










PATIENT NAME

RESPIRATORY

Shortness of Breath Y N
Asthma Y N
Bronchitis Y N
Emphysema Y N
Frequent Cough Y N
Wheezing Y N
Pneumonia Y N
Blood Clot in Lung Y N
Asbestos Exposure Y N
Cough Up Blood Y N

GASTROINTESTINAL

Swallowing Problems Y N
Hiatal Hernia Y N
Heartburn Y N
Stomach Ulcer Y N
Abdominal Swelling Y N
Constipation Y N
Hemorrhoids Y N
Hepatitis Y N
Liver Problems Y N
Cirrhosis of Liver Y N
Gallbladder Problems Y N
Colitis/diverticulitis Y N

HEMATOLOGIC

Anemia Y N
Blood Clot in Leg Y N
Bruise Easily Y N
Swollen Glands Y N

ANESTHESIA

Ever had Anesthesia Y N
Any problems placing
breathing tube? Y N
Difficulty waking up
after anesthesia? Y N
Vomiting after surgery Y N

SKIN

Skin Cancer Y N
Psoriasis Y N
Changing Mole Y N
Other Skin Conditions Y N

GYNECOLOGIC (FOR WOMEN)

Are You Pregnant? Y N
Number of Pregnancies  _____
Age of Menstruation       _____
Age of Menopause          ______
Date of Last Period    _________
Hysterectomy? Date_________
Bloody Vaginal

Discharge Y N
Prolonged Menses Y N
Gynecologic Problems Y N
Breast Lumps Y N
Breast Cancer Y N
GYN Cancer Y N
Date of Last Pap

Smear

MUSCULOSKELETAL

Arthritis Y N
Gout Y N
Osteoporosis Y N

ENT

Ear Infection Y N
Hearing Loss Y N
Hearing Aids Y N
Hoarseness Y N
Sore Throat Y N

ENDOCRINE

Excessive Thirst Y N
Diabetes Y N
Easy Fatigue Y N
Hyper/Hypo Thyroid Y N

GENITOURINARY

Incontinence Y N
Painful urination Y N
Blood in urine Y N

GENERAL

Fever in last week Y N
Night Sweats Y N
Recent Weight Loss Y N

NEUROLOGY

Seizures Y N
Concussions Y N
Weakness Y N
Strokes Y N
Other

EYES

Change/Loss of Vision Y N
Cataracts Y N
Glaucoma Y N
If Yes, what type?

CARDIOVASCULAR

Heart Attack Y N
Chest Pain Y N
Irregular Heart

Rhythm Y N
Congestive Heart

Failure Y N
Rheumatic Fever Y N
Mitral Valve Prolapse Y N
Heart Surgery/Stent Y N
Date
Abnormal EKG Y N
Leg or Ankle swelling Y N
Leg Cramps Y N
High Blood Pressure Y N
If yes, how many years

PSYCHIATRIC

Depression Y N
Other




















