





Hematopoietic
Blood clots
Easy bruising
Anemia
Do you take aspirin?
Do you take blood thinners?

Metabolic / Endocrine
Sugar in urine
Diabetes
Do you take steroids?
Thyroid goiter

Musculoskeletal
Bone fractures
Arthritis

Type

Neurologic :

Fainting spells / Loss of consciousness
Convulsions / Seizures

Paralysis

Dizziness

Frequent or severe headaches

Psychological
Depression
Anxiety
Sleep disorders
Hallucinalions

Respiratory
Chronic or frequent cough
History of tuberculosis
Pneumonia
Emphysema / COPD
Asthma

Skin
Skin cancer
Other skin disease

Signature

Date

O Yes
O Yes
0O Yes
0O Yes
0 Yes

CFYes
0 Yes
J Yes
O Yes

O Yes
J Yes

0 Yes
O Yes
0 Yes
(J Yes
0 Yes

O Yes
J Yes
O Yes

O Yes:

0 Yes
0 Yes
O Yes
O Yes
O Yes

O Yes
0O Yes

0 No
0 No
0 No
O No
J No

O No
0 No
0 No
0O No

0 No
0 No

0 No
O No
O No
J No
0 No

O No
0 No
O No
0 No

0 No
0 No
0O No
O No
O No

0 No
O No




Please list all medications you arc currently taking and why

{Continuc on back of this sheet if necessary):

Medication / cdosage

Please list any medication allergies:

Medication

Are you allergic to iodine?

Please list any surgeries you have had:

Type of surgery Date / Year

MEN ONLY:
When was your last PSA?

Reason for medication

Reaction / symplom

FEMALES ONLY:
How many pregnancies have you had?

0 Yes

J No

Hospital / Factlity

Year(s)

List any complications
Have you gone through menopause?

Date

Last mammogram
Last PAP smear

MNormal

(3 Yes

J No

Abnormal






