






























FOLLOW-UP PATIENT SURVEY 
 NAME: ____________________________________ 

 
 DATE:_____________________________________ 

CARLOS J. ROZAS, M.D. 

 SLEEP 

DAYTIME FATIGUE EXCESSIVE DAYTIME SLEEPINESS STOPPAGE OF BREATHING  SNORING  

BEING TOLD IRREGULAR BREATHING DURING SLEEP         RESTLESS LEGS SYMPTOMS          INSOMNIA  

 GENERAL/CONSTITUTIONAL 

CHILLS       FEVER         NIGHTTIME SWEATS                 WEIGHT LOSS  

 EYES 

GLAUCOMA      BLURRED VISION DIMINISHED VISION DISCHARGE PAIN   

 EARS, NOSE, THROAT 

NASAL CONGESTION     POST NASAL DRIP   SNEEZING    PERSISTENT HOARSENESS   DECREASED HEARING   DIFFICULTY SWALLOWING  

DRY MOUTH     EAR PAIN     NOSEBLEEDS   RINGING IN EARS    SINUS PAIN      SORE THROAT  

 ENDOCRINE 

COLD INTOLERANCE EXCESSIVE SWEATING EXCESSIVE THIRST  

 RESPIRATORY 

COUGH     PAIN WITH INSPIRATION       SHORTNESS OF BREATH AT REST   SHORTNESS OF BREATH WITH EXERCISE  

SPUTUM PRODUCTION WHEEZING 

 CARDIOVASCULAR 

CHEST PAIN AT REST CHEST PAIN WITH EXERCISE DIFFICULTY LYING FLAT FLUID ACCUMULATION IN LEGS  

IRREGULAR HEARTBEAT SHORTNESS OF BREATH WHEN LYING FLAT PALPITATIONS   

 GASTROINTESTINAL  

ABDOMINAL PAIN BLOOD IN STOOL     CONSTIPATION   DIARRHEA     DIFFICULTY SWALLOWING      HEARTBURN 

NAUSEA VOMITING  

 GENITOURINARY 

BLOOD IN URINE DIFFICULTY URINATING FREQUENT URINATION  PAIN/DISCOMFORT WHEN URINATING     

URINE INCONTINENCE 

 MUSCULOSKELETAL 

GOUT  BACK PAIN  JOINT STIFFNESS         MUSCLE ACHES    PAINFUL JOINTS 

  



FOLLOW-UP PATIENT SURVEY 
 NAME: ____________________________________ 

 
 DATE:_____________________________________ 

CARLOS J. ROZAS, M.D. 
 

 SKIN 

DISCOLORATION   ECZEMA         ITCHING RASH SKIN CANCER   

 NEUROLOGIC 

MIGRAINE HEADACHES  STROKE   BALANCE DIFFICULTY DIFFICULTY SPEAKING DIZZINES   DIFFICULTY WITH YOUR GAIT     
HEADACHES       MEMORY LOSS    SEIZURES/EPILEPSY TINGLING/NUMBNESS TREMOR 

 PSYCHIATRIC 

ANXIETY  DEPRESSED MOOD DIFFICULTY SLEEPING 

  

DO YOU SMOKE?      YES          NO 

HAVE YOU HAD THE FLU VACCINE?   YES       NO     IF YES, WHEN? 

HAVE YOU HAD THE PNEUMONIA VACCINE?     YES      NO     IF YES, WHEN? 

HAVE YOU HAD THE COVID-19 VACCINE?   YES         NO         IF YES, WHEN?  

HAVE YOU TESTED POSITIVE FOR COVID-19?    YES         NO       IF YES, WHEN? 
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