MEDICAL SYMPTOMS CHECKLIST

Have you had any of the following in the past week: 
(If you check yes, state number of days and severity).

	_____Back pain    
_____Foot or hand pain

_____Neck pain 

_____Genital pain

_____Headaches

_____Chest pain

_____Deep muscle pain (in Limbs)
_____Jaw pain 
_____Numbness

_____Bruising

_____Flushing

_____Swelling

_____Acne or Rosacea
_____Hives

_____Skin Discoloration 

_____Warts/eczema
_____Fever
_____Night Sweats 

_____ Cold/Flu Symptoms
_____Constipation

_____Diarrhea

_____Flatulence

_____Cramping
_____Bloating 
_____Difficulty Swallowing

_____Sore throat
_____Dry mouth (cotton mouth)
_____Heartburn/GERD

_____Nausea/vomiting 
_____Daytime Fatigue / Sleepiness
_____Insomnia 
_____Malaise
_____Dizziness

_____Double vision

_____Eye strain

_____Fainting spells

_____Heart palpitations

_____Shortness of breath

_____Persistent cough
_____Wheezing
_____Vaginal infections
_____Urinary Tract Infections

_____Frequent Urination 

_____Menstrual pain

_____Memory problems

_____Concentration problems

_____ Increase/Decrease in appetite 

_____ Weight gain ( > 5lbs)

_____ Weight loss ( > 5lbs)

_____Ringing in the ears

_____Toothaches

_____Other
	# of Days
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