Patient:

HEALTH QUESTIONAIRE

PLEASE CHECK MARK EACH OF THE CONDITIONS BELOW THAT YOU ARE CURRENTLY EXPERIENCING

Date:
No.:

MUSCULO SKELETAL

GENTO-URINARY

GASTRO-INTESTIONAL

CARDIO-VASCULAR

SYSTEM SYSTEM SYSTEM RESPIRATORY
oLow back pain oBladder trouble oPoor appetite oChest pain
oMid back pain oExcessive urination oExcessive hunger oPain over heart
OPain between shoulders | oOScanty urination oDifficult chewing oDifficult breathing
oONeck pain oPainful urination oDifficult swallowing oPersistent cough
OArm problems oDiscolored urine oExcessive thirst oCoughing phlegm
oLeg problems ONausea oCoughing blood
oSwollen joints FEMALE oVomiting Blood oRapid heartbeat
oPainful joints oAbdominal pain oBlood pressure problem
oStiff joints oVaginal discharge oDiarrhea oHeart problems
oSore muscles oVaginal bleeding oConstipation oLung problems
oWalking problems oVaginal pain oBlack stool oVaricose veins
OSpasms OBreast pain oBloody stool
oBroken bones oLumps on the breast oHemorrhoids EYE, EAR, NOSE, AND
THROAT
oShoulder pain oLiver trouble
ARE YOU PREGNANT? | oGall bladder problems oEye strain
o Yes o No oWeight trouble oEye inflammation
oVision problems
HABITS NERVOUS SYSTEM oEar pain
oEar noises
oCigarettes oNumbness oEar discharge
oAlcohol Abuse oLoss of feeling oHearing loss
gCoffee or Tea oParalysis oNose pain
oDrug Abuse oDizziness ONose bleeding
o oFainting oONose discharge
oHeadaches ODifficult breathing through nose
oMuscles jerking oSore gums
oConvulsions oDental problems
oForgetfulness oSore mouth
oConfusion oSore throat
oDepression oHoarseness
olnsomnia oDifficult speech
oSinus
oAllergy
oJaw pain

Patient’s Signature:
DO NOT WRITE BELOW THIS LINE

Patient Accepted? oYes

oNo

Doctor’s Signature:




