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ALLERGIES
Known food allergies........c.cccoeeeerevueneennne. No Yes GENITOURINARY
| B 11 QR No Yes Frequenturination............ccccceeevvvveeeveennnnn.
Seasonal .........ccccevecvieeereereieeeeeeeee e No Yes Burning or painful urination .........................
Blood in urine ........................... e
CARDIOVASCULAR Incontinence or dribbling..............................
Heart attack (MI)......ccoceeeiveeienrecieecceiene No Yes
Chest Pain.......ccccceeveieereeereceee e No Yes HEMATOLOGIC/LYMPHATIC
Valve diSease..........coovvveveeeeeieeieeiceeeeeenenne No Yes Easily bruise orbleed.........cccoovvveeveeeerevuennnnn.
Arrhythmia/palpitations............ccceceercreeeenc. No Yes Anemia........mmmennnneeeeereierenenn.
High blood pressure...........ccccoceeveveeevnnennenn. No Yes HepatitisA,B, C...cooovriveeveeeeeeeeeeeeeeeennnn,
History of Blood Clots (DVT)........cc.cc....... No Yes HIV orexposure to........ccocevvevveveveceeeenanne..
CONSTITUTIONAL NEUROLOGICAL
FEVET e No Yes Convulsions or seizures .............ccoeueeeeuee...
Headaches ........cccooevvieeieeieieecececeee, No  Yes  SHrOKE....ocoooeeeoriceeteeeeeeeceeeeeeeeeeieeeen
ENDOCRINE PULMONARY/RESPIRATORY
Thyroid disease..........cccceveeereeeererrerecreerennne. No Yes Frequent coughing .......c..cccccoevvecriveeriencnnnnne.
Renal/Kidney disease...........ccoevevecreeerveennenn. No Yes  Spitting up blood........cooueeeveuivverviieeeennn.
Diabetes.........covvrerereereceereeieeeeere e No Yes Shortness of breath...............coovvveveeeuennnnne.e.
Asthma or wheezing .............ccccoevevevivvunnne..
EYES Sleep aPNea ......ccveveuevereereeereeeeeeereennee
Eye disease or injury........cccceveeereevencerencnnnen No Yes COPD......virniiieeeneeeeee e,
Wear glasses/contact lens..............cccoveennn..... No Yes
Blurred or double vision ...........cccccveeenneenne. No Yes SKIN
History of PSOriasis.......ccccoeeveveerevceeeenerennnen
GASTROINTESTINAL Rash or itching .........coceeveeeveeererrerceircreee.
Esophagitis........cccceeeeiieenereeecrneeereeeerennnns No Yes Change in moles or skin lesions....................
GASITILIS .ot No Yes  VeriCOSE VEINS .......c.cceeuerrevreerereereeneeeeeneenene
UICETS ..ttt eree e neas No Yes
Reflux disease .........c.ceeeueeeerecrveeereecnereennnne No Yes
Nausea or VOmiting.......ccccceeeurveecruenvenseenenenne No Yes
Blood in StOOl.......c.cccoveeeeereieeceere e, No Yes
Liver diS€ase .........ceeuereereceereerenrereenreereenenns No Yes
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