
Orange County Radiation Oncology
2565 US Route 9W, Cornwall, NY 12518

Name_______________________________________________Age______ DOB:_________________ Date____________

Referring Physician______________________________________________ Area to treat___________________________

SYMPTOMS : CHECK SYMPTOMS YOU CURRENTLY HAVE OR HAVE HAD IN THE PAST YEAR
GENERAL Pain in Urination Varicose veins Sores that won’t heal
Chills GASTROINTESTINAL HEAD & NECK MEN ONLY
Depression Appetite Poor Bleeding gums Breast lump
Fainting Bloating Blurred Vision Erection difficulties
Fever Bowel Changes Crossed Eyes Lump in Testicles
Forgetfulness Constipation Difficulty swallowing Penis Discharge
Headache Diarrhea Double Vision Sore on penis
Loss of Sleep Excessive Thirst Earache Other
Loss of Weight Gas Ear Discharge WOMEN ONLY
Nervousness Heartburn Hay Fever Abnormal PAP Smear
Numbness Indigestion Hoarseness Bleeding between Periods
Sweats Hemorrhoids Loss of hearing Breast Lump
MUSCLE/JOINT/BONE Nausea Nosebleeds Menstrual pain-extreme
Arms Rectal bleeding Persistent cough Hot Flashes
Back Stomach pain Ringing in the ears Nipple Discharge
Feet Vomiting Sinus problems Painful intercourse
Hands Vomiting blood Vision – Flashes Vaginal discharge
Hips CARDIOVASCULAR Vision – Halos Other
Legs Chest pain SKIN Are you Pregnant?
Neck High blood pressure Bruise easily Number of  Children
Shoulders Irregular heart beat Hives Date of last period
GENITOURINARY Low blood pressure Itching
Blood in Urine Poor circulation Changes in moles Date of Last PAP
Frequent Urination Rapid heart beat Rash
Lack of bladder control Swelling of ankles Scars Mammo in last year?

CONDITIONS: CHECK CONDITIONS YOU HAVE OR HAD IN THE PAST
AIDS Chemical dependency Herpes Polio
Alcoholism Chicken pox Hypertension Prostate Problems
Anemia Diabetes High cholesterol Psychiatric care
Anorexia Emphysema Kidney disease Rheumatic fever
Angina Epilepsy Liver disease Scarlet fever
Arthritis Gallstone disease Measles Stroke
Arrhythmia Glaucoma Migraine headaches Suicidal attempts
Asthma Goiter Miscarriage Thyroid problems
Bleeding disorders Gonorrhea Multiple Sclerosis Tonsillitis
Breast lump Gout Mononucleosis Tuberculosis
Bronchitis Heart attack Mumps Typhoid fever
Bulimia Heart failure Pacemaker Ulcers
Cancer Hepatitis Pancreatitis Vaginal infections
Cataracts Hernia Pneumonia Venereal disease

HISTORY OF SURGICAL OPERATIONS
DATE HOSPITAL NAME / TYPE OF SURGERY

PLEASE CONTINUE ON OTHER SIDE  Ι Ι Ι



FAMILY HISTORY: All information is strictly confidential.

Fill in health information about your family.                                              Check if your blood relatives had any of the following

Relation Age Health Cause of Death Disease Relation to you
Father Arthritis, Gout
Mother Asthma, Hay Fever
Sister Cancer

Diabetes
Heart Disease, Stroke

Brother High Blood Pressure
Kidney Disease
Tuberculosis
Other

ALLERGIES:_________________________________________________________________________

HAVE YOU EVER HAD A BLOOD TRANSFUSION?_______________________________________

LIST OF MEDICATIONS YOU ARE CURRENTLY TAKING
Medication Name Dose Medication Name Dose

PREGNANCY HISTORY
YEAR SEX COMPLICATIONS IF ANY

HEALTH HABITS          FREQUENCY                                  OCCUPATIONAL CONCERNS (PLEASE CK)

Caffeine Stress
Tobacco Hazardous substances
Drugs Heavy Lifting
Alcohol Others

PHYSICIAN INFORMATION RELATING TO YOUR MEDICAL CARE
NAME ADDRESS PHONE SPECIALTY
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