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CONSTITUTIONAL SYMPTOMS MUSCULOSKELETAL
Good general health lately No Yes Joint pain No Yes
Recent weight change No Yes Joint stiffness or swelling No Yes
Fever No Yes Weakness of muscles or joints No Yes
Fatigue No Yes Muscle pain or cramps No Yes
Headaches No Yes Back pain No Yes
EYES Cold extremities No Yes
Eye disease or injury No Yes Difficulty in walking No Yes
Wear glasses/contact lens No Yes INTEGUMENTARY (Skin)

Rash or itching No Yes
Blurred or double vision No Yes

Change in skin color No Yes
Glaucoma No Yes

Varicose veins No Yes
ENT
Hearing loss or ringing No Yes NEUROLOGICAL

Frequent or recurring headaches No Yes
Nose bleeds No Yes

Lightheaded or dizzy No Yes
Swollen glands in neck No Yes

Convulsions or seizures No Yes
CARDIOVASCULAR
Heart trouble No Yes Numbness or tingling sensation No Yes
Chest pain or angina pectoris No Yes PSYCIATRIC

Memory loss or confusion No Yes
Palpitation No Yes

Nervousness No Yes
Shortness of breath with walking or lying flat No Yes

Depression No Yes
Swelling of feet, ankles or hands No Yes

Insomnia No Yes
RESPIRATORY
Chronic or frequent coughs No Yes ENDOCRINE

Excessive thirst or urination No Yes
Spitting up blood No Yes

Heat or cold intolerance No Yes
Shortness of breath No Yes

) HEMATOLOGIC/LYMPHATIC

Asthma or wheezing No Yes Bleeding or bruising tendency No Yes
GASTROINTESTINAL Anemia No Yes
Change in bowel movements No Yes

Phlebitis No Yes
Nausea or vomiting No Yes

Past transfusion No Yes
Rectal bleeding or blood in stool No Yes
Abdominal pain or heartburn No Yes
Peptic ulcer (stomach or duodenal) No Yes
GENITOURINARY
Frequent urination No Yes
Burning or painful urination No Yes
Blood in urine No Yes
Incontinence or dribbling No Yes
Kidney stones No Yes
ALLERGIES: HISTORY OR REACTION TO MEDICINES OR OTHER AGENTS
Penicillin No Yes Aspirin No Yes
Other antibiotics - List: lodine, methiolate or other antiseptic No Yes
Morphine, Demerol, or other narcotics No Yes Tetanus antitoxin or other serums No Yes
Novocain or other anesthetics No Yes Other drugs / medications - List
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