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Patient Name Today’s date

Referred by Age

Reason for visit

Medical Problems Surgeries
(Onset) (Date)
Allergies:
Medications
Dose How often Dose How often
Pharmacy
Name: Location: Phone

Review of Systems (circle)

GENERAL: Fever / Night sweats / Fainting / Weight loss
EYE: Glaucoma / Orbital pain / Redness / Double vision

EAR NOSE THROAT: Hearing loss / Ringing in ears / Hoarseness / Swallowing problem / Nose bleeds
CARDIOVASCULAR: Chest pain / Hypertension / Irregular heart beat / Blood clots

RESPIRATORY: Shortness of Breath / Persistent cough / Sleep apnea / Wheezing
GASTROINTESTINAL: Nausea / Heart burn / Abdominal pain / Diarrhea

GENITOURINARY: Urinary frequency or pain / Blood in urine / Impotence

ENDOCRINE: Diabetes / Thyroid problems

MUSCULOSKELETAL: Muscle cramps of pain / Joint pains

SKIN: Bruising / Rash / Hives / Dark or enlarging mole

MOOD: Anxiety / Depression / Problems with sleep

REPRODUCTIVE: Pregnant

>>

Family History (please list any cancers in your immediate family members)

Relationship to You Type of Cancer

Father

Mother

Brothers/Sisters
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