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HEALTH SURVEY - FEMALE

Please check if you have experienced any of the following
since your last visit.

GENERAL (SKIN |

PLACE LABEL HERE, IF AVAILABLE
IF NOT, FILL IN FOLLOWING INFORMATION:

PATIENT NAME:

HISTORY NUMBER:

PATIENT DATE OF BIRTH:

LOCATION OF SERVICE:

DATE OF SERVICE:

EYES EARS |

Form 40779 07/16

COWeight gain CIRashes OGlasses OPain

OWeight loss Oltching OBlurring ODecreased hearing

OFatigue OSores CIDouble vision CIRinging noises

OSweats OHives OSpots ODischarge

CINight sweats OChanging moles CIRedness

OFever OIHair loss OPain

CIChills CChange in vision
| NOSE & SINUSES |

Olnfections ODentures OWheezing LChest pain

[Bleeding CIGum problems [IShortness of breath OlPalpitations

CIPost-nasal drip OToothache OCough Dlregular heartoeat

CIHay fever/allergy CSore throats CCough up blood CiHeart murmur

O Trouble smelling CIHoarseness I:IA_nkIe swelling

OHigh blood pressure
OTrouble breathing when

ying flat

First day of last menstrual period: 'NTESTIES : D\é\iarﬁe#tp short of breath

[1Still having periods CIBreast pain LIChange in appetite I:IPaingi]n ihe calves when

CISexually active CIMiscarriage lindigestion walking

Olirregular period CINipple discharge LlHeartburn

CIHeavy periods CHistory of abnormal LIPain

CICramps / pain pap smear LiDiarrhea

OIMissed periods OPain with sex I:IJaundllce .

CMenopause symptoms ~ CICurrent contraception: | | HConstipation IF t urinat

OSexual function problems LlHemorrhoids DPrgqfu ?n ! nr:la on

OVaginal discharge ClHernia ainfutUrination

OSpotti - [IVomiting blood LiKidney stones

potting between periods . : .
ClBreast lump CIBlood in stool ONight urination
ODifficulty swallowing DUrgency
CINausea / vomiting OHard to start stream

Dllack tarlke stool | | 30081 e

CIEasy bruising CIChange in bowel OSlow or weak stream

[IBleeding tendenc habits Dlleakage of urine

g y
OAnemia
0 loo varstusio (yoar__)



NERVOUS SYSTEM & PSYCHOLOGICAL

COHeadaches CIMigraines

OAnxiety OFainting spells

OSuicidal thoughts CIMemory trouble

OSeizures ODepression

[ODizziness [OISleep disturbance or insomnia

CINumbness in any part of the body
COWeakness in any part of the body

Over the past 2 weeks, how often have you felt down, depressed or hopeless?
O Not at all O Several days
[0 More than half the days [ Nearly every day

Over the past 2 weeks, how often have you felt little interest or pleasure in
doing things?

O Not at all

[ More than half the days

[ Several days
O Nearly every day

ODon't feel safe at home or in your current relationship

GLANDULAR

OGoiter

OThyroid problems
[CIHeat intolerance
OCold intolerance
OHigh Blood Sugar
OLow Blood sugar

MUSCLES & JOINTS

OPainful joints

OJoint swelling
OStiffness
[CIBack pain
OGout
OOWeakness

HABITS / OTHER

Do you use alcohol? OYes ONo

Type: # of drinks per week:
Are you currently a smoker? OYes ONo

# of packs per day? How many years?
Are you a past smoker? OYes ONo

# of packs per day? How many years?
Do you use chewing tobacco? DO Yes DO No # of cans per week?
Do you drink coffee? OYes ONo #of cups perday?
Have you ever used recreational drugs?

OYes ONo Types:

Do you exercise regularly? OYes ONo Do you use seatbelts routinely? [ Yes [ONo
Number of falls this year: Do you worry about falling? OYes ONo
Do you have an advanced healthcare directive or living will? O Yes O No




