Dr. Paul E. Hammerschlag, MD

650 First Avenue
New York, NY 10016
(212) 889-2600

REVIEW OF MEDICAL SYSTEMS

Complete the form online.
Then FAX or bring it to your
appointment.

Please answer the questions below to help us become informed about your general medical
history. CHECK each if you have had:

CENTRAL NERVOUS SYSTEM
Opersistent Headaches

OLoss of consciousness
[OHead Trauma

Ostroke

LlEpilepsy

[Jseizures, convulsions, fainting

CINumbness
OTremors |
Oincoordination
[Jsevere headaches
Oother

NOSE

[INasal discharge

[CINasal obstruction, nose bleed,
breathing problem

CNasal trauma/Fracture
[JSinus problems

Oother

OROPHARYNX
CIFrequent sore throats
OThroat pain

CPain with swallowing
OHoarseness
OTonsillitis

CDifficulty swallowing

RESPIRATORY
ClAllergies
ClAsthma

CIHay fever

L Tuberculosis
[ICoughing blood
COwheezing
LIDifficulty breathing

PSYCHIATRIC
CIDepression
ClAnxiety

Drug use/abuse
CJAlcohol use/abuse

Signature

NECK

CINeck stiffness
OThyroid problems
[INeck pain
CNeck masses

GASTROINTESTINAL
[Ostomach problems

Oulcers

CIReflux

LIEsophagitis

CJAbdominal pain

[1Jaundice Hepatitis A, B, or C
COBowel problems

[IBlood in stool Liver disease

EYES

[(visual changes
LlEye pain
CJEye discharge
LlEye injuries
[JRedness
Clother

EARS

LIDifficulty hearing
CEar pain

LlEar discharge
[IDizziness
Cvertigo

OTinnitus (Ringing, buzzing, etc)

CARDIOVASCULAR
[IChest pain

CJAnkle swelling
[IHeart murmurs
[JHeart problems
[IHigh blood pressure
[IHeart attacks

Date

©2010 Dr. Paul E. Hammerschlag, MD

EXTREMITIES
[Iweakness

[(Joint Pain

[Iwalking Problems
COMuscle pains/cramps
[IBack problems

FAMILY HISTORY
[IHearing loss
[OBleeding disorders
Clcancer

[IDiabetes

CIHeart disease
[OMigraine Headaches

SKIN

[ISores
[JrRashes
[IHives
Citching

[IColor changing
CJEasy bruising
[IEasy bleeding

IMMUNE SYSTEM
OArthritis
CJAutoimmune problems
OlVenereal disease
CISyphilis

OGonorrhea

CIHIV

OTuberculosis
CINeurofibromatosis
Ocancer

GENITOURINARY
[(IVoiding problems
CIBlood in urine
CIKidney infections
OIPainful urination
CUrinary tract infections
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Dr. Paul E. Hammerschlag, MD REVIEW OF MEDICAL SYSTEMS

To allow use to help you more effectively, please provide the following information:

Height Weight

What is the purpose of your visit?

Are you allergic to any medication? OYes [OONo If so, please list:

Are you currently taking any medication?  OYes [INo If so, please list:

Prior hospitalizations with dates (excluding surgery):

Prior surgical procedures with dates:

Signature Date
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