to smell or taste

lots of cavities, toothaches

bleeding gums, gum infections

other

Date of last dental exam



RALUCSAVOIDRACtsaPwoNYROTARIPSERtsaPwoN

ylralugerri ro tsaf staeb traeh__________yltneuqerf hguoc__________

tsehc ni gnileef yvaeh lluf ,tsehc ni ssenthgit__________doolb ro sucum pu gnittips__________

edutitla hgih ta trofmocsid__________gnizeehw__________

pu gnidnats nehw kaew ro yzzid__________noitrexe no htaerb fo ssentrohs__________

sgel ro selkna ,teef nellows__________niap tsehc__________

teef ro sdnah dloc__________ysiruelp / sitihcnorb / ainomuenp__________

_____ _____  _____ _____ hand or feet turn blue

slianregnif eulb__________noitome yb dereggirt ,thgin ta

_____ _____ exposure to toxic fumes, dust, chemicals or other substances _____ _____ leg pains when walking

sitibelhp ,sniev esocirav__________rekoms__________

other  ____________________________________________ _____ _____ heart murmur

Date of last TB exam _________________/________________/_______________ _____ _____ high blood pressure

Date of last chest x-ray ________________/________________/________________ _____ _____ low blood pressure

_____ _____ loss of hair on legs

GASTROINTESTINAL _____ _____ toe or leg ulcers

kcatta traeh__________tsriht ro etiteppa desaercni__________

___________________________________________ rehtotsriht ro etiteppa fo ssol__________

_____ _____

_____ _____ nausea or vomiting URINARY

gnitaniru ytluciffid__________htaerb dab__________

thgin ta yltneuqerf etaniru__________htuom ni etsat rettib ro cillatem__________

gnittewdeb__________sdoof ysaerg ro staf tae ton nac__________

gnilbbird ro noitaniru etelpmocni__________ecidnuaj__________

maerts fo gniworran__________nrubtraeh__________

maerts trats ot drah__________ssertsid ro noitsegidni__________

eniru fo ycneuqerf ,rodo ,roloc ni egnahc__________sdicatna fo esu__________

)noitaniru dellortnocnu( ecnenitnocni__________gnitae retfa ssenivaeh__________

gninrub ,gnitaniru nehw niap__________gnihcleb ro sag__________

snoitcefni reddalb__________gnitaolb__________

esaesid ,snoitcefni yendik__________lufniap ro rednet nemodba ro hcamots__________

senots yendik__________gnitae yb deveiler smotpmys__________

niap kcab rewol__________slaem piks fi ytilibatirri ro ssenizzid ,ehcadaeh__________

)syar-x yendik( PVI fo yrotsih__________aixerona__________

_____ _____ bulimia other ___________________________________________

_____ _____ diarrhea or loose stool

_____ _____ constipation NEUROLOGICAL/PSYCHOLOGICAL

ssenizzid__________aehrraid / noitapitsnoc gnitanretla__________

stuokcalb ,gnitniaf__________stnemevom lewob ni egnahc__________

snoisluvnoc ro seruzies__________sloots ysaerg ro deroloc thgil__________

ssenbmun ,gnilgnit__________sloots krad__________

gniklaw smelborp__________loots ni sucum ,loots ni doolb__________

noitanidrooc fo kcal__________noitaucave etelpmocni fo gnileef__________

smelborp hceeps__________loots ni doof detsegidnu__________

snoitapuccoerp__________sag ro loots fo rodo luof__________

evislupmi__________sdiohrromeh__________

yhs__________gnideelb ,gnihcti lana__________

nwodkaerb suovren__________sevitaxal fo esu__________

other  ____________________________________________ _____ _____ indecision

How often do you have a bowel movement?  ________________________________ _____ _____ paranoia

_____ _____ thoughts of suicide

BLOOD / LYMPH _____ _____ confusion

sgniws doom ,yteixna ,noisserped__________gnideelb evissecxe__________

ylisae yrc ,ytilibatirri__________aimena ot ycnednet__________

pleh cirtaihcysp ,gnilesnuoc fo yrotsih__________ stnemelppus nori fo yrotsih__________

snoitacidem evitcaohcysp fo esu__________redrosid doolb__________

_____ _____ swollen glands type(s):  __________________________________________

____________________________________  :)tahw fo( sraef__________sedon hpmyl ni taeh ro niap__________

____________________________________________________________________________________________  rehto
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ELAMtsaPwoNELAMEFtsaPwoN

