[bookmark: _GoBack]Name:_____________________________________  
Description of your current problem _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Medical History: List all medical problems, hospitalizations and surgeries
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: _____________________________________________________________________________
Are you currently having any of the following problems? (Please circle)
Eyes: blurred or double vision, glaucoma
ENT: hearing loss, ringing in ears, drainage from nose or ears, nose bleeds, mouth sores, voice change
Respiratory: frequent cough, shortness of breath, blood in sputum, painful breathing, asthma or wheezing
Gastrointestinal: loss of appetite, change in bowel habit, diarrhea, stomach pain, blood in stools, black stools
Genitourinary: painful or frequent urination, blood in urine, incontinence, pain during intercourse
Musculoskeletal: painful joints, arthritis, weakness, joint stiffness
Neurologic: headaches, seizures, dizziness, tremors, uncontrolled movements, balance difficulty, numbness , tingling
Endocrine: Hot or cold intolerance, excessive thirst or urination, change in menstrual cycle, impotence
Hematologic: easy bleeding or bruising, anemia, blood clotting disorder
Patient signature			date			Doctor initial
________________________               _________                           __________
________________________               _________                           __________
________________________               _________                           __________
________________________               _________                           __________
To be updated and reviewed at each visit
