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FOLLOW-UP VISIT PATIENT INTAKE FORM
(Page 1 of 2)

Date of Visit:
Name: Date of Birth:

REASON FOR COMING TO THE DOCTOR TODAY:
Reason for Today’s Visit:

Current Medications (List all including non-prescription drugs, vitamins, etc):

Medical/Surgical History:

Since the last visit here has the patient: Yes No
Been diagnosed with a new medical problem or had a change in an existing medical problem..... [ ]........... ]
Been admitted to the hospital or had an unexpected visit to the doctor or emergency room.......... [ P []
Had surgery or any other ProCEAUIE ..............c.ovevveieeieeieeeeeeeee et [ ]
Started seeing a new primary doctor, specialist, therapist...........c.ccovereerrierersreeerirsseseseseeeeenns [ P ]

If you answered “Yes” above, please explain:

Family History:
Since the last visit here, has anyone in the patient’s family developed or been born with  Yes........ No
a new significant heart Problem..................ccoooviiiiuiiieeecieeeeeeeeeee et [ L]

If you answered “Yes” above, please explain:

SOCIAL HISTORY:

Please describe the patient’s immediate family members? [IMother [IFather [IBrother(s) [ISister(s)
Other (list):

Please describe your (the patient’s) current School Status? | IRegular school [ ISpecial education [ |Full-time [ /Part-time
Please describe your (the patient’s) current Tobacco Use/Exposure?

Tobacco/Smoke 2™ hand Exposure Details: ['None [ IMinimal [ Frequent [IDaily

JCurrent every day smoker [1Current some day smoker  [1Former Smoker  [/Never Smoked [JUnknown
Have you (the patient) ever used any illicit drugs? [Yes [/No

If yes, please indicate what type of drug and how often:
Do you (the patient) drink alcoholic beverages? [Yes [INo

If yes, please indicate what type of beverage and how many servings per day:
Do you (the patient) drink caffeinated beverages? ['Yes [/ No

If yes, please indicate what type of beverage and how many servings per day:
Please describe your (the patient’s) current exercise routine: [IInactive [/Light ['Moderate [/Heavy [IVigorous




INITIAL VISIT PATIENT INTAKE FORM (Page 2 of 2)

REVIEW OF SYSTEMS:
Has the patient recently experienced any of the following symptoms? Please mark either Yes or No for each of the items
below. Your doctor will discuss any positive responses with you.

General: Yes No HEENT: Yes No| | Neck: Yes No
e Easy Fatigue.......cceeveeerennnen. 0O eBlurry Vision .......cccoeceevreuennne. P (- 5 1 PR —— 1. O
e Frequent Infections.............. O O eCracked/Sore/Red Lips........... O...0[ | ®Neck Stiffness ...awsmesisissoncees 1.0
® Paleness.......ceeeeveevevevveeinennnn | O OEar Pain......ccoeeveeeveveereieneennes T 0] | eNeck Swelling e 0.0
e Poor Weight Gain.................[_ | O eGlasses/Contact Lenses......... 0....] .
- i Respiratory: Yes No
e Recent Weight Loss............... 0 eHearing LOSS.......ccevvuvveeeennnnnen [ L] O ASERMA oo 1
e Recent Weight Gain.............. O | eLoss or Change of Vision........ O....0 oChest Pain..... o
eNasal Congestion................... 0....00 o . ‘
Skin: Yes No eNosebleed........c.ccevvrverennns 7....0 °Difficulty Breathing............... .
eAbnormal Color: ePink/Red EYeS......coovvereerenan. O....0 *FORHRAt COUBHINE s o
Blue or Very Pale ............. O 0 sSaasonalichiaic OLurTg Collapsej: .......................... 0.0
] or =T 0 o I- DS o O RUNNY NOSE....evreeeeereeeraenn 0...0 *Noisy Bre.athmg """"""""""" o
eHemangiomas/Birthmarks... [1 [ eSore Throat.......ccceeeereerennene, 0...0 *PIEUTHONIT ssssnrsemssnsr s |
eProminent Veins.......ccc........ O 0 eWatery EVes.......ooovveevcvnenenes L[] OShortn(.ess OF BREAh myurscvsssass i ‘
ORASH ..evviiiii e O 0O OWhEEZINg.......ooooovvvriviiii SR
Genitourinary: Yes No
Cardiovascular: ¥es Mo e Blood in Urine ......c..co......... 0...C Psychiatric: Yes No
oBlueNess .....ccevvvieeriiiiiiee 0..0 s Decreased UBBu. e wawo 0. ® Depression .........ceeieenenes | s |
oeChest Pain.....cccceeeevciveeeennnen, 0.0 e History of e Mood SWings.......ccceeeeuunns Loved |
0DizzZINESS ..oevevririeiiiceieee 0.0 Urinary Tract Infections ..... [ | .... | ® Nervousness.......c.cceeeeuuee 0....0
eEasy Fatigue.......cccocvveeeennnen. 0..C e Painful Urination w.eemeeeeooi(1 o [ e Temper Outburst ............. 0.0
eHeart Murmur ........cceeeeeenn.. 0.1
eHigh Blood Pressure.............. 0.0 Musculoskeletal: Yes No Endocrine/Glands: Yes No
eHigh Cholesterol.................... 0. | e Chest Cavity Abnormality .. [|.... » Excessive SWEAHINR sl el ]
elrregular Heart Beat.............. 0.1 & Joirit of Muscle Paifi. ... L e Excessive Thirst/Hunger..... 'WJ .
elow Blood Pressure.............. 0.1 e Joint or Muscle Swelling.... [1.... || * Heat or Cold Intolerance.... 0 ... [
ePalpitations or e Loose/Flexible Joints.......... ....0 Neurological: T
Rapid Heart Beat .....ocuevssnsssse 0..0 e Redness/ B —— 0
oPassing Out......ccceevvieinncnnns .0 Inflammation of Joints....... 0.... « Diagnosis of ADHD/ADD .... (1 .|
ePoor Exercise Tolerance........ a..o Y olo] [0 1 £ S 0.0 o Difficulty Speaking ............. 0..0
Gastrointestinal: Yes No Hematology: Yes No e Headaches.....ccccceeveuveennnnn. ..U
e Coughing/ © ANEMIA v 0.0 B I IREE vy e
Choking when Eating............. 0.0 e Easy Bruising/Bleeding........ 0.0 LT U] =L H———— O..
e Difficulty Feeding...........c...... 0..C o Swollen/Enlarged & Weakness ...uinssseasuasess |
e Frequent Diarrhea................. 0..0 Lymph NOdes .....veeverree.. 0...0
e Frequent Vomiting ............... 0..d
e Heartburn/Stomach Aches....[ ] ..[
e Poor Eater.....cccuvvveeeeiiiininnee ..LC
Form Filled Out By:
[JPatient, [_|Mother, [ ]Father, [ |Relative: , []staff: , [ Translator:
Physician Review: Date:
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