MEDICAL QUESTIONNAIRE: INITIAL EVALUATION
Carl E. Rosenkilde, M.D., Ph.D.
Patient:______________________________ Age:_______ Date: ___________________

Occupation: ________________________ Person Completing form:_________________ 

Please describe your current problems: ________________________________________ 

_______________________________________________________________________________ 

Marital Status: Single____   Married____   Divorced____   Separated____   Widowed____ 
Children ________How many?_______
Weight: _________Lbs                 Height: _____ft _____in.   
Right handed____  Left-handed____
OPERATIONS:  (Please circle all that apply)
Tonsillectomy

Adenoidectomy

Hernia

Thyroid

Gallbladder


Appendectomy

Bladder

Prostate

Neck



Back



Brain


Cancer

Heart (bypass)

Angioplasty


Plastic surgery
C-section

Hysterectomy
Other: _______________________________________________________________ 

MEDICAL CONDITIONS: Please circle all that apply)

Diabetes


Angina


Heart Disease
Stroke

TIA



Epilepsy or seizures
Blackouts

Fainting spells

Neck pain


Back pain


Trouble walking
Migraine

Headache


Vision problems

Hearing problems
Dizziness

Vertigo


Facial pain


Thyroid disorder
Vomiting

Weight gain or loss
Blood in stool

Diarrhea

Sleep problems

Sadness


Depression


Sex drive

Kidney

Kidney stones

Gout              
Asthma

Pancreas
Breathing problems
Peptic ulcers

Gallbladder

Weakness arms/legs
Bladder problems

Numbness/Tingling arms, hands, legs, feet

____________________________________________________________________________ 

Have you had a blood transfusion? Y / N.  Have you had significant reaction to
anesthesia Y / N. Do you bleed excessively?  Y / N. 
Cigarettes per day _______. Alcoholic drinks per day _______. 

__________________________________________________________________________ 

FAMILY HISTORY: Do your parents, brothers, sisters, children have any of the following?




Family Member




Family Member
High blood pressure
________________

Asthma

______________


Heart attacks

________________

Epilepsy

______________
Multiple sclerosis
________________

Hearing problems
______________
Headaches


________________

Bleeding problems
______________
Depression


________________

Retardation
 
______________
Diabetes 


________________

Stroke

______________
Memory Loss


________________

Angina

______________
Vision problems

________________

Cancer

______________

Migraine


________________ 

Emotional Problems______________
Anesthesia reactions
________________ 

Other


______________
MEDICAL QUESTIONNAIRE: INITIAL EVALUATION

Carl E. Rosenkilde, M.D., Ph.D.

Patient Name: _________________________________

Date: ________________________________________

Current Medications


                       Dose (mg and How many times daily)

_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
​​​_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
Pharmacy:

_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
​​
Drug Allergies:




Reaction:         

_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         ____________
REVIEW OF SYSTEMS

Carl E. Rosenkilde, M.D., Ph.D.

Patient Name: ___________________________
Date: ___________
Have you RECENTLY had any of the following: 

1.   Constitutional


2.   Eyes



   3.   Ears, nose, throat
Fever or chills

Y   N

Blurred vision
       
Y   N

Loss of hearing

Y  N

Fatigue or exhaustion
Y   N

Double Vision
        
Y   N

Ringing in ears

Y  N

Weight gain

Y   N

Loss of vision
       
Y   N

Change/taste or smell
Y  N

Weight loss 

Y   N

Eye pain
        
Y   N

Swallowing difficulty
Y  N

Night sweats

Y   N

4.   Respiratory


5.   Cardiovascular


   6.  Gastrointestinal
Cough


Y   N

Fainting

   
Y   N

Nausea or vomiting
Y  N

Shortness of breath
Y   N

Chest pain 
   
Y   N

Constipation

Y  N






Palpitations
   
Y   N

Diarrhea

Y  N






Lightheadedness  
Y   N

Blood in stools

Y  N

7.   Genitourinary

    
8.   Endocrine


    9.  Neurological
Involuntary urination
Y   N

Sexual dysfunction
Y   N

Seizures          

Y  N

Frequent urination
Y   N

Loss of sexual desire
Y   N

Head injury

Y  N

Urgent urination 
Y   N

Excessive sweating
Y   N

Headaches

Y  N

Pain on urination
Y   N

Excessive thirst

Y   N

Difficulty speaking
Y  N

Blood in urine

Y   N

Excessive sleep

Y   N

Weakness arm or leg
Y  N






Last menstrual period  __________
Tremors or jerks
Y  N







 



Numbness or tingling
Y  N











Unsteadiness

Y  N











Dizziness or vertigo
Y  N

10.   Psychiatric


11.   Musculoskeletal

  12. Skin and/or breast
Change mental function
Y   N

Muscle cramp or pain
Y   N

Rash


Y  N

Confusion

Y   N

Muscle weakness
Y   N

Breast discharge
Y  N

Change in memory
Y   N

Joint pain

Y   N

Unhealed wound
Y  N

Anxiety


Y   N

Neck pain

Y   N

Ankle swelling

Y  N

Depression

Y   N

Back pain

Y   N

Difficulty sleeping
Y   N

Arm or leg pain

Y   N

13. Hematological/Lymphatic


Swelling

Y   N

 


Unusual bleeding
Y   N


Easy bruising

Y   N

 


Nosebleed

Y   N




 

