
    

 

                 

Patient Name:  ____________________________________________  Date:  ________________ 

GENERAL     EARS     RESPIRATORY 

___ Weight change    ___ Hearing loss   ___ Cough 

___ Weakness     ___ Tinnitus (ringing in ears)  ___ Dyspnea (shortness of breath) 

___ Fatigue     ___ Vertigo (dizziness)  ___ Wheezing 

___ Fever, chills    ___ Ear pain    ___ Hemoptysis (coughing blood) 

___ Night sweats    ___ Ear discharge   ___ Sputum (mucous) 

___ Anxiety, depression        ___ Frequent infections 

___ Mood changes    NOSE     ___ Post-nasal drip 

___ Sleep disturbance    ___ Epistaxis (nosebleeds)  ___ Orthopnea (shortness of breath 

      ___ Nasal discharge    while lying flat) 

EYES      ___ Obstruction    

___ Vision change    ___ Sinusitis (pain, pressure)  CARDIO 

___ Diplopia (double vision)        ___ Chest pain 

___ Blurred vision    MOUTH/THROAT   ___ Palpitation (abnormal beats) 

___ Scotoma (loss of vision)   ___ Abnormal taste   ___ Heart murmur 

___ Eye pain     ___ Mouth sores   ___ Syncope (fainting) 

___ Photophobia (light sensitivity)  ___ Bleeding gums   ___ Claudication (pain, cramping 

___ Discharge     ___ Sore throats     in the legs) 

___ Dryness     ___ Speech difficulty   ___ Hypertension 

___ Burning     ___ Hoarseness   ___ Irregular rhythms 

___ Tearing 

___ Swelling     NECK     GI 

___ Itching     ___ Neck swelling   ___ Nausea 

___ Exopthalmos (protruding eyes)  ___ Neck pain    ___ Vomiting 

      ___ Stiff neck    ___ Hernatemesis (vomiting blood) 

SKIN      ___ Goiter (enlarged thyroid gland) ___ Difficulty swallowing 

___ Skin changes    ___ Masses    ___ Heartburn 

___ Pruritis (itching)    ___ Swollen lymph nodes  ___ Flatulence 

___ Rash          ___ Abdominal pain 

___ Hair changes    ENDOCRINE    ___ Jaundice 

___ Scaling     ___ Heat intolerance   ___ Change in bowel habits 

___ Nail changes    ___ Cold intolerance   ___ Diarrhea 

___ Dryness     ___ Enlarged mammary glands ___ Constipation 

___ Acne rosacea    ___ P/P/P  ??    ___ Abnormal stools 

           ___ Rectal pain, bleeding 

HEAD      BLOOD 

___ Headache     ___ Bruising 

___ Migraine     ___ Bleeding 

___ Trauma     ___ Anemia (weakness, fatigue) 
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Patient Name:  ____________________________________________  Date:  ________________ 

 

MUSCULAR      OB/GYN- women 

___ Backache      ___ Menopause 

___ Joint pain      ___ Dysmenorrhea (irregular cycles) 

___ Stiffness      ___ Menorrhagia (heavy cycles) 

___ Myositis (inflammation of the muscles)  ___ Metrorrhagia (vaginal bleeding) 

___ Atrophy (loss of mass or muscle strength) ___ Vaginal discharge 

___ Swelling      ___ Breast mass 

       ___ Breast pain 

NEURO      ___ Breast discharge 

___ Seizures      both 

___ Paralysis      ___ Pelvic pain 

___ Muscle weakness     ___ Venereal disease 

___ Paresthesia (numbness in extremities)  ___ Genital sores 

___ Sensation change     ___ Sexual dysfunction 

___ Tremor 

___ Gait problems 

___ Incoordination 

___ Memory change 

___ Suicidal thoughts 

 

URO 

___ Dysuria (painful urination) 

___ Nocturia (nighttime urination) 

___ Hematuria (blood in urine) 

___ Urgency 

___ Incontinence 

___ Polyuria (urinary frequency) 

___ Frequent urinary tract infections 
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