	Social History: (Check Yes or No)
	Yes
	No
	Family History (check all that apply)
	

	Currently smoke (packs/day ______)
	
	
	 Anesthesia problems
	

	Former smoker (years quit _______)
	
	
	 Cancer
	

	Recreational drugs
	
	
	 Diabetes
	

	Coffee drinker (amount __________)
	
	
	 Heart disease
	

	Cola drinker (amount ____________)
	
	
	 Kidney stones/disease
	

	Tea drinker (amount _____________)
	
	
	 Urinary tract infections
	

	Alcohol (amount _________________)
	
	
	 Stroke
	


Review of Symptoms (circle Yes or No)


​​​​​​​​​

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

​______________________________________________________________________________________

Constitutional Symptoms					Integumentary


	Fever 	Y	N	Skin rash	Y	N


	Chills	Y	N	Boils	Y	N	


	Headache	Y	N	Persistent Itch	Y	N


Eyes			Musculoskeletal


	Blurred vision 	Y	N	Joint pain	Y	N


	Double vision	Y	N	Neck pain	Y	N


	Pain	Y	N	Back pain	Y	N


Allergic/Immunologic			Ear/Nose/Throat/Mouth


	Hay Fever	Y	N	Ear infection	Y	N


	Drug allergies	Y	N	Sore throat	Y	N


Neurological			Sinus problems	Y	N


	Tremors	Y	N	Genitourinary


	Dizzy spells	Y	N	Urine retention	Y	N


	Numbness	Y	N	Painful urination	Y	N


Endocrine			Urinary frequency	Y	N


	Excessive thirst	Y	N	Respiratory


	Too hot/cold	Y	N	Wheezing	Y	N	


	Tired/sluggish	Y	N	Frequent cough	Y	N


Gastrointestinal			Short of breath	Y	N


	Abdominal pain	Y	N	Hematological/Lymphatic


	Nausea/vomiting	Y	N	Swollen glands	Y	N


	Heartburn	Y	N	Blood clots	Y	N


Cardiovascular			Psychological


	Chest pain	Y	N	Depression	Y	N


	Varicose veins	Y	N	Considered suicide	Y	N


	High blood pressure	Y	N	Satisfied with life	Y	N








