NORTHWEST EYE  SURGEONS

Review of System

Please complete each area. Fields marked with an asterisk™ are required.
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TODAY’S DATE

FIRST NAME

Please check any symptoms you are having today

LAST NAME

Social History Frequency

ALCOHOL

() Never () Occasional

C Heavy

Allergic Eyes Musculoskeletal
% HIVES BLURRED VISION BACK PAIN
5: SEASONAL ALLERGIES FLOATERS JOINT PAIN
3
E Cardiovascular PAIN Neurologic
g PALPITATIONS Gastrointestinal DIZZINESS
PAIN NAUSEA WEAKNESS
g Constitution REFLUX HEADACHE
g FEVER HEARTBURN Psychiatric
E WEIGHT LOSS DIARRHEA CHANGE IN MOOD
<
B ENT Genitourinary DEPRESSION
HEARING LOSS FREQUENT URINATION ANXIETY
RUNNY NOSE Hematologic Respiratory
SINUS INFECTION BRUISE COUGH
Endocrine BLEED EASILY WHEEZING
INCREASED THIRST Skin/Integumentary SHORTNESS OF BREATH
HAIR LOSS RASH
SORES

TOBACCO RECREATIONAL DRUGS
() Never () Quitsmoking (") Occasional (") Daily smoker () Yes () No
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