NNECTICUT HEALTH CARE ASSOCIATES

SYSTEM REVIEW. PLEASE CHECK THE APPROPRIATE BOX: FOR EACH PROBLEM CHECK NEVER, PAST OR NOW. PAST MEANS ANYTIME
LOMGER THAMN SIX MONTHS AGO. . o
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R T W HAVE YOU EVER HAD:
GENERALAONSTITUTIONAL:
D00 Unexplained weight loss or weight gain
DL Excessive fatigne
4 LFEE Prolonged fever/chills
03 e {;E [}lbhfi
B ab*ﬂxf}fh%bfm%()f’w?ﬁﬂﬁ@ﬁ;?
LG Frequent or severe headaches
L Wear glasses or confact lenses
GO0 Chronic nasal discherge, drainage or sneezing
LS Tmpaired hearing
T When was vour last eve exam?
DYLILD Othen
MEURGLOGICAL,
L0 Memory loss
HATE Fainting, dizziness, seizures, convilsions
R0 Othen

CARDIGVASCULAR
Rheumatic Fever

Pain or pressure in chest/Angina
Any heart trouble

Q303 Palpitation or pounding heat
O30 Abnormal heart thythin or murmur
U0 Swelling of ankles
T30 Highblood pressure
GO0 Other
RESPIHATORY
Q0 Chrenis cough
RERIED Asthusa or wheezing
LiLI L Shoriness of breath at night
LITILE  Shormess of breath . o
D0 Other )
- GASTROINTESTINAL
400 Abdominal pain
JRILFL Lossof appete
C% 2".3 L Change in bowel habits (constipation or diem‘ma}
! DICCE Moted blood in stool ’
P Hemorrholds or recial disease
POROCE Osher
: GEMITOURINARY

Frequent wination at night

Frecment or painful urination

™ Lkmsm holding urine

Dhificuly stopping or starting urine stream
hrinery tract infection

MALE

Soret ar discharge from pens
Lump on or pain of testicls
Sexually yansmitted disease
Condom use

Problems with sexual funciion
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R T %  HAVE YOU EVER HAI:
MUSCULOSKELETAL
Q0L Pain in joints/arthritis
LI Choronic back pain or inpory
00 Other
SKIN/BREAST
QL300  Change or new growth in mole
Q00 Bresst lump
LA Breastnipple discharge
OO Other
EMOTIONAL
L2018 Do you have rouble sleeping
OO0 Arevou often depressed
Q300 Arevou ofien anxious or nervous
L0 Ever had loss of memory
00 Other
OPTIONAL
A0 Arevou sexually active
LI Are you sexually active with members of opposite
sex U, same sex 0F, or both I3,
QL0 sexually active with the oppesite sex, do cither
of you use contraception {birth control?} If yes
what form?
. 'HEMATOLOGICALYMPH
0 Anemia
QU0 Excessive bleeding or abnormal br‘unsmg
D0 A gansfusion
L0 Any swelling of tymph nodes
QOO0 Other
ENDOCRINE
CHOTY  Cold or hest meolerance, any thyroid problems
OO0 Excessive tirst or hunger
DO Other
FEMALE
Q00 Method of birth control if sexually
activetheterosexual
LG Mid-cycle bleeding
U Pain with imercourse
Q0 Vaginal discharge or sores
B0 Panful periods
B0 Sexually ransmitted disease
Q0 Problem with sexual function
L0IEY Areyour periods regular
Ly L3 Have you cver been pregnant
REVIEWED DATE
REVIEWED DATE
REVIEWED ] DATE
DOB: DATE:




