










Patient Name___________________________________  DOB_______________  Today’s Date_______________ 
 

REVIEW OF CURRENT SYMPTOMS 
(Please circle all that apply within the last 30 days) 

__No Current Symptoms 

General Gastrointestinal Skin Eye, Ear, Nose, Throat 

___Chills ___Appetite poor ___Bruise Easily ___Bleeding Gums 

___Depression ___Bloating ___Hives ___Blurred Vision 

___Dizziness ___Bowel Changes ___Itching ___Crossed Eyes 

___Fainting ___Constipation ___Change in Moles ___Difficulty Swallowing 

___Fever ___Diarrhea ___Rash ___Double Vision 

___Forgetfulness ___Excessive Thirst ___Scars ___Earache 

___Headache ___Gas ___Sore that won’t heal ___Ear Discharge 

___Loss of Sleep ___Hemorrhoids  ___Hay Fever 

___Loss of Weight ___Indigestion  ___Hoarseness 

___Nervousness ___Nausea Genito-Urinary ___Loss of Hearing 

___Numbness ___Rectal Bleeding ___Blood in Urine ___Nosebleeds 

___Sweats ___Stomach Pain ___Painful Urination ___Persistent Cough 

___Vomiting ___Lack of Bladder Control ___Frequent Urination ___Ringing in Ears 

___Weight Gain ___Vomiting Blood  ___Sinus Problems 

 ___Excessive Hunger  ___Vision-Flashes 

 ___Blood in Stool  ___Vision-Halos 

 

WOMEN Only MEN Only Cardiovascular Muscle/Joint/Bone 

___Nipple Discharge ___Breast Lump ___Chest Pain Pain, weakness, numbness 
in; 

___Abnormal Pap Smear ___Erection difficulties ___High Blood Pressure ___Neck/Shoulders 

___Bleeding Between 
Periods 

___Lump in Testicles ___Irregular Heart Beat ___Arms 

___Breast Lump Penis Discharge ___Low Blood Pressure ___Back 

___Extreme Menstrual Pain ___Sore on Penis ___Poor Circulation ___Feet/Legs 

___Hot Flashes  ___Rapid Heartbeat ___Hands 

___Painful Intercourse  ___Swelling of Ankles/Edema ___Hips 

___Vaginal Discharge  ___Varicose Veins  

 



Patient Name___________________________________  DOB_______________  Today’s Date_______________ 
 

Please list any other symptoms you have: 
 
___________________________________________________________________________________ 

PAST MEDICAL CONDITIONS​ ​(Please ​CIRCLE ​any conditions you have ​ever ​had in the past) 

