Name: Today’s Date:

REVIEW OF SYSTEMS

For new patients, established patients who may be having a new problem, or our patients who we
haven’t seen for a while, we need to update our records as to your general medical health. In each area,
if you are not having any difficulties, please check “No Problems.” If you are experiencing any of the
symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. If
you have any questions about this, please ask one of the technicians, or your doctor.

Const. (Health in General) O No Problems Lack of energy, unexplained weight gain or
weight loss, loss of appetite, fever, night sweats, pain in jaws when eating, scalp tenderness, prior
diagnosis of cancer. Other:

Ears, Nose, Mouth & Throat 0O No Problems Difficulty with hearing, sinus problems, runny
nose, post-nasal drip, ringing in ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial
pain or numbness. Other:

C-V (Heart & Blood Vessels) O No Problems Irregular heartbeat, racing heart, chest pains,
swelling of feet or legs, pain in legs with walking. Other:

Resp. (Lungs & Breathing) {1 No Problems Shortness of breath, night sweats, prolonged
cough, wheezing, sputum production, prior tuberculosis, pleurisy, oxygen at home, coughing up blood,
abnormal chest x-ray. Other:

Gl (Stomach & Intestines) U No Problems Heartburn, constipation, intolerance to certain
foods, diarrhea, abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, unexplained
change in bowel habits, incontinence. Other:

GU (Kidney & Bladder) 0 No Problems Painful urination, frequent urination, urgency,
prostate problems, bladder problems, impotence. Other: i

MS (Muscles, Bones, Joints) U No Probiems  Joint pain, aching muscles, shoulder pain,
swelling of joints, joint deformities, back pain. Other:

Integ. (Skin, Hair & Breast) U No Problems Persistent rash, itching, new skin lesion, change
in existing skin lesion, hair loss or increase, breast changes. Other:

Neurologic (Brain & Nerves) O No Problems Frequent headaches, double vision, weakness,
change in sensation, problems with walking or balance, dizziness, tremor, loss of consciousness,
uncontrolled motions, episodes of visual loss. Other:

Psychiatric (Mood & Thinking) {J No Problems Insomnia, irritability, depression, anxiely,
recurrent bad thoughts, mood swings, hallucinations, compulsions. Other:

Endocrinologic (Glands) QO No Problems Intolerance to heat or cold, menstrual
irregularities, frequent hunger/urination/thirst, changes in sex drive. Other:

Hematologic (Blood/Lymph) O No Problems Easy bleeding, easy bruising, anemia, abnormal
blood tests, leukemia, unexplained swollen areas. Other:

Allergic/immunologic { No Problems Seasonal allergies, hay fever symptoms, itching,

frequent infections, exposure to HIV. Other:
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Drug Screening Questionnaire (DAST)

Using drugs can affect your health and some medications | Patient name:
you may take. Please help us provide you with the best

medical care by answering the questions below. Date of birth:

Which recreational drugs have you 'ﬁsed in the past year? (Check all that apply)

O methamphetamines (speed, crystal) O cocaine

[ cannabis (marijuana, pot) O narcotics (heroin, oxycodone, methadone, etc.)
[ inhalants (paint thinner, aerosol, glue) [ hallucinogens (L.SD, mushrooms)
O tranquilizers (valium) [ other

How often have you used these drugs? [ ] Monthly orless []Weekly ~ []Daily or almost daily

1. Have you used drugs other than those required for medical reasons? No Yes
2. Do you abuse (use) more than one drug at a time? No Yes
3. Are you unable to stop using drugs when you want to? No Yes
4. Have you ever had blackouts or flashbacks as a result of drug use? No Yes
5. Do you ever feel bad or guilty about your drug use? No Yes
6. Does your spouse (or parents) ever complain about your involvement with

drues? No Yes

gs?

7. Have you neglected your family because of your use of drugs? No Yes
8. Have you engaged in illegal activities in order to obtain drugs? Neo Yes
9. Have you ever experienced withdrawal symptoms (felt sick) when you No Yes

stopped taking drugs?
10. Have you had medical problems as a result of your drug use (e.g.

.. . ) No Yes
memory loss, hepatitis, convulsions, bleeding)?

0 1
Do you inject drugs? No [[]  Yes []
Have you ever been in treatment for a drug problem? No [} Yes []
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:

Over the last 2 weeks, how often have you been

bothered by any of the following problems?

use " fo indi More than
{1 to indicate your answer) Not at all Sz;e;al half the . l\;earcliy
Vi
\'g days Ty day

1. Little interest or pleasure in doing things 0 :
2. Feeling down, depressed, or hopeless 0
3. Trouble falling or staying asleep, or sleeping too much 0
4. Feeling tired or having little energy 0
5. Poor appetite or overeating 0
6. Feeling bad about yourself—or that you are a failure or 0
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0

newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite — being so figety or 0
restless that you have been movihg around a lot more

than usual

9. Thoughts that you would be betier off dead, or of 0

hurting yourself

add columns

(Healthcare professional: For inferpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).

10. If you checked off any problems, how difficuft Not difficult at all
have these problems made it for you to do Somewhat difficult
your work, take care of things at home, or get Very difficult
along with other people?

Extremely difficult
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NAME:

DATE:

Generalized Anxiety Disorder 7-item (GAD-7) scale

Over the last 7 weeks, how often have you been
bothered by the following problems?

1.

2.

~}

Feeling nervous, anxious, or on edge

Not being able to stop or control worrying

. Womrying too much about different things
. Trouble relaxing
. Being so restless that it's hard to sit still

. Becoming easily annoyed or irritable

| 7. Feeling afraid as if something awful might

happen
Add the score for each column

| Total Score {add your columm scores) =

Notat  Several  Over half Nearly
all sure days thedays  every day

0 1 2 3

{ 1 2 3

0 1 2 3

O 1 2 3

0 1 2 3

0 1 2 3

¢ 1 2 3

+ + +

If you checked off any problems, how difficult have these made it for you to do vour work, take
care of things at home, or get along with other people?

Not difficait at all
Somewhat difficult
Yery difficalt
Extremely difficult