erised lauxes desaercni ro dehsinimid__________noitaurtsnem ralugerri__________

aidymalhc ,silihpys ,aehrronog__________sdoirep htiw ro ot roirp niap__________

noitcnufsyd elitcere__________stsaerb morf egrahcsid__________

sepreh latineg__________nrettap ylhtnom ni rucco smotpmys__________

smelborp etatsorp__________erised lauxes desaercni ro dehsinimid__________

_____ _____  _____ _____

elcitset ni ssam ro pmul ,niap__________msagro gnivah

sinep morf egrahcsid__________eviecnoc ot ytilibani__________

aera latineg ni sehsar ro seros__________ycnangerp labut ro snoitroba ,segairracsim__________

ytilitrefni__________segrahcsid lanigav__________

___________________________________  rehtoaera latineg ni gnihcti ro trofmocsid ,niap__________

oNseY ?nos *SED a uoy erAsehsalf toh__________

)1791-8391( ycnangerp gnirud SED debircserp rehtom*sanomohcirt ,tsaey  :snoitcefni lanigav__________

_____ _____

_____ _____ ovarian cysts

_____ _____ genital herpes

_____ _____

_____ _____ gonorrhea, syphilis, chlamydia

other ___________________________________________

FEMALE  (Cont.)

Age periods started ___________ Age of mother’s menopause __________

Date of last period ____________/___________/____________        Length of cycle _____ _______days

: Light Moderate     Heavy Clotting? _________________ Spotting? _______________

Type of birth control _______________________________________________________________________________________________________________________________

Have you ever used birth control pills or an IUD? ________________________________________________________________________________________________________

What type and for how long? ________________________________________________________________________________________________________________________

Number of pregnancies _______________ Number of children _______________

Do you have your uterus and both your ovaries? ________________________________________________________________________________ ________________________

Date of last PAP smear _____________/_____________/_____________ Was it normal? __________________________________________________________________

Any history of abnormal PAP smear? ____________________________________________________________________________________________ ______________________

If yes, when? ______________________________________________________________________________________________________________________________________

Are you a DES* daughter? Yes No

*mother prescribed DES during pregnancy (1938-1971)

Have you had a mammogram? _______________ When? ___________________________

ILLNESSES, INJURIES, SURGERIES

Have you ever been hospitalized or had a serious illness, accident or injury?  Include any surgery you have had.

EREHWTAHWNEHW

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________
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HABITS:  (Check appropriate column below)

)tnuoma dna( yliaDylkeeWyllanoisaccOyleraRreveN

e      

Black Tea      

Alcohol      

Tobacco Chew/Smoke      

Laxatives      

Aspirin      

Soft Drinks (pop)      

Chocolate      

Other drugs      

DIET EXERCISE

Number of meals a day                                                                                                Do you get regular exercise?                                                                                       

Number of snacks a day                                                                                               What type?                                                                                                                   

Number of glasses of water a day                                                                                How often?                                                                                                                    

Do you eat a special diet?

Do you have cravings or strong desires for certain foods? (for what)

Do you avoid certain foods? (what and why)

Any allergies or adverse reactions to foods:

Do you include these in your diet?  What portion (at moderate frequency)

Fast foods Y N _____ ) Y N _____

_____NYsdoof elohw ,larutaN_____NYsdoof deirF

Vitamins  (please list below)   Include therapeutic intent Over-the-counter medications  (please list below)

                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       

Herbs or food supplements  (please list below)   Include therapeutic intent Prescription medications  (please list below)

                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       
                                                                                                                                                                                                                                                       

                                                                                                                                     History of antibiotic use: _____ more than twice a year

                                                                                                                                     _____ less than once a year

                                                                                                                                     Date of last use: _____________/_____________/_____________
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Have you or any of your family members had any of the problems in this chart?

Please indicate who’s had which by checking the appropriate space.

Condition Self Mother Father Brothers Sisters Grandparents Children  Others

Alcoholism         
Allergies         
Anemia         
Anorexia/Bulimia         
Arthritis         
Asthma         
Birth Defects         
Bleeding Disorder         
Cancer/Leukemia         
Depression         
Diabetes         
Drug Abuse         
Emphysema         
Epilepsy or Seizures         
Gallbladder Disease         
Glaucoma/Cataracts         
Gout         
Heart Attack         
Heart Disease-circulatory problems         
Hepatitis or Liver Disease         
High Blood Pressure         
Hypoglycemia         
Kidney or Bladder Disease         
Kidney Stones         
Malaria         
Mental Illness         
Migraine Headaches         
Mononucleosis         
Multiple Sclerosis         
Muscular Dystrophy         
Obesity         
Osteoporosis         
Physical Abuse         
Rheumatic Fever         
Sexual Abuse         
Scoliosis (curvature of the spine)         
Stroke         
Suicide         
Thyroid Problems, Goiter         
Tuberculosis (TB)         
Ulcers         
Sexually Transmitted Diseases         
Other:         
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