Name:                                                                Age:                       Sex:                         Race:          

Today’s Date                                                                            E-Mail:

Current Medications

	Name
	Mg
	Times taken
	Benefits
	Side effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Previous Medications

	Name
	Mg
	Times taken
	Benefits
	Side effects/why stopped

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


NEW PATIENTS: If this is your first visit, please provide a narrative letting us know what brings you to us, when did your symptoms first appear, and any other details that you think are important for us to know. (Concussions, illnesses, etc.) 
RETURNING PATIENTS:  Please provide a brief description of any changes since your last visit.  Please do not just write “same”, the more details you provide us the better it helps us ensure your optimal care.  
Please fill out the below in as much detail as you can.   It will greatly help us with your care and treatment.  (Note: There are 3 pages!)

	Symptom
	Duration

In Months

(How long have you been having these symptoms)
	Severity

(1=very mild,10 most severe)
	Additional details: 
PLEASE include as much detail as you can. The more details, the better we can help you!  Explain what makes them worse and what makes them better. 

	Syncope (Fainting)
	
	
	

	· Frequency
	
	
	

	· Triggering factors
	
	
	

	· Last episode
	
	
	

	Near Syncope (near fainting)
	
	
	

	Visual Changes
	
	
	

	Dizziness
	
	
	

	· Associated Symptoms?
	
	
	

	· Frequency
	
	
	

	Lightheadedness
	
	
	

	Chest Pain
	
	
	

	· Location
	
	
	

	· Associated Symptoms
	
	
	

	Palpitations
	
	
	

	SYMPTOMS
	DURATION
	SEVERITY
	DETAILS ( What makes them worse / better )

	· When lying down
	
	
	

	· When Standing up
	
	
	

	· Tremulousness
	
	
	

	Fatigue 
	
	
	

	· Duration?
	
	
	

	· Frequency?
	
	
	

	· Aggravating Factors
	
	
	

	· Alleviating Factors
	
	
	

	Shortness of Breath
	
	
	

	Migraine Headaches
	
	
	

	Headaches
	
	
	

	· Location
	
	
	

	· Duration
	
	
	

	· Feels Like
	
	
	

	· Associated Symptoms
	
	
	

	· Aggravating Factors?
	
	
	

	· Frequency
	
	
	

	Neurological
	
	
	

	· Confusion
	
	
	

	· Weakness
	
	
	

	· Mental Fogginess
	
	
	

	· Neuropathic pain
	
	
	

	· Slurred speech
	
	
	

	Cognitive
	
	
	

	· Decreased Attention span
	
	
	

	· Bad Memory
	
	
	

	· Poor Concentration
	
	
	

	· School Performance 
	
	
	

	Gastrointestinal
	
	
	

	· Abdominal Pain
	
	
	

	· Bloating
	
	
	

	· Constipation
	
	
	

	· Diarrhea
	
	
	

	· Choking while swallowing
	
	
	

	· Difficulty swallowing
	
	
	

	· Drooling
	
	
	

	· Loss of appetite 
	
	
	

	· Feels full quickly
	
	
	

	· Weight loss
	
	
	

	· Reduced salivation
	
	
	

	· Nausea
	
	
	

	· Vomiting
	
	
	

	· Feels full quickly
	
	
	

	· Symptoms exacerbated by meals?
	
	
	

	Musculoskeletal
	
	
	

	· Gait imbalance
	
	
	

	· Body Aches
	
	
	

	· Back pain
	
	
	

	· Neck pain 
	
	
	

	· Weakness
	
	
	

	· Joint pain/ dislocations
	
	
	

	· Bruising
	
	
	

	· Myofascial pain
	
	
	

	Respiratory  
	
	
	

	SYMPTOMS
	DURATION
	SEVERITY
	DETAILS ( What makes them worse / better )

	· Difficulty breathing
	
	
	

	· Known to have asthma
	
	
	

	· Snoring
	
	
	

	· Episodic Gasping
	
	
	

	· Shortness of breath
	
	
	

	· Dyspnea during exercise
	
	
	

	Sleep
	
	
	

	· Wakes frequently
	
	
	

	· Naps often
	
	
	

	· Sleep apnea
	
	
	

	· Insomnia
	
	
	

	· Restless leg during sleep
	
	
	

	Eyes
	
	
	

	· Dilated pupils
	
	
	

	· Droopy eyes
	
	
	

	· Dryness of eyes
	
	
	

	· Ptosis
	
	
	

	Skin
	
	
	

	· Facial pallor
	
	
	

	· Flushing
	
	
	

	· Blue Hands or feet
	
	
	

	· Skin Rashes
	
	
	

	· Excessive sweating
	
	
	

	· Loss of sweating
	
	
	

	· Skin dryness
	
	
	

	Emotional 
	
	
	

	· Brief crying spells
	
	
	

	· Depression
	
	
	

	· Mood swings
	
	
	

	· Anxiety
	
	
	

	· Anger
	
	
	

	· Suicidal thoughts
	
	
	

	Normal Menstrual Bleeding
	
	
	

	· Excessive bleeding
	
	
	

	· Irregular bleeding
	
	
	

	· Menstrual pain/ PMS
	
	
	

	Genitourinary
	
	
	

	· Urgency
	
	
	

	· Urinary retention
	
	
	

	· Urinary incontinence
	
	
	

	· Bladder dysfunction
	
	
	

	Frequent sneezing/ sniffling
	
	
	

	Frequent colds/ illnesses
	
	
	

	Nasal Stuffiness
	
	
	

	Chronic Cough
	
	
	

	Recurrent Fevers
	
	
	

	Additional Symptoms
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Questions for the Doctor??? 
