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Chest Pain

Vomiting 

Joint Pain

Seizure History

Heart

Lungs

GI

Skeletal

Neuro

Diarrhea 

Hypertension (High Blood Pressure)

Cough 

Joint Swelling

Vertigo (Spinning Sensation)

Coughing up Blood

NONE

NONE

NONE

NONE

NONE

Please mark only the symptoms you are CURRENTLY experiencing.

Mark all that apply.  If no symptoms in a category, please mark “NONE.”

Fever 

Headache

General

Skin

HEENT

Chills

Blurred Vision

Migraine

Easy Bruising
Rash

NONE

NONE

NONE

Excessive Thirst

Blood in Urine

Endocrine

GU

Dry Skin

Burning during Urination

NONE

NONE
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