




SYSTEmS REVIEW & FAmILY HISTORY

13)   are you currently experiencing any of the following? (Please check any that apply)

Has your weight changed recently?       ❑  Yes     ❑  No       Why?_______________________________________________

Usual weight __________________     Current Weight __________________     Do you exercise regularly?    ❑  Yes     ❑  No

Are you on a special diet?    ❑  Yes     ❑  No     Type?________________________________________________________

Do you have pets?    ❑  Yes     ❑  No     Type of pet(s) ________________________________________________________

14)   Circle or underline all that apply in the chart below:

HEALTH PROBLEM Comment (If yes, explain) YES NO

Are you having vision problems? _____________________________________________ ❑ ❑

Are you experiencing any sinus infections  
or nose bleeds? _____________________________________________ ❑ ❑

Are you experiencing headaches or dizziness? _____________________________________________ ❑ ❑

Do you have difficulty swallowing? _____________________________________________ ❑ ❑

Are you experiencing forgetfulness or  
difficulty concentrating? _____________________________________________ ❑ ❑

Do you have any breast changes? _____________________________________________ ❑ ❑

Are you having difficulty breathing? _____________________________________________ ❑ ❑

Have you noticed any bowel changes? _____________________________________________ ❑ ❑

Are you experiencing any bladder changes? _____________________________________________ ❑ ❑

Are you experiencing any fevers or night sweats? _____________________________________________ ❑ ❑

Do you have any lymph node enlargement? _____________________________________________ ❑ ❑

Do you have any skin conditions such as scaling, 
bruising, loss of skin or hair color or nail change? _____________________________________________ ❑ ❑

Are you experiencing any specific aches, pains  
or tenderness? _____________________________________________ ❑ ❑

Do you have any muscular or neurological disorders? _____________________________________________ ❑ ❑

Are you experiencing any sensory changes, ex. 
numbness, weakness, tingling of face or extremities? _____________________________________________ ❑ ❑

Have you or are you currently experiencing 
depression, attempted suicide, mood swings or 
eating disorders? _____________________________________________ ❑ ❑

Do you have any sexually transmitted diseases? _____________________________________________ ❑ ❑

Do you have any congenital diseases or birth defects? _____________________________________________ ❑ ❑

Are you experiencing nausea or vomiting? _____________________________________________ ❑ ❑

Additional Comments:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
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15)   Please complete your family history in the chart below

Family Member Alive? Age/Age at death List any health problems

Paternal Grandfather ❑  Yes     ❑  No

Paternal Grandmother ❑  Yes     ❑  No

Maternal Grandfather ❑  Yes     ❑  No

Maternal Grandmother ❑  Yes     ❑  No

Father ❑  Yes     ❑  No

Mother ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

For Nurse’s Use
B/P_______________ Pulse_______________ HT_______________ Wt_________________ BSA_______________ 
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