Patient Name:

Birthdate:

PLEASE ANSWER ALL QUESTIONS COMPLETELY-DO NOT LEAVE ANY BLANKS. Isthe
patient currently having problems with any of the following? Circle the appropriate response.

4. Palpitations(skipping beats) yes no N/A

Condtitutional:

1. Weight gain yes no N/A

2. Weight loss yes no N/A

3. Poor energy/ fatigue yes no N/A

4. Increased energy level yes no N/A

5. Insomnia/ sleep problems yes no N/A

6. Fever yes no N/A

7. Weakness yes no N/A

Hematologic:

1. Anemia yes no N/A

Allergic:

1. Allergies yes no N/A
If yes-- to what?

Breasts:

1. Nipple discharge yes no N/A

2. Performs monthly breast exams yes no N/A

Heart:

1. High blood pressure yes no N/A

2. Chest pain/tightness yes no N/A

3. Rapid/racing heart rate yes no N/A

Urinary:
1. Frequent urination yes no N/A
2. Excess urination yes no N/A

3. Urinating during the night yes no N/A

Eyes.
1. Blurry vision
2. Double vision

3. Change in appearance of eyes

Ears:
1. Hearing problems

Nose:
1. Decreased sense of smell
2. Loss of sense of smell

Mouth/Throat:
1. Hoarseness

Neck:

Lumps

Swollen glands

Pain in neck

Stiffness in neck
Goiter(enlarged thyroid)
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Respiratory:
1. Wheezing
2. Asthma

Musculoskeletal:

1. Muscle aches/pain
2. Joint aches/pain

3. Muscle weakness

Skin & Hair:

Dry skin

Qily skin

Acne

Oily hair

Hair loss

Excess hair growth
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Gastrointestinal :

1. Constipation yes
2. Diarrhea yes
3. Bloody/Tar like stool yes
4. Mucous stool yes
5. Fatty/greasy stool yes
6. Wakesat nighttodrink  yes
7. Stomach aches yes

Immunizations:

no
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Is the child behind in any vaccines/shots?

yes no
If yes--please list

Neurological:
1. Fainting yes no N/A
2. Seizures yes no N/A
3. Blackouts yes no N/A
4. Weakness yes no N/A
5. Tremors yes no N/A
6. Dizziness yes no N/A
7. Headaches yes no N/A
If yes---do they:
Wake you up in the middle of the night

yes no N/A
Relieve with vomiting yes no N/A
Worsenwhenyou lay flat  yes no N/A
Worsen when coughing yes no N/A
Worsen when straining at a bowel movement

yes no N/A
Worsen in the morning yes no N/A
MD Signature Date

Genital Male:

1. Testicular pain yes
2. Tedticular lumps/bumps/mass  yes
3. Performs monthly testicular examyes
Female:

Periods occur every days

=

2. How long do periods last days.
3. Date of last period
4. Are periods regular yes
5. Discomfort with periods yes
6. Excessive bleeding with periods yes
7. Mood swings yes
Endocrine:
1. Feeling hot frequently yes
2. Feeling cold frequently yes
3. Shifting b/w feeling hot & cold  yes
4. Colds hands or feet yes
5. Excessive swesating yes
6. Thyroid problems yes
7. Blood sugar problems yes
8. Excessivethirst yes
9. Excessive hunger yes
10. Poor concentration yes
11. Poor memory yes
12. Puberty changes yes
13. Changing clothing size yes
14. Changing shoe size yes
15. Nausea or vomiting yes
16. Shaking hands yes
17. Feeling hyper/nervous yes
18. Fedlingirritable yes
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