List of known ALLERGIES:

(1 Tobacce () Type: { ) Alcohal Type:
( ) Year begun How often:
{ ) Still smoking How much
{ } Year quit. How many years
{ ) Packs per day
(1Exercise  ( )None () light () Moderate () Heawy
Cther

REVIEW OF SYSTEMS: Do you have (had) the following?
Check the appropriate box(s)

~ Fever Hair loss

GENERAL - Weight gain Weight loss
- Weakness - Other:
EYES: = Eye strain

EAR NOSE THROAT - Ringing in ears
= Runny nose

- Painful teeth, gums, or palate

-~ Hearing loss

= Wear glasses or contact lenses

= Difficulty breathing through nose

Sensitivity to light
Dizziness

- Sinusitis

= Growths in the mouth

= Discharge or pain

= Pain or difficulty swallowing - Hoarseness
CARDIOVASCULAR - Palpitations = Chest pain = Fainting Dizziness
= Varicose veins - Difficully climbing Stairs = Pain in the legs
= Cold Feet/Hands - Shortness of breath
RESPIRATORY = Shortness of breath while waiking = Cough with or without phlegm
~ Asthma/Wheezing = Spit up blood
= Other T e s
GASTROINTESTINAL < Abdominal pain - Nausea = Vomiling - Diarrhea
= Hemorrhoids = Change in shape or color of stool
GENITOURINARY c Discharge - Pain - Frequent unination Pain with unination
MUSCULOSKELETAL -~ Weakness = Back Pain =~ Neck Pain - Leg Pain
- Arm Pain = Shoulder Pain = Numbness - Headaches
= Other:
SKIN = Jaundice = Dry skin = Pigment Change - Growths
= Moles that have changed cclor, shape, or bleed
NEUROLOGIC -Tremors - Weakness = Numbness -~ Memory Loss
= Confusion = Other:




