





Review of Systems:
General:
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Skin:
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Head:

Eyes:
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Nose:

O
o}

Weight loss or gain
Fatigue

Fever or chills
Weakness

Trouble Sleeping

Rashes/ Itching
Lumps

Dryness

Color changes
Hair/Nail Changes

Headache
Head injury

Glasses or contacts
Pain

Redness

Blurry/ double vision
Flashing lights
Specks

Sinus Pain
Discharge
Itching

Hay fever
Nosebleeds

Throat:
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Bleeding

Sore tongue

Sore throat
Hoarseness
Thrush
Non-healing sores

Neck:
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Lumps

Swollen glands
Pain

Stiffness

Breasts:
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Lumps
Pain
Discharge
Self-exams

Respiratory:
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Cough

Coughing up blood
Shortness of breath
Wheezing

Painful breathing

Cardiovascular:
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Chest pain

Tightness

Palpitations

Shortness of breath

Difficulty breathing while lying down
Swelling

Gastrointestinal:
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Swallowing difficulties
Heartburn

Change in appetite
Nausea

Change in bowe! habits
Rectal bleeding
Constipation

Diarrhea

Yellow eyes or skin

Urinary:
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Frequency

Urgency

Burning or pain

Blood in urine
Incontinence

Change in urinary strength



Genifal:

Male;
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Pain with sex
Hernia

Penile discharge
Sores

Masses or pain
Erectile dysfunction
STD's

Female:

o O O 0O

o}

Pain with sex
Vaginal dryness
Hot flashes
Vaginal discharge
ftching or rash
STD's

Vascular:
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Calf pain with walking
Leg cramping

Musculoskeletal:
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I have reviewed the above information

Muscle or joint pain
Stiffness

Back pain

Redness of joints
Swelling of joints
Trauma

with the patient.

Physician Assistant’s Signature

Physician’s Signature

Neurologist:
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Dizziness
Fainting
Seizures
Weakness
Numbness
Tingling
Tremor

Hematologic:
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Ease of bruising
Ease of bleeding

Endocrine:
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Hot or cold tolerance
Sweating

Frequent urination
Change in appetite
Thirst

. Psychiatric:

0 Nervousness
O Depression
¢  Memory loss
o Stress



REUROLOGICAL MRY/ YASCULAR PATIENT QUESTIONNAIRE

[qAME . - [:lATE D e ._.-._-...._-._—._.__.-_.. —————
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NO  vEs
Comment —_——
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2. Do you have weakness, numbnegs of burning in ydur shoulder, arms or hands? NO YES

Comment:
3. Do your hands or arms fall asleep regifarlyy NO YES

+ Comment: ' ST : 1 B : \
.

4. Do you have reduced feeling (sensatibn) or swelling in 'you'r hands or arms? NO YES

Comment: ‘ :

T

5. Do you suffer from a loss of handgrip strength?

Comment: : :
6.
2 YES
8. '

Do our I'egs or feat fal asleep regularly?
:Comment: ‘

9. Do you have reduced feeling ts’énsation)
Comment: : '

10. Do you suffer from cold hands or feet?. . - ' ‘ ~ NO YES
‘Comment:

. . . N . ) . P -
1. Have you tried zny medications such as anti-inflammatory? . NG  YEs

If yes, what king of medication? _ ‘ ) - L

12. Have you tried any Physical Therapy or Chirob’_ractié"tféétﬁﬁ'éﬁté':b’efd're'? S NG s

if yes: When? For how long? What kind?

13. Have you had an MRl ' , . ' _NO YES
If yes: When? Who ordered it? What was jt ordered for?

4. Have you useq any .splint or braces or other prescribed treatment by an MD?
if yes: When? what Kind? Who ordered itr -

NOTE: Your health information will be k_eptstﬁctly confidential, Any
form will pe kept confidential in our office. 1f a claim i
shared wirh Meadicare  Voanr h

information that we collect aboy You on this

s submitted 1o Medicare, your health informaiy on this form may be
ealth infarmating witinh Medirara sees will he cent eonfidentiai hv Merlipara
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Food and Chemical Sensitivity Survey

Date: /| |
Patient Name

Gender: M/F

Height: Feet __ Inches
Weight: Ibs.

Please list all medications you are currently taking:

Please complete the following food and chemical sensitivity questionnaire. Score each symptom based upon your
experiences over the last 60 days. This survey should be taken again after the completion of the Alcat Test, prior to
reintroduction of “reactive” foods. Typically 3-6 months after initial testing. This comparison will help to assess the

success of the eating modification program.

Symptom Scoring System:

eocoo = No Symptoms (Zero Points)

oeoo = Experience Mild Symptoms (One Point)

ooeo = Experience Moderate Symptoms (Two Points)
oooe = Severe Symptoms (Three Paints)

Digestive Symptoms

0000 Stomach Pains or Cramping
0000 Constipation

0000 Diarrhea

0000 Reflux or Heartburn

0000 Bloating

0000 Gas

0000 Nausea or Vomiting

Weight

0000 Inability to Lose Weight
0000 Food Cravings

0000 Binge Eating

0000 Water Retention

Sinus/Respiratory

0000 Stuffy or Runny Nose
0000 Asthma

0000 Chest Congestion
0000 Chronic Cough
0000 Wheezing

0000 Frequent Sneezing

Head/Ears

0000 Migraines
0000 Headaches
0000 Earaches
0000 Ear Infection
0000 Ringing in Ears

Eyes/Throat
0000 ltchy Eyes

0000 Watery Eyes
0000 Sore Throat
0000 Persistent Canker Sores

Emotional/Mental

0000 Depression

0000 Anxiety

0000 Mood Swings
0000 Irritability

0000 Poor Concentration

Eneray
0000 Fatigue

0000 Hyperactivity
0000 Lethargy
0000 Restlessness
0000 Insomnia

Skin Disorders

0000 Eczema

0000 Dermatitis

0000 Excessive Sweating
0000 Rashes

0000 Hives

Other Symptoms:

0000 Joint Pain

0000 Arthritis

0000 lrregular Heartbeat
0000 Chest Pains
0000 Muscle Aches

Please list any symptoms not mentioned above:

Total Score:
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