Patient Intake Form

The Kidney Group
REVIEW OF SYSTEMS

Patient Name': Date:

Please indicate symptoms that you have experienced in the last six months, or that have recurred
throughout your life.

GENERAL NOSE GASTROINTESTINAL ALLERGIC
O] Weight Change O sinusitis L poor Appetite Drug Allergy
Fever/Chills [ Bleeding [ Constipation/Diarrhea [ Asthma
Weakness s ] Discharge Indigestion/Heartburn E Eczema
O] Fatigue _ Obstruction Gas/Bloating Rhinitis
O sweating/Night Sweats O Postnaslall_t_)rip 1 Bowel Changes [ Hay fever
Fainting O Nasaﬁolyps [ Nausea/Vomiting L] Hives
O Dizziness MOUTH/THROAT E Hemorrhoids E Postnasal Drip
EI Forgetfulness o SO,;ES j Hernia E Itchy/Watery Nose & Eyes
Blood in Stool
SKIN O Bieeding Gums [? nee BLOOD/LYMPH
i Anal Discomfort ;
Itching E ] Teeth Anemia
[ ]] Rashes - i
- i [J Hoarseness GENITOURINARY S—
Bruises Easily _ o Bleeding Tendency
@ _ EI Difficulty Swallowing ] Painful Urination
Hives Pectirent ThESCHoHs ] Lymph Node Enlargement
LI Athlete's Foot EARS Low Back Pain [] Lymph Node Pain
Eczema/Psoriasis ] Loss of Bladder Control
L ge in Moles Blood in Urine O rainti
, 0 Earaches/Discharge Fainting
Scres that won't heal I
| Frequent/Urgent Conviicione
E. Loss of Hearing e o o
MUSCLES/JOINT/BONE L1l Nighttime Urination [ sensations
O Pain PULMONARY Impotence [OJ Gait/Coordination
] Arthritis E Shortness of Breath E Foamy Urine [ | Paralysis/Weakness
Swellin [0 wheezing 3 s Numbness/Tingling
g
Bursitis/Tendonitis Chronic Cough | I Syphillis Headache/Head Injury
Broken Bones 0 coughing Blood [J Herpes PSYCHOLOGICAL
[ Sprains/Strains L1 Sputum Gonorrhea [ Drug/Alcohol Abuse
L1 Spasms/Cramps CARDIOVASCULAR L] Chiamydia r— o
1 Jaw Pain/TMJ] High Blood Pressure Sexual/Physical Abuse ] Mood Disorder
Low Back, Hip, or Leg Pain Low Blood Pressure [] Sores/Discharge o Al Sleep Pans
E Neck, Shoulder, or Arm Pain E Irregular Heartbeat Impotence Anxiety/Depression
; [ | Phobias
[ calf Pain when walking al
Eating Di
EYES [ raipitations o
|| .
Glasses/Contacts 1] Chest Pain PLEASE LIST ANY OTHER SYMPTOMS HERE:
(Ll Blurry Vision Varicose Veins
O Eye Pain Edema
[ Double Vision - ENDOCRINE
1] Glaucoma Ll Diabetes
Cataracts Hypoglycemia
B Macular Degeneration 1l Goiter
Heat/Cold Intolerance

L] Excessive Thirst/Hunger



	PLEASE LIST ANY OTHER SYMPTOMS HERE: 
	Date: 
	Patient Name: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Group54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off


