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HEALTH REVIEW 

 

NAME  _________________________________________ ____ DATE  ___________________________________ 

 

DATE OF BIRTH  ___________________ PRIMARY CARE PHYSICIAN  ________________________________ 

 
 

HAVE YOU EVER HAD OR HAVE ANY OF THE FOLLOWING PROBLEMS 

(PLEASE CIRCLE): 

1.  Weight changes more than 6 pounds in last 3 months     YES or NO 

2.  Recent chills or fever    YES or NO 

3.  Weakness or fatigue    YES or NO 

4.  Major surgical operations    YES or NO 

5.  Serious injuries     YES or NO 

6.  Allergic reaction to a medicine   YES or NO 

7.  Cancer or malignant disease    YES or NO 

8.  Amount of alcohol intake, _______ day   YES or NO 

9.  Smoking, packs/day ______ duration ______yrs.  YES or NO 

10.  Vision problems     YES or NO 

11.  Glaucoma or cataracts    YES or NO 

12.  Inflamed eyes     YES or NO 

13.  Difficulty in hearing    YES or NO 

14.  Ear infections     YES or NO 

15.  Noises in ears     YES or NO 

16.  Severe dizziness     YES or NO 

17.  Sinus or allergy problems    YES or NO 

18.  Persistent hoarseness    YES or NO 

19.  Frequent colds or sore throats   YES or NO 

20.  Bleeding or sore gums    YES or NO 

21.  Soreness in mouth or tongue    YES or NO 

22.  Nosebleeds     YES or NO 

23.  Lumps or swelling in neck    YES or NO 

24.  Persistent cough     YES or NO 

25.  Coughed up blood    YES or NO 

26.  Shortness of breath    YES or NO 

27.  Pneumonia or lung infections   YES or NO 

28.  Tuberculosis     YES or NO 

 

HAVE YOU EVER HAD OR HAVE ANY OF THE FOLLOWING PROBLEMS 

(PLEASE CIRCLE): 

29.  Abnormal chest x-ray/spot on lungs   YES or NO 

30.  Asthma or wheezing    YES or NO 

31.  A known heart disease    YES or NO 

32.  Heart attack or failure    YES or NO 

33.  High blood pressure    YES or NO 

34.  Irregular or fast heartbeat    YES or NO 

35.  Chest pain or tightness when active   YES or NO 

36.  Need to sleep on several pillows   YES or NO 

37.  Heart murmurs     YES or NO 

38.  Swelling of legs or ankles    YES or NO 

39.  Leg pain with or after walking   YES or NO 

40.  Varicose veins     YES or NO 

41.  Poor appetite     YES or NO 

42.  Difficulty swallowing    YES or NO 

43.  Heartburn or indigestion    YES or NO 

44.  Recent changes in bowel movements/habits  YES or NO 

45.  Vomiting blood     YES or NO 

46.  Passing black stools or rectal bleeding   YES or NO 

47.  Stomach abdominal pain    YES or NO 

48.  Stomach or duodenal ulcers    YES or NO 

49.  Hepatitis or liver diseases    YES or NO 

50.  Frequent nausea or vomiting    YES or NO 

51.  Gallstones or gallbladder problems   YES or NO 

52.  Chronic constipation    YES or NO 

53.  Chronic diarrhea or loose stools   YES or NO 

54.  Hemorrhoids or rectal problems   YES or NO 



55.  Excessive gas or bloating    YES or NO 

56.  Passing blood in urine    YES or NO 

HAVE YOU EVER HAD OR HAVE ANY OF THE FOLLOWING PROBLEMS 

(PLEASE CIRCLE): 

57.  Frequent or painful urination  (3 or more times)  YES or NO 

58.  Frequent urination at night    YES or NO 

59.  Difficult to start urination    YES or NO 

60.  Difficult to control bladder    YES or NO 

61.  Changes in urine color    YES or NO 

62.  Sugar or albumin in urine    YES or NO 

63.  Kidney or bladder stones    YES or NO 

64.  Known kidney disease    YES or NO 

65.  Frequent bladder or kidney infections   YES or NO 

66.  Venereal diseases (syphilis or gonorrhea, etc.)  YES or NO 

67.  Lumps in groins or genitals    YES or NO 

68.  Hemias     YES or NO 

69.  Impotence or sexual dysfunction   YES or NO 

70.  Menstrual problems or irregularity   YES or NO 

71.  Unusual vaginal bleeding    YES or NO 

72.  Frequent vaginal infections    YES or NO 

73.  Lumps in breast     YES or NO 

74.  Nipple discharge     YES or NO 

75.  Frequent or chronic joint pain   YES or NO 

76.  Joints swollen for weeks    YES or NO 

77.  Bursitis or tendonitis    YES or NO 

78.  Injections in the joints    YES or NO 

79.  Gout      YES or NO 

80.  Bone diseases or osteoporosis   YES or NO 

81.  Back or neck injuries    YES or NO 

82.  Frequent back or neck pain or stiffness   YES or NO 

83.  Numbness or tingling in hands or feet   YES or NO 

 

FAMILY HISTORY (SIBLINGS, CHILDREN, PARENTS, RELATIVES) 

 

High blood pressure     YES or NO 

Heart disease     YES or NO 

Stroke      YES or NO 

Cancer type     YES or NO 

Kidney diseases     YES or NO 

Lung Diseases     YES or NO 

 

List medications you are allergic to  

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

Prior hospitalizations and why 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

 

 

 

HAVE YOU EVER HAD OR HAVE ANY OF THE FOLLOWING PROBLEMS 

(PLEASE CIRCLE): 

84.  Rash or itching     YES or NO 

85.  Psoriasis     YES or NO 

86.  Skin ulcers     YES or NO 

87.  Hives or eczema     YES or NO 

88.  Frequent headaches or migraine   YES or NO 

89.  Head injuries or loss of consciousness   YES or NO 

90.  Convulsions or fits    YES or NO 

91.  Fainting or blackout spells    YES or NO 

92.  Numbness or paralysis (temporary or permanent)  YES or NO 

93.  Nervous breakdown    YES or NO 

94.  Consulted a psychiatrist    YES or NO 

95.  Taken medicine for nervousness   YES or NO 

96.  Difficulty sleeping    YES or NO 

97.  Crying or blue spells    YES or NO 

98.  Anemia     YES or NO 

99.  Bruise easily     YES or NO 

100.  Frequent bleeding    YES or NO 

101.  Blood transfusion(s) in the past   YES or NO 

102.  Diabetes     YES or NO 

103.  Goiter     YES or NO 

104.  Taken thyroid medications    YES or NO 

105.  Heat or cold intolerance    YES or NO 

106.  Hormone medication    YES or NO 

107.  Cortisone medications    YES or NO 

108.  Excessive water drinking    YES or NO 

109.  Excessive sweating    YES or NO 

 

 

 

 

Blood diseases     YES or NO 

Tuberculosis     YES or NO 

Diabetes      YES or NO 

Epilepsy      YES or NO 

Asthma      YES or NO 

Psychoemotional Disturbances (i.e. Bipolar, Depression,  

Anxiety, Schizophrenia, etc.)    YES or NO 

___________________________________________________________________

___________________________________________________________________ 

 

Other diseases (specify)  _________________________________ YES or NO 

Any other information pertinent to your physical and psychological health 

problems? 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 










