Patient Name: ’ Date:

Are you allergic to any medications? NOLJ YES[J Please list:

Yes No MM“‘“‘:::“;‘:” . Yes Mo Current Medications
Diabetes O O oseoporesis 3 [ sicodClos oag
ChestPain/Angina ] [ Astmacord  [] [ Peripherat Vascutar Disease [ [
HighBlood Presswe [] [ StokercVATIA [ [ Tuberulosis (|
Heant Disease O O seizures 30 O Depression ‘00
Heart Actack 0O O wwvams O O congestive Heat Faiwe- [J1 3
HighChotesterst  [[] [J Hepatitis 3 O thyrid Disease g
Pacemaler [] O Swmchticer  [] []  Other (please list below)
Headaches O [ LiverDisease OO0
Kidney Stones [ [] HenPapitations T [
Kidocy Disease [ ] [] Antbritis oo
Cancer O O Hesugey O 0O
_ ROS () ’ Please check all CURRENT positive findings
Coastitutioral Weightloss [J Fevers 00 Chills [J Poorappetite [ Fatigue [J Weightgain [J Insommia {] Nightsweass O
Eyes Bluny vision [0 Eycpain O Eycdischarge 0 Eyercdness 1 Decrease in vision 0 Dryeyes O Doublevision O
ENT Sorethroat [] Hoarseness [] Earpain [J Hearingloss [J Eardischarge [J Nosebleeds [] Tinnitus [J  Sinus problems O
Cardiovascular Chestpain [J Palpitations [J Rapidheartrate [) Heartmurmur [J Poor circulation [J Swelling in the legs or feet [J
Respiratory Shortness of breath [ Chronic cough {J  Coughing up bleod [J  History of Tuberculosis {1  Excess sputum produstion O
Gastrointestina Nausea [] Vomiting [1 Diarthea {J Constipation [ Blocd inthe stool ] Frequent heartbum [1 Trouble swallowing [0 -
Genitourinary Increased urinary frequency (J Blood in the urine (1 Incontinence [ Painful urication [J Urinary retention [] Frequent UTIs O
Skin . ° RashQ Hives O - Hairloss [ Skinsoresoruicers O Ttching [J  Skin thickening [] Nail changes O Mote changes [J
Musculoskeletal Jointpain [J Muscleaches [ Frequentlegcramps [ Muscle weakness [J Bonepain [J Jointswelling [3 Back pain O]
Psychiatric Anxicty [J Depression [J Alcohol or drug dependence l:l Suicidal thoughts [] Panicatacks [J Use ofanti-depressants []
Endacrine Goiter [0 Heatintolerance [J Cold intolerance [1 Increased thirst [1 Change in skin pigment ] Excess sweating O
Neurologicat Seizures O Tremors {J  Migraines 0 Numbness [ Dizziness/Vertigo 1 Loss of balance 1  Slured speech [ Stroke O
Hem/Lymphatic Low blood count 1 Easy bruising [0 Swollen lymph nodes [0 Transfusions [J Prolonged bleeding [J Bloodclots O
AllcrgicTiman Allergic reactions [1 Hay fever [J Frequentinfections [J Hepatitis [] HIV positive [] Positive wberculin skin test (PPD) (3

Social History: Marital Status Occupation (or most recent job held) '
Non-Smeker (never smoked) O Ex-Smoker O Current Smoker O How many packs per day?
Alcohol consumption: Never O Occasional O Frequent O

Family History: (Please list any known medical problems)

Father: __ Mother:

Siblings: -

Your Children:

Additional Information: Use this space to provide any additional information which may be important to your health care.

Signature of Reviewing Physician Date Signature of Patient Date

E/M University: For practical E‘°M coding education, visit us at wiww.EMuniversity.com




