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Please mark the symptoms that the patient is CURRENTLY experiencing.

GENERAL
NONEweight gain

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

tiredness
weight loss

EYE / EAR / NOSE / THROAT
NONEnasal congestionseasonal allergies

CARDIOVASCULAR

RESPIRATORY

NONE

NONE

palpitations / fast heartbeatchest pain

difficulty breathing on exertionchronic cough

GASTROINTESTINAL
NONEacid reflux / heartburnconstipation

GENITAL / URINARY

NONEfrequent urination during the daybedwetting

diarrheavomiting
nausea

urgency to urinate during the day

fever

glasses / contacts
sore throat

ear infections

shortness of breath

wheezing

abdominal pain

painful urination
blood in urine

vaginal discharge testicle pain or mass
daytime urinary leakage

NEUROLOGIC faintingdizziness
headaches

MUSCULOSKELETAL
NONEswelling of extremitiesmuscle pain

NONEdifficulty with concentration

joint pain

depressionPSYCHIATRIC NONEanxiety

back pain

seizures

SKIN NONErash

cold intoleranceENDOCRINE NONEheat intolerance

SAMPLE


	S Form-184.vsd
	Page-1


