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SYSTEM REVIEW

Joyce Mauk, M.D. | Ellen Modell, M.D. | Dennis Zhou, M.D.

Patient Name Date
CONSTITUTIONAL SYMPTOMS SKIN
Good general healthlately . . .. ... ..... No Yes Rashoritching. . .. ................ No Yes
Rec'ent weightchange. . ... .......... No Yes NEUROLOGIC
Fatigue............. ... ... ..., No Yes
Headache . . . . . . . ... No Yes Frequent or recurring headaches . . . . . . .. No Yes
Lightheadedness or dizziness . . . ... .... No Yes
EYES Convulsions orseizures . . . ........... No Yes
Eye diseaseorinjury . .. ............. No Yes Numbness or tingling sensations . . . . . . .. No Yes
Blurred or double vision. . . . . ......... No Yes Tremors . .. ... No Yes
Lossofvision. . . .................. No Yes Stroke . . ... ... No Yes
Glaucoma. .. ...... ... .. ... ... .. No Yes Headinjury. . ... ... ... ... . ... ... No Yes
EARS /NOSE / MOUTH / THROAT PSYCHIATRIC
Hearinglossorringing. . . . ........... No Yes Memory loss or confusion. . . .. ........ No Yes
Earacheordrainage . ............... No Yes Nervousness . . . .. ... v v i i No Yes
Chronic sinus problem or rhinitis . . . . .. .. No Yes Depression . . . ..., No Yes
Swollenglandsinneck . ............. No Yes Insomnia . .......... . ... . . ... .. No Yes
Difficulty of swallowing . . . .. ......... No Yes ENDOCRINE
CARDIOVASCULAR Excessive thirst or urination . .. ........ No Yes
Palpitation . .. ........ ... .. ...... No Yes Heat or cold intolerance. . . ... ........ No Yes
Swelling of feet, ankles,orhands . . . . .. .. No Yes HEMATOLOGIC
RESPIRATORY Bleeding or bruising tendency. . . .. ... .. No Yes
Shortnessofbreath. . . . ............. No Yes Anemia . ... ... No Yes
GASTROINTESTINAL ALLERGIC/IMMUNOLOGIC
Nausea orvomiting. . ... ............ No Yes History of skin reaction or other adverse reaction to:
Abdominal pain or heartburn . . . . . ... .. No Yes Penicillin or other antibiotics. . . .. ...... No Yes
GENITOURINARY Other drugs or medications .. ......... No Yes
If yes, pl list:
Incontinence or dribbling. . . ... ....... No Yes yes pieaselis
Kidneystone(s) . .................. No Yes
Known food allergies. . . .. ........... No Yes
MUSCULOSKELETAL .
If yes, please list:
Jointpain. . ....... ... ... .. ... ... No Yes
Muscle painorcramps. . .. ........... No Yes
Backpain ........... ... ... ... ....... No Yes
Difficulty inwalking ... ............. No Yes
Neckpain....................... No Yes
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