
Please give us correct notice or a charge for your appointment will be applied to your 
credit card.









Symptom Review 
 
Instructions: Please indicate the frequency that you experience by circling the following 
symptoms; 1 for never, 2 for rarely, 3 for sometimes, 4 for often, and 5 for constant. Every 
Symptom needs to have a number circled. When appropriate, add date (e.g. heart attack '98; 
pregnancy '75, '80).  

 
GENERAL  1 2 3 

  
4 5 Discharge   1 2 3 4 5 Stroke   

1 2 3 4 5  

 

 

 
 

Fatigue  1 2 3 
  

4 5 Ringing   1 2 3 4 5 Heart attack   
1 2 3 4 5 

  
Fever  1 2 3 

  
4 5 Loss of smell   1 2 3 4 5 Varicose veins   

1 2 3 4 5  
  
Depression  1 2 3 

  
4 5 Nasal drainage   1 2 3 4 5 Irregular heart 

b   
 

1 2 3 4 5  
  
Anxiety  1 2 3 

  
4 5 Frequent colds   1 2 3 4 5 Hardening of the 

i   
 

1 2 3 4 5  
  
Agitation  1 2 3 

  
4 5 Sinus trouble   1 2 3 4 5 Bruise easily   

1 2 3 4 5  
  
Weight loss  1 2 3 

  
4 5 Congestion   1 2 3 4 5 Bleed easily   

1 2 3 4 5  
  
Weight gain  1 2 3 

  
4 5 Bleeding   1 2 3 4 5 Cold limbs   

1 2 3 4 5  
  
Fainting  1 2 3 

  
4 5 Gum problems   1 2 3 4 5 Other   

1 2 3 4 5 

  
Anemia  1 2 3 

  
4 5 Teeth problems   1 2 3 4 5   

1 2 3 4 5 

  
Headaches'  1 2 3 

  
4 5 Tongue problems      GASTROINTESTINAL   

1 2 3 4 5  
  
Dizziness  1 2 3 

  
4 5 Lip problems  1 2 3 4 5   

 

 

 
 

 Thirst  
1 2 3 4 5  

  
Memory loss  1 2 3 

  
4 5 Jaw problems  1 2 3 4 5    Irregular appetite   

1 2 3 4 5  
  
Forgetfulness  1 2 3 

  
4 5 Unusual tastes  1 2 3 4 5    Acid food upset   

1 2 3 4 5  
  
Confusion  1 2 3 

  
4 5 Difficulty in swallowing  1 2 3 4 5    Digestive pain   

1 2 3 4 5  
  
Eating disorder  1 2 3 

  
4 5 Loss of taste  1 2 3 4 5    Nausea   

1 2 3 4 5  
  
Low energy level  1 2 3 

  
4 5 Enlarged thyroid  1 2 3 4 5    Diarrhea   

1 2 3 4 5  
  
High energy level  1 2 3 

  
4 5 Enlarged glands  1 2 3 4 5    Constipation   

1 2 3 4 5 
  
Compulsive behavior  1 2 3 

  
4 5 Sore throat  1 2 3 4 5    Hemorrhoids   

1 2 3 4 5  
  
Tourette' s Syndrome  1 2 3 

  
4 5 Hoarseness  1 2 3 4 5    Colon problems   

1 2 3 4 5  
  
Phobias  1 2 3 

  
4 5 Difficulty in swallowing  1 2 3 4 5    Gas   

1 2 3 4 5  
  
Addiction  1 2 3  4 5 Other  1 2 3 4 5    Vomiting   

1 2 3 4 5  
  
Other     1 2 3 4 5     Vomiting blood   

   RESPIRATION  1 2 3 4 5    Black stool   
EYES EARS NOSE THROAT  1 2 3 

  
4 5 Asthma  1 2 3 4 5    Blood in stool   

1 2 3 4 5 1
 

 

 

 
 

Failing vision  1 2 3 
  

4 5 Wheezing  1 2 3 4 5    Intestinal parasites   
1 2 3 4 5 Metallic taste  1 2 3 

  
4 5 Pain    1 2 3 4 5 Liver problems   

1 2 3 4 5 4
 

 

