Carlos Trillo, MD



Patient Name: ___________________________________




 DOB: ___________________________________

                 List of Medications: ______________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication Allergies: ⁭ No Known Drug Allergies______________________________                                                                

________________________________________________________________________________________________________________________________________________

	Family History (Please check all that apply):      ⁭ Breast Cancer
    ⁭ Colon Cancer

                                                                               ⁭ Other:



	Social History (Please check all that apply) :       ⁭ Smoking               ⁭ Alcohol

                                                                               ⁭ Other:


	                  Review of Systems (Please check all that apply):

              General:   ⁭ Fever            ⁭ Chills             ⁭ Weight Gain/Loss

                   Eyes:   ⁭ Lost or Blurred Vision                                 Ears:  ⁭ Hearing Loss

                  Neck:   ⁭ Difficulty Swallowing                               Breast:  ⁭ Discharge or Lump                                    
       Respiratory:   ⁭ Shortness of Breath                 ⁭ Cough
 Cardiovascular:   ⁭ Angina          ⁭ Syncope

Gastrointestinal:   ⁭ Nausea          ⁭ Vomiting        ⁭ Diarrhea       ⁭ Bleeding

                   Skin:   ⁭ Rash

               HEME:   ⁭ Bleeding disorder                     ⁭  Anemia
               ENDO:    ⁭ Heat or Cold Intolerance

                Neuro:    ⁭ Seizures     ⁭ Deficits

                     GU:    ⁭ Bloody or  ⁭ Difficult Urination


                  Patient Signature: ___________________________________________

                                      Date: _______________________________________

Physician’s Signature: __________________________________________________
