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Male and Female Yes/No Date
HPV
Herpes
Chlamydia
Gonorrhea
Syphilis
HIV/AIDS
Trichomoniasis
Leakage of urine
Yeast Infections
Infertility
DES Exposure before birth
Sores/Discharge
Male Only
Impotence
Testicular Pain/Swelling
Female Only
Toxic Shock Syndrome
Pelvic Inflammatory Disease (PID)
Pain or Bleeding with Intercourse
Abnormal/Irregular Vaginal Bleeding
Vaginal Dryness
Endometriosis
Ovarian Cysts
Uterine Fibroids
Breast Disease
Breast Surgery
Cervical Cancer
Uterine Cancer
Ovarian Cancer
Surgery on Ovaries
Hysterectomy
Colposcopy
Cryosurgery
Laser Surgery

Past Pregancies
Child’s Name
Month/Day/Year
Week of Delivery
Length of Labor
Birth Weight
Sex M/F
Type of Delivery
Vaginal / C-Section

Anesthesia
Hospital or Homebirth
Preterm Labor Y/N
Comments / Complications
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Review of Systems Age: Date:
General
Weight change____ Fever/chills____ Weakness____
Fatigue____ Sweating/night sweats____
Skin
Rashes____ Itching____ Hair/nail change____
Acne____ Hives____ Eczema____
Scaling____
Head
Headache____ Head injury____ Hair Loss____
Dandruff ____ Oily/Dry Hair ____
Eyes
Vision/glasses____ Blurring____ Floaters ____
Cataracts____ Dryness____ Pain____
Tearing____ Discharge____ Glaucoma____
Ears
Ringing____ Discharge ____ Difficulty hearing____
Recurrent Ear Infections____ Ear aches____
Nose
Sinusitis____ Discharge____ Postnasal drip ____
Bleeding____ Obstruction____ Frequent colds____
Hayfever ____ Persistent running____ Nose bleeds____
Polyps____
Mouth/Throat
Gum bleeding____ Toothache____ Sore throat____
Sores____ Hoarseness____ Bad breath ____ 
Difficulty swallowing____
Neck
Goiter____ Lumps____ Swollen glands____
Trauma____
Pulmonary
Diff. Breathing ____ Wheezing____ Chest pain____
Coughing blood____ Chronic cough____ TB exposure ____
Shortness of breath____
Cardiovascular
Heart trouble____ Hypertension____ Sleep with ≥ 2 pillows ____
Chest pain____ Murmurs ____ Swelling of hands/ankles/feet____
Palpitation ____ Blue hands or feet____ Claudication (clotting) ____
Leg pain with walking____ Dizziness____ Ankle swelling____
Breasts
Masses____ Pain ____ Discharge____
Gastrointestinal
Loss of appetite____ Abdominal pain____ Heartburn ____
Hernia____ Rectal bleeding____ Gas, bloating ____
Constipation ____ Anal discomfort____ Loose Stool____
Hemorrhoids____ Nausea____ Vomiting____
Diarrhea____
How often do you have a bowel movement?____________________
Genitourinary
Painful urination____ Awaking in night to urinate____  Blood in urine____
Urgency____ Frequent urination____ Kidney stones ____
Incontinence/dribbling____
Sexual History
Please note any changes:
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
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Male
Hernias____ Testicular pain____ Testicular masses____
Discharges____ Sores____ prostate disease____
Female
Menopause____ Spotting____ Nipple discharge____
Irregular menses____ Vaginal discharge____ Painful intercourse____
Hot flashes____         Vaginal dryness____     Decreased sex drive____
Vaginal itching____ Breast pain____ History of venereal disease____
Other: _________________________
Endocrine
Hormonal problems____ Tremors ____    Diabetes____     
Hormone therapy____ Excessive urination____ Fatigue____ 
Heat/Cold intolerance____ Excessive thirst____  
Bones, joints & muscles
Injury____ Swelling____ Pain/Arthritis____
Stiffness____
Mental Emotional
Anxiety ____  Depression____ Excessive anger____
Tension/Stress____ Mood swings____

Tongue body:

Tongue coating:

pH:

Other Symptoms:
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
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