Midwest Nephrology Consultants, P.A. - Review of Health History -- Page One
Circle Y = YES, N = NO, or/ Fill in blank if appropriate

Y/N |GENERAL: Y/N |GENITOURINARY:

® O |Weight Increase () Ibs O O |Urinary Frequency  Y/N Urinary Incontinence

O O |Weight Decrease () Ibs O O |Pain When Urinating

O O [Fever Y/N Chills O O |Blood in Urine Y/N Visible

O O |Nightsweats O O |Awaken at Night to Urinate

O O |Fatigue 00 If Yes, How Often?: ( )
O O |Weakness O O |Kidney Stones If Yes, When?: ( )
O O |Ankle Swelling 00 What type of stone?: ( )
Y/ N |EYES: Y/N |EARS/INOSE/THROAT:

O O |Wears Glasses O O |Hearing Loss If Yes: Right Ear [O] Left Ear []

O O |Wear Contact Lenses O O |Ringing in Ears If Yes: Right Ear [(O] Left Ear [O]

O O |Blurred Vision O O |Earaches or Drainage If Yes:  Right Ear [(0] Left Ear [J]

O O |Double Vision O O |Sinus Pain

O O |Recent Decline in Vision O O |Sinus Drainage

O O |Glaucoma O O |Swollen Glands In Neck

O O |Cataracts Rt [[O] Lt [] O O |Nose Bleeds

O O |Eye Surgery (If yes fill in below) || © © |Sore Throat

Eye Doctor's Name: O O |Hoarseness
When?:
Y/N |PULMONARY/RESPIRATORY: Y/N |CARDIOVASCULAR:
O O |Cough  Ifyes:Hchronic / newB|| o @ |Irregular Heart Beat:  If yes, chronic [(] new [
O O |Shortness of Breath O O |Shortness of Breath
O O |Asthma O O |Coronary Artery Disease
O O [Sputum  Ifyes: O O |Pain in Calves When Walking
(o)®) clear’ yeIIowD/greenD/ bloodyl:| O O |Peripheral Artery Disease P.A.D.
O O |COPD O O |Cardiomyopathy
O O |Wear Oxygen 00 If Yes to Above: Who Is Your Heart Doctor?:
O O |Do You Snore O O |Chest Pain If yes, how often?:

O O |Sleep Apnea

O O |Wear CPAP

Y/ N |ENDOCRINE: Y/N |GASTROINTESTINAL:
O O |Diabetic O O |Difficulty Swallowing If Yes: Liquids ([]) Solid Foods ([] )
O O |Blood Sugars Controlled O O |Loss of Appetite
O O |Insulin Use O O |Nausea
O O |Excessive Thirst O O |Vomiting If Yes: Liquids ([]) Undigested Foods ([]) Blood ([])
O O |Heat Intolerance O O |Constipation
O O |Cold Intolerance O O |Diarrhea
O O |Hypothyroidism O O |Stool Incontinence/Lack of Control
O O |Hyperthyroidism O O |Blood in Stool If Yes: Date Stool Cards Given:
O O |Abdominal Pain, If Yes: Where? ( )
Reviewed by Dr. Date: /| | Over =

,,,,,,,,,, Patient Name: D/O/B: / /




Midwest Nephrology Consultants, P.A. - Review of Health History
Circle Y =YES, N =NO, or/ Fill in blank if appropriate

Page Two

Y/N |MUSCULOSKELETAL: Y /N INEUROLOGICAL:

O O |Joint Pain? O O |Headaches, If Yes: How often:

O O | If Yes, Where?: O O | Ddily [[J] Weekly [[]] Monthy or Less [[]]

O O |Joint Swelling? O O |Dizziness

O O | If Yes, Where?: O O |Passing Out

O O |Muscle Weakness O O |Numbness: Ifyes: Where? (

O O |Difficulty Walking O O [Tingling
O O |Memory Loss: Ifyes: For How Long? (
O O |Transient Ischemic Attack (TIA)
O O [Stroke
O O | IfYes: How dffected:

Y /N |MALES ONLY: Y/N |PSYCHIATRIC:

O O |Have you had a prostate Exam? O O |Anxiety

OO | IfYes: When? ( O O |Depression

O O [Have you had a PSA Test O O |Suicidal

OO | IfYes: When? ( O O |Insomnia

O O [Testicle pain/lumps o0

Y /N |FEMALES ONLY: Y/N |HEMATOLOGICAL:

O O |Do you have breast lump(s)? O O |Anemic

If yes: Was Biopsy done? When? ( O O |Blood Transfusion: If Yes: When? (
O O |Have you had a Mammogram? O O |Erythropoietin (Anemia) Shots
Ifyes: When? ( O O |Easy Bruising
O O |Nipple Discharge O O |Easy Bleeding
O O |Vaginal Discharge Y /N |SURGERY SINCE LAST VISIT:
Last Menstrual Period: ( What and When!?
O O |On Current Hormonal Rx
O O |On Past Hormonal Rx
If yes: What? (
If yes: Date Stopped (
Y /N ISKIN: Other Comments:
O O |Do You/Have You, had a Rash?
If yes:  Where? (

O O |ltching

O O [Nail Changes

O O |Thinning Hair

O O |Increased Hair Growth

O O |Varicose Veins

Patient Name:

Reviewed by Dr.

D/O/B:

Date:

/
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