                                                                                                                  __________________________________            
                                                                                                                                       Name of Patient

SYMPTOM SHEET:  Please circle and/or comment on any of the following:
Poor movement/Pain
  Irregular heartbeat


Low energy


           

Stiffness/Tightness
  Abnormal blood pressure

Glucose intolerance

Neck



  High cholesterol


Diabetes
Mid back


  Angina



Thyroid, Hi/ Lo
Low back
  Pacemaker




Shoulder L/R


  Heart attack, prior________

Regular exercise? Y or N



Arm/ Wrist/ Finger

  Poor circulation


Smoker? Y or N
Torso 



  Blood clots



Consume alcohol? Y or N
Hip L/R


  Swelling




Knees/ Ankle/ Feet

  Varicose veins


Stress? Hi/ Lo
Legs/ Arms


  Hemophilia
Trauma, prior __________
  Phlebitis



Skin rashes
Arthritis


  Stroke, prior_____________
Eczema
Scoliosis 







Wounds

Osteoporosis


  Food sensitivities/ Intolerance
Bruising
Fibromyalgia


  Irregular bowel                                  
Chronic Fatigue

  Bloating                                             Other _________________
Weakness

              Ulcers
Loss of sensation

  IBS/ Crohn’s/ Diverticulitis
Numbness/ Tingling



Dizziness/ Double vision
  Urinary dysfunction:
Difficulty to swallow/ Speak
  Urgency/ Frequency/ Hesitancy

Drop attacks


  Pain
Nausea



  Infection, prior____________
Headaches

Anxiety/ Depression

  Women:
ADD/ ADHD


  Menstrual problems:
Vision problems

  Cramps/ Back pain
Hearing problems

  Pregnancy(s), prior_________
Poor sleep


  Pregnancy, due:___________
Fatigue



  Last period_______________




  Menopause

Sinus congestion

  Oral Contraceptives? Y or N
Breathing difficulties

  Men:
Asthma/ Allergies

  Erectile dysfunction
Bronchitis, prior

  PSA score_______________
Cough
ARE THERE ANY OTHER DISEASES, CONDITIONS, OR CONCERNS THAT REQUIRE SPECIAL 
ATTENTION? (e.g. knee/hip replacement, spinal rods, prostheses, fractures, cancer, infection) _____________________________________________________________________________________
_____________________________________________________________________________________
IS THIS VISIT RELATED TO AN INJURY?   Work-related:  Y____ N____     M.V.A.:  Y____ N____

