


Preliminary Health Screening Questionnaire, page 2 

REVIEW OF SYSTEMS 

General Yes 

Have you lost or gained weight in the last year? .......................................................... _ 

Do you have night sweats? .......................................................................................... _ 

Have you had a change in your appetite? .................................................................... _ 

Skin 

Do you have any skin sores that have not healed? ...................................................... _ 

Have you noticed any large glands or lumps anywhere on your body? ........................ _ 

Are you troubled by a skin rash or itching? .................................................................. _ 

HEENT 

Do you have trouble hearing people speak to you? ..................................................... _ 

Have you had any trouble with your vision? ................................................................. _ 

Has your voice changed or become hoarse? ............................................................... _ 

Breasts 

Have you had any lumps or discharge from your breasts? .......................................... _ 

Resp. 

Do you get short of breath easily? ............................................................................... _ 

Have you or anyone you know had tuberculosis? ........................................................ _ 

Do you have a cough? ................................................................................................. _ 

Do you bring up sputum or blood? ............................................................................... _ 

Have you ever had asthma? ........................................................................................ _ 

Have you ever been told an x-ray picture of your chest was not normal? ..................... _._ 

CV 

Have you ever had high blood pressure? ..................................................................... _ 

Have you ever had rheumatic fever? ........................................................................... _ 

Have you ever had heart trouble? ................................................................................ _ 

Have you ever been told you had a heart murmur? ..................................................... _ 

Do you sleep propped up or do you wake up at night with shortness of breath? .......... _ 

Do you ever have pain or discomfort in your chest or neck or arms? ........................... _ 

Do you have swelling of the ankles? ............................................................................ _ 

GI 

Have you noticed any change in your bowel movements in the past year? .................. _ 

Have you ever had red blood in your stools? ............................................................... _ 

Have your stools ever been black as tar? .................................................................... _ 

Have you ever had yellow jaundice or hepatitis? ......................................................... _ 

Have you had heart burn or indigestion? ..................................................................... _ 

Do you ever have pain in your stomach or abdomen? ................................................. _ 

Have you ever had an ulcer? ....................................................................................... _ 

Have you ever had gall bladder problems .................................................................... _ 
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