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SANDEEP A. SONI, M.D.




                                                              15644 POMERADO ROAD SUITE 202                    

BOARD CERTIFIED IN INFECTIOUS DISEASE                                                                                                                           POWAY, CA. 92064

REVIEW OF SYSTEMS

Patient Name: ________________________________________________________   Date of Birth: ___________________________
Height: ______________ Weight: _______________ 
Live Alone:  Yes □   No □    
Emergency Contact: _________________________________ Home Phone: ____________________ Cell: _____________________

Primary Physician: ___________________________________________ Pharmacy: _______________________________________
Why are you here today? _______________________________________________________________________________________

Health History Questionnaire

	CONSTITUTIONAL SYMPTOMS:
	No
	Yes
	Change in bowel movements
	No
	Yes
	HEMATOLOGICAL:
	No
	Yes

	Recent weight change
	
	
	Nausea or vomiting
	
	
	Slow to heal after cuts
	
	

	Fever
	
	
	Frequent diarrhea
	
	
	Bleeding or bruising tendency
	
	

	Fatigue
	
	
	GENITOURINARY:
	
	
	Anemia
	
	

	Headaches
	
	
	Frequent urination
	
	
	Past blood transfusion
	
	

	EYES/EARS:
	
	
	Burning or painful urination
	
	
	Enlarged glands
	
	

	Wears glasses/contact lenses
	
	
	Blood in urine
	
	
	PSYCHIATRIC:
	
	

	Blurred or double vision
	
	
	Change force or strain urinating
	
	
	Memory loss of confusion
	
	

	CARDIOVASCULAR:
	
	
	Incontinence or dribbling
	
	
	Nervousness
	
	

	Chest pain or Angina Pectoris
	
	
	Kidney stones
	
	
	Depression
	
	

	Palpitations
	
	
	Sexual difficulty
	
	
	Insomnia
	
	

	Shortness of breath while laying flat
	
	
	Male – testicle pain
	
	
	ENDOCRINE:
	
	

	Swelling of feet, ankles, or head
	
	
	MUSCULOSKELETAL:
	
	
	Thyroid disease
	
	

	RESPIRATORY:
	
	
	Joint stiffness or swelling
	
	
	Diabetes mellitus
	
	

	Chronic or frequent coughs
	
	
	Weakness of muscles or joints
	
	
	ADDITIONAL:
	
	

	Spitting up blood
	
	
	Muscle pain
	
	
	Do you smoke? 

Quit date: _____________
	
	

	Shortness of breath
	
	
	INTEGUMENTARY:
	
	
	Do you drink?

# drinks per week: ______
	
	

	Asthma or wheezing
	
	
	Rash or itching
	
	
	Do you use any non-prescribed drugs?

Please list: ________________
	
	

	GASTROINTESTINAL:
	
	
	Change in skin color
	
	
	Are you Pregnant?
	
	

	Loss of appetite
	
	
	Change in hair or nails
	
	
	
	
	


Past Medical History: ________________________________________________________________________________________

____________________________________________________________________________________________________________

 Surgical History: ____________________________________________________________________________________________
____________________________________________________________________________________________________________
Tell us about your general health: MRSA □ YES   □ NO
    VRE □ YES   □ NO
   C-DIFF □ YES   □ NO 
_______________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Have you traveled outside of California in the last year? If so, please tell us where: _____________________________________
____________________________________________________________________________________________________________
Have you lived outside of California for more than 6 months at any time in your life (including military)? If so, please tell us where: _____________________________________________________________________________________________________

Physician: ________________________________________________ Date: ___________________________________  
