Today’s Date Chart #
Name: MRN #
INDICATE WHICH APPLY TO YOU
GENERAL Yes No GASTROINTESTINAL Yes No FEMALES ONLY (continued)
1. Frequent infections fufy 30 1. Heartburn /indigestion O 0O 19. Last menstrual period
2. Weight change o 0O 2. Difficulty swallowing O 0O 20. Pregnancies
3. Appetite/thirst change 0 0O 3. Stomach pains/ulcers o 04d 21. Live births
4. Excessive fatigue/nervousness [ [ 4. Nausea/vomiting g O B Dikcarrianel loviims
5. Difficulty sleeping | | 5. Vomiting blood ] ) 23' ot B
6. Enlarged/tender lymphnodes [J [ 6. Loose stools/diarrhea g 0O *
or glands 7. Constipation U ]
MUSCULOSKELETAL Yes No
7. Other
B Pt ; g 8 1. Joint pain/tenderness O O
EYES Yes No  10.Black/bloody stools o O i I"?“: "'Y;m“g’ R % S
1. Do you wear glasses/contacts  [1 [ 11. Changes in bowel habits O d 4 lﬂfnt:l o . 0O 0O
2. Vision changes B 12. Frequent laxatives O 0O 5 ﬁ:;d B O 0O
3. Red/itchy, watery eyes O 0O 13. Liver problems/jaundice/ O O % Back /EePcim : O 0O
4. Eye pain o O hepatitis e O 0
5. Glaucoma E] g 14. Gallstones O O § penewiil O O
6. Dry eyes 15. Other :
7. Other Sl 0o
BREAST Yes No SKIN
EARS ' Yes No 1. Lumps O O 1. Rashes YE]s IE(])
1. Infections o 0O 2. Pain o O 2 Dey /itchy skin o O
2. Hearing loss O O 3. Discharge O ] 3' Bruisi y O £
3. Earaches 0 U 4. Other ' Srmsmg 0 0
4. Ear drainage o 0 & Swesth
5. Buzzing/ringi O O 5. Mole/lesion changes a d
ing/ringing MALES ONLY Yes . No ¢ siin color changes O 0O
6. Feel “stopped up L 0 1 Prostate problems O B 2 Singrowe O O
7. Other 2. Sexual difficulties O O 8. Hair/nail problems O O
3. Testicle pain/lumps/swelling ] [ 9. Other
NOSE AND THROAT Yes No 4 [mpotent O 0O ‘
1. Nasal stuffiness/drainage [l D, 5. Discharge O 0O NEUROLOGIC Yei: Nb
2. Frequent nosebleeds U ! 6. Do you do regular testicle exams [1 [ 1. Headaches/migraines O O
3. Sore throat a O 7. Date of last prostate 5. Dizziness/nausea O 0
e R % g exam / PSA 3. Fainting/blackouts o O
& Ewasim, ¥ 5 8. Vmal disease O ] 4. Numbness/tingling o 4d
7' T thg robl 0 0 9. Genital concerns ] ] 5. Para]ysis O O
8. Sf::) m( gum i e 0 0 10. Other 6. Seizures /convulsions a O
; : = 7. Coordination problems o 0O
9. Slﬁpqa}pnga gslop breathing [} O FEMALES ONLY Vig idn 8. Memory loss [ 0
i Ow();; RIEEPN 1. Excessive menstrual flow 0O 0O 9. Other
HER 2. Excessive menstrual pain O 0O
3. Vaginal discharge/odor (1 [  PSYCHIATRIC Yes No
flél;lrr?n':s:lgbream/ difficulty O O 4Vl % g g =
. = 5. PMS symptoms 2. Anxiety O 0
breathing
. 6. Menopause /symptoms O ] 3. Depression O O
g‘ ioﬂ'(’i{ry{l productive S g 7. Trouble conceiving g O 4. Suicidal thoughts o D
5 N? o :w“;:eezmg O [ 8 Problems with pregnancies (1 O 5. Overly emotional/mood swings [ [
5‘ i f y gam 0 C] 9, Sexual difficulties O 04 6. Hallucinations O O
= Oether chills a O 10. Venereal disease a O 7. Phobias o 0O
- AThER - 11. Genital concerns o 0O 8. Other
12. Self breast exams per year
fT{{ DIOVASGURAR: e No 13. Do you use birth control o 0O URINARY Yes No
. Heart attack/failure/angina O O Z g g O O
2. Chest pain/tightness O 0O Type 1. Pain/burning on urination
et f 2. Uri frequenc O 0
3. Irregular heartbeat O 0O =D aclasipap s S
- 5. History of Abnormal Pa O d 3. Difficulty starting urine t o
4. High blood pressure o 0 1 oLy P i ; £ [
5. Swelling of feet/ankles %) [ Treatment e . (wetting) CF @
6. Leg cramps with walking 0O O 16. Date of last mammogram 2 gltot?:y nRs
7. Mitral Valve/Murmur O 0O 17. Age at onset of periods : 2
8. Other 18. Frequency of periods
Provider Review: Date:
Provider Review: Date:
Provider Review: Date:




