lil.Medications {including aspirin): Dosage Frequency
1 _
=3
3. e
4, s = _
V. Allergies? (io any medicine or tapes?)
i B — AL
2 4
V. Injuries {dascribe briefly )
1 2
VI, Family History o
Living Decaased llnesses Cause of Death/Age
Father = |
Mother | 25|
Sisterisy  #____ ) S
Brother(s) # 1 if d o
Yil. Family History of Foliowing:
) ‘fgﬁ M Yes  Ng
1, Hear Disease o] | 5. Diabetes S |
2. Kidnay Disease =4 €. Gastrointestinal Problems ]
3 Prostate Disease P 7. Biending Prablams Bl B
4. Cancer(s} iy | 8. Other W |
VIl Social Habits:
Yee Mo Amount
1. Do You Smoke? o [ |
2. Do You Drink Alcohat? ] ]
3. Any Caffeine Lisa?
Collea O 2 -
Taa g a
Sodas s IR |
4. Any Blood Transfusions? | ] Cale:

IX. Do you have any of these symptoms?

1. Constd
Fevar
Wi loss
Loss of appetite

2. Eves

ision blurring

Double vision

3. ENT
Trouble swallowing
Rirging in ears
Loss of hearing
Sinusitis

4. Cardiovascular
Chest Famn
Shertness of breath
Palpitation
Swelling of legs

5. Resp.

Caough

Cough wp blood

Braathing dithculty

Gl
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Maugea
Yomiting
Belly pain
harrhea
Blood stogl
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7. Musculo-skeletal
Arhntis
Muscle waaknass

LU

&. Integumentary
Skin rashes

L

2, Neurgl al
Muscle Weakness
Strakes

U

10 Peycheaing
Memaory loss

Change in pesanakty

11. Endocring
Intolerance to hest J
Intelerance ta celd 2
Constan tharst 4

oy

12, Hematokbagic/Lymphatic
Lymph node sweling )
Bruisability <

13. Allergicimmungiogy
Smraashes = |
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