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Name: ____________________________________________  DOB: ____________________________ Date: _____________________________ 

 

What would you like to discuss with the doctor today? _________________________________________________________________________ 
 

What medication refills do you need today? ____________________________________________________________________________________________ 

 

 No Changes  Annual exam with problems      Annual exam without problems     

 
PAST     CURRENT  

                             GENERAL 

  Unexplained weight change 

    Fever  

  Fatigue 

 

                           PSYCHIATRIC  

  Memory loss or confusion 

  Depression 

  Thoughts of harming yourself or others 

 

 HEAD      

   Eye disease or glaucoma 

  Wear glasses/ contact lenses 

  Visual problems 

  Hearing loss or ringing 

  Earaches or drainage 

  Chronic sinus problems 

  Nose bleeds 

  Mouth sores or bleeding gums 

  Bad breath or bad taste 

  Sore throat or voice change 

  Swollen glands in neck 

 

SKIN, BREAST 

               Rash or itching 

                      Change in skin color 

                      Change in hair or nails 

                      Varicose veins 

                      Breast pain 

                      Breast lump 

                      Breast discharge 

                      Do you do self-breast exams monthly Yes/No 

                      Staph/MRSA infection 

 

                             RESPIRATORY    

                      Chronic or frequent cough 

                      Coughing up blood 

                      Shortness of breath 

                      Asthma or wheezing 

                      Emphysema 

                      TB (Tuberculosis) 

 

  CARDIOVASCULAR  

                      Heart murmur 

                      Chest pain or angina 

                      Racing heart or irregular heart beat 

                      Shortness of breath 

                      High blood pressure 

                      Heart trouble 

 

             GYNECOLOGIC  

                      Sexual difficulty or pain with intercourse 

                      Heavy periods 

                      Irregular periods 

                      Vaginal discharge 

                      Last menstrual period __________________ 

                      Feels like your vagina/uterus is falling out at times 

                      Hot flashes 

                      Night sweats  

PAST     CURRENT 

           GASTROINTESTINAL    

                      Change in bowel movements 

                      Nausea or vomiting 

                      Frequent diarrhea 

                      Painful bowel movements or constipation 

                      Rectal bleeding 

                      Abdominal pain or heartburn 

                      Peptic ulcer (stomach or duodenal) 

                      Undesired loss of stool or gas 

                      History of hepatitis 

                      Colon cancer 

                      Colon polyps 

 

           BLADDER AND KIDNEYS  

                      Frequent bladder infections (more than 2 per year) 

                      Frequent urination 

                      Burning or painful urination 

                      Blood in urine 

                      Urgency of urination 

                      Undesired loss of urine 

                      Kidney stones 

 

           HEMATOLOGIC (BLOOD)  

                      Slow to heal after cuts 

                      Bleeding or bruising tendency 

                      Anemia 

                      Blood clots 

                      Past transfusion 

                      Enlarged glands 

 

           MUSCULOSKELETAL  

                      Joint pain 

                      Joint stiffness or swelling 

                      Weakness of muscles or joints 

                      Muscle pain or cramps 

                      Back pain 

                      Difficulty in walking 

                      Limited mobility of arms or legs 

 

                             NEUROLOGICAL  

                      Frequent headaches 

                      Light-headed or dizzy spells 

                      Convulsions or seizures 

                      Numbness or tingling sensations 

                      Tremors or paralysis 

                      Stroke 

                      Head injury 

 

                             ENDOCRINE    

                      Thyroid disease 

                      Diabetes 

                      Excessive thirst or urination 

                      Heat or cold intolerance 

                      Gland problems 

 

                             INFECTIOUS    

                      HIV/Aids 

                      Staph infection in the past 
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