
NAME: 
DATE: 
Crtfl.. 

Please circle current conditions - check former conditions 

GENERAL SYMPTOMS	 E.E.N.T. continued CARDIO VASCULAR cont'd GASTROINTESTINAL 
o Headache	 o Tinnitus o Pain over heart o Poor appetite 
o Fever	 o Asthma o Previous heart attack o Difficult digestion 
o Chills	 o Gum trouble o Hardening of arteries o Excessive hunger 
o Sweats	 o Frequent colds o Swelling of ankles o Belching or gas 
o Fainting	 o Enlarged thyroid o Poor circulation o Nausea 
o Dizziness	 o Tonsillitis o Paralytic stroke o Vomiting 
o Convulsions	 o Sinus infection o Aneurysm o Vomiting of blood 
o Loss of Sleep	 o Nasal drainage o Pain over stomach 
o Fatigue	 o Enlarged glands MUSCLE &JOINT o Constipation 

o Stiff neck o Nervousness	 o Colon trouble 
o Gain/Loss of Weight	 SKIN o Backache o Hemorrhoids (piles) 
o	 Numbness/pain in arms, o Skin eruptions o Swollen joints o Intestinal worms 

Ditching o Painful tailbone hands, legs	 o Liver trouble 
o Bruises easily o Foot trouble o Allergy	 o Gall bladder trouble 

o Wheezing	 o Dryness o Pain in shoulders o Jaundice 
o Neuralgia/neuritis	 o Boils o Hernia o Colitis 
o Depression	 o Varicose veins o Spinal curvature 

o Sensitive skin o Faulty posture FOR WOMEN ONLY 
E.E.N.T.	 o Hive or allergy o Arthritis o Painful menstruation 
o Failing vision	 o Excessive flow 
o Near sightedness	 RESPIRATORY GENITOURINARY o Hot flashes 

o Chronic cough o Frequent urination o Far sightedness	 o Irregular cycle 
o Spitting up phlegm o Painful urination o Crossed eyes	 o Cramps or backache 
o Spitting up blood o Blood in urineo Eye pain	 o Previous miscarriage 
o Chest pain	 o Pus in urineo Deafness	 o Vaginal discharge 
o Difficult breathing o Kidney infection o Earache	 o Congested breast 

o Kidney stones o Ear discharge	 o Lumps in breast 
CARDIO VASCULAR o Bed wetting o Nose bleeds	 o Menopausal symptoms o Rapid beating heart o Nasal obstruction	 o Inability to control urine o Pregnancyo Slow beating heart o Prostate trouble o Sore throat o High blood pressure o Hoarseness o Low blood pressure o Hay fever 

HAVE YOU HAD ANY OF THE FOLLOWING DISEASES? 

0 
0 
0 
0 
0 
0 
0 
0 

Appendicitis 
Scarlet fever 
Diphtheria 
Typhoid fever 
Pneumonia 
Rheumatic fever 
Polio 
Malaria 

0 
0 
0 
0 
0 
0 
0 

Tuberculosis 
Whooping cough 
Anemia 
Measles 
Mumps 
Small pox 
Chicken pox 

0 
0 
0 
0 
0 
0 
0 

Diabetes 
Cancer 
Heart disease 
Goiter 
influenza 
Pleurisy 
Alcoholism 

0 
0 
0 
0 
0 
0 
0 

Venereal infection 
Epilepsy 
Mental disorder 
Eczema 
Drug dependency 
Emphysema 
Asthma 

Coffee, tea, caffeinated soft drinks (cups per day) _ 

Tobacco (packs per day) _ 

DO YOU HAVE A PERMANENT DISABILITY RATING? Location Date received _ 

rating percentage _-----...,. _ 

COMMENTS: _ 