Inflammation  1 2 3 
  

4 5 Cough  1 2 3 4 5   Jaundice   
1 2 3 4 5  

  
Eye strain  1 2 3 

  
4 5 Phlegm  1 2 3 4 5    

1 2 3 4 5 
  
Blurred vision  1 2 3 

  
4 5 Other  1 2 3 4 5 Irritable bowel   

1 2 3 4 5  
  
Eyelid problem       1 2 3 4 5  Other   

1 2 3 4 5 Excessive blin1ing  CARDIOVASCULAR      
1 2 3 4 5 

  
Pain  1 2 3 

  
4 5 Palpitations    MUSCLE AND JOINT   

1 2 3 4 5  
  
Glaucoma  1 2 3 

  
4 5 High blood pressure   1 2 3 4 5 Stiff neck   

1 2 3 4 5 

  
Hearing loss  1 2 3 

  
4 5 Tightness in chest    1 2 3 4 5 

  
Backache   

1 2 3 4 5 

  
Sensitivity to noise  1 2 3 

  
4 5 Low blood pressure    1 2 3 4 5  Painful tail bone   

1 2 3 4 5   Earaches  1 2 3  4 5 Difficulty lying flat   1 2 3 4 5 Foot pain   
 

Gall Bladder problems 



1 2 3 4 5 Hernia  
1 2 3 4 5 Spinal curvature  
1 2 3 4 5 Swollen joints  
1 2 3 4 5 Stiff joints  
1 2 3 4 5 Arthritis  
1 2 3 4 5 Sore muscles  
1 2 3 4 5 Muscle  weakness  
1 2 3 4 5 Sciatica  
1 2 3 4 5 Difficulty walking  
1 2 3 4 5 Foot problems  
1 2 3 4 5 Other ________ 
 
URINATION  
1 2 3 4 5 Frequent  
1 2 3 4 5 Difficult  
1 2 3 4 5 Painful  
1 2 3 4 5 Nighttime  
1 2 3 4 5 Bleeding  
1 2 3 4 5 Bed wetting  
1 2 3 4 5 Inability to control 
urination  
1 2 3 4 5 Urine with foul odor  
1 2 3 4 5 Discolored urine  
1 2 3 4 5 Other  _____________  
 
SKIN  
1 2 3 4 5Eruptions  
1 2 3 4 5 Acne  
1 2 3 4 5 Dry skin  
1 2 3 4 5 Clammy skin  
1 2 3 4 5 Rashes  
1 2 3 4 5 Dryness  
1 2 3 4 5 Moles or lumps that 
change  
1 2 3 4 5 Sweating  
1 2 3 4 5 Night sweat  
1 2 3 4 5 White spots under 
nails  
1 2 3 4 5 Other  _____________  

 

Neurological 
1 2 3 4 5 Nervousness  
1 2 3 4 5 Tremors 
 1 2 3 4 5 Convulsions   
1 2 3 4 5 Numb or tingling in 

limbs  
1 2 3 4 5 Poor coordination 
1 2 3 4 5 Nerve pain/neuralgia 
1 2 3 4 5 Restless leg  
1 2 3 4 5 Other____ 
 

FEMALE  
1 2 3 4 5 Painful menstrual 
periods  
1 2 3 4 5 Early menses  
1 2 3 4 5 Delayed menses  
1 2 3 4 5 Abnormal bleeding   
1 2 3 4 5 Menopause  
1 2 3 4 5 Hot flashes  
1 2 3 4 5 Night sweats  
1 2 3 4 5 Irregular menstrual 
cycle  
1 2 3 4 5 Miscarriage  
1 2 3 4 5 Vaginal 
 discharge  
1 2 3 4 5 Vaginal pain  
1 2 3 4 5 painful intercourse  
1 2 3 4 5 Breast pain  
1 2 3 4 5 Lumps in breast  
1 2 3 4 5 Breast discharge  
1 2 3 4 5 Reduced sexual 
 energy  
1 2 3 4 5  Pregnancy  
1 2 3 4 5 Complications in 
 pregnancy  
1 2 3 4 5 Yeast infections  
1 2 3 4 5 Ovarian cysts 
 1 2 3 4 5 Other  ____________   

 

MALE  
1 2 3 4 5 Prostate problems  
 1 2 3 4 5 Genital discomfort  
1 2 3 4 5 Reduced sexual 
energy  
1 2 3 4 5 Premature ejaculation  
1 2 3 4 5 Seminal emission  
 1 2 3 4 5 Impotence  
1 2 3 4 5 Discharge  
 
SLEEP  
1 2 3 4 5  Insomnia  
1 2 3 4 5 Drowsiness  
1 2 3 4 5 Dreaming  
1 2 3 4 5 Disrupted  
1 2 3 4 5 Other _____ 
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