SHOW US WHERE IT HURTS

Please mark area(s) of injury or discomfort as shown in the example below. Mark all
areas with the appropriate symbols and indicate the degree of pain using a scale from
1 (discomfort) to 10 (extreme pain).

Description = Numbness Pins & Needles  Burning Aching Stabbing
Symbol —— NNNN PPPP BBBB AAAA SSSS

O Circle any area of pain not represented by a symbol

right left

Right Front Back

Review of Symptoms

Are you currently, or have you had, problems with:

Constitutional: Circle One Ear, Nose, Throat and Mouth Circle One
Fever Yes No Wear Hearing Aids - Date of Last Exam: Yes No
Weight Loss Yes No
Excessive Fatigue Yes No Hearing Loss Yes No
Night Sweats Yes No Ear Pain Yes No
Ear Infections Yes No
Eyes Ringing in Ears Circle: Left Right Both Yes No
Wesr Glasses - Dats of Last Exarti - NG Balance Disturbance (e.g. Vertigo, Spinning) Yes No
Nosebleeds Yes No
. Nasal Congestion Yes No
infactions 65 g Nasal Drainage Yes No
Injuries Yes No Amount Color
Glaucoma Yes No Inability to Smell Yes No
Cataracts Yes No Sinus Problems Yes No



Ear, Nose, Throat and Mouth (cont.)
Sinus Headaches

Sore Throats

Mouth Sores

Cardiovascular
Chest Pain or Angina - Date of Last EKG:

High Blood Pressure
Irregular Pulse

Heart Murmur

High Cholesterol

Swelling in Feet or Hands
Leg Pain While Walking

Respiratory

Asthma

Chronic Cough
Emphysema

Shortness of Breath
Bronchitis

Pneumonia

Lung Cancer

Bloody Sputum

Date of Last Chest X-Ray:

Gastrointestinal

Indigestion or Pain with Eating
Nausea

Vomiting

Blood in Your Vomit

Liver Disease

Jaundice

Abdominal Pain

Change in Your Bowel Habits
Ulcers or Gastritis

Colon Cancer

Genitourinary

Urinary Tract Infections

Painful Urination

Blood in Your Urine

Difficulty Starting or Stopping Stream
Incontinence

Kidney Stones

Prostate Cancer (males)
Endometriosis (females)

Uterine or Cervical Cancer (females)

The above information is accurate to the best of my knowledge.

Circle One
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Patient Signature

Musculoskeletal
Broken Bones - List:

Arm or Leg Weakness
Back Pain

Arm or Leg Pain

Joint Pain or Swelling
Arthritis

Integumentary
Skin Disease
Skin Cancer

Breast Pain, Tenderness or Swelling (females)

Nipple Discharge (females)

Date and Result of Last Mammogram (females)

Neurological

Fainting Spells or “Blacking Out”
Seizures

Problems with Your Memory
Disorientation

Difficulty with Your Speech
Inability to Concentrate

Double or Blurred Vision

Face Weakness

Coordination in Arm and/or Legs

Psychiatric

Anxiety

Depression

Other Psychiatric Disorder/Treatment:

Endocrine

Diabetes

Thyroid Disease

Increased Appetite
Excessive Thirst or Urination
Hormone Problems

Hematologic/Lymphatic
Anemia
Hemophilia
Bleeding Tendencies
Persistent Swollen Glands or Lymph Nodes
Blood Transfusion
If Yes, when?

Allergic/Immunologic
Food Allergies

Inhalant (nasal) Allergies
Immunologic Disorders

Circle One

Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes

Yes

| have reviewed the above information with the patient

No

No
No
No
No
No

No
No
No
No
No

No
No
No
No
No
No
No
No
No

No
No
No

No
No
No
No
No

No
No
No
No
No

No
No
No

Physician Name (Printed) & Signature