___ No Past Medical 
History 

___Heart Disease ___Urinary Tract Infection ___Anxiety 

___GERD/Reflux Disease ___Heart Attack ___Kidney Disease ___Depression 

___Constipation ___Pacemaker ___Kidney Cancer ___Psychiatric Care 

___Diarrhea ___Heart Stent #___ ___High Blood Pressure/HTN ___Bulimia 

___Crohn’s Disease ___Heart ByPass/CABG ___High Cholesterol ___Anorexia 

___Irritable Bowel Syndrome ___A-FIB/Atrial Fibrillation ___Anemia ___History of Suicide Attempt 

___Diverticula Disease ___Irregular Heartbeat ___Thyroid Disease ___Alcoholism 

___Ulcerative Colitis ___Heart Murmurs ___Goiter/Enlarged Thyroid ___Chemical Dependency 

___Peptic Ulcer ___Congestive Heart Failure ___Diabetes ___Liver Disease 

___GI Bleeding ___Stroke/TIA ___Bleeding Disorder ___Liver Cancer 

___Hemorrhoids ___Seizures ___AIDS/HIV Positive ___Cirrhosis 

___Appendicitis ___Neurological Disorders ___ Arthritis/Osteoarthritis ___Fatty Liver 

___Gallstones ___Multiple Sclerosis ___ Rheumatoid Arthritis ___Hepatitis 

___Celiac Disease ___Epilepsy ___Chronic Back Pain ___Vaginal Infections 

___Hernia ___Parkinson’s Disease ___Gout ___Herpes 

___Hiatal Hernia ___Dementia ___Glaucoma ___HPV  

___Barrett’s Esophagus ___Migraine Headaches ___Cataracts ___Condyloma 

___H Pylori ___Insomnia ___Retinal Problems ___Venereal Disease 

___Fecal Incontinence ___Sleep Apnea ___Skin Rashes ___Gonorrhea 

___Pancreatitis ___Asthma ___Skin Cancer ___Chlamydia 

___Colon Cancer ___COPD ___Bronchitis ___Tuberculosis 

___Colon Polyps ___Emphysema ___Tonsilitis ___Typhoid fever 

___Breast Lump ___Pneumonia ___Mononucleosis ___Rheumatic Fever 

___Breast Cancer ___Sinus/Nasal Allergies ___Measles ___Scarlet Fever 

___Prostate Cancer ___TMJ ___Mumps ___Miscarriage 

 
Cancer, any other type:_________________________________________________________________________ 
 
OTHER​ (list any other health conditions):​____________________________________________________________ 



Patient Name___________________________________  DOB_______________  Today’s Date_______________ 
 

 

SURGICAL HISTORY​  ​(Please ​CIRCLE or CHECK​ Past Procedures) 

___No Surgical Procedures ___Cardiac Catheter ___Colon Resection ___Vasectomy 

___Gallbladder ___Heart Stent ___Obesity/Weight Loss ___C-Section 

___Hernia Repair ___Heart Bypass ___Stomach ___Hysterectomy 

___Hemmerrhoid ___Defibrallator ___Thyroid ___Breast Surgery 

___Appendectomy ___Pacemaker ___Tonsillectomy ___Mastectomy 

___Kidney ___Heart Valve Replacement ___Organ Transplant ___Prostat Surgery 

___Joint Replacement ___Liver Biopsy ___Tummy Tuck ___Tubal Ligation 

 
Other Surgeries:________________________ 
 

FAMILY MEDICAL HISTORY  
Has any member of your family ever had:   

 ​__​No Known Family History      Colon Polyps:           ___Y___N         Colon Cancer:          ___Y___N 
  

Prostate Cancer:     ___Y___N     Gynecological Cancer: ___Y___N         Other Cancers?:       ___Y___N 
 
MOTHER: ​ __Diabetes __HTN __Heart Disease/CAD __Colon Polyps __Colon Cancer __Other Cancers:_________ 
 
FATHER: ​  __Diabetes __HTN __Heart Disease/CAD __Colon Polyps __Colon Cancer __Other Cancers:_________ 
 
SISTER:​    __Diabetes __HTN __Heart Disease/CAD __Colon Polyps __Colon Cancer __Other Cancers:_________ 
 
BROTHER:​__Diabetes __HTN __Heart Disease/CAD __Colon Polyps __Colon Cancer __Other Cancers:_________ 
 

SOCIAL HISTORY: 
 
Marital Status:​ ​ ___Single   ___Married  ___Widowed ___Seperated ___Divorced ___Same Sex-Partner 
 
Children:​   ​___No ___Yes  How many children?___   ​I currently live:​ ___Alone ___With Others ___Nursing Home 
 
Employment: ​ ___Employed ___Unemployed ___Retired ___Disabled     ​Occupation:_______________________  

Alcohol History: Tobacco History:  Recreational Drug History: 

__Never __I have never smoked/chewed __I have never used recreational drugs 

__Less than 7 drinks per week __I smoke less than 1 pack a day __I am currently using recreational drugs 

__More than & drinks per week __I smoke more than 1 pack a day __I have used recreational drugs in the past 

__I quit using alcohol __I quit smoking/chewing __I have been treated for substance abuse 

 
 


