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VISION IMPAIRMENT EYE PAIN

SINUS PROBLEMS HAY FEVER

DENTAL PROBLEMS HEAD INJURIES

NOSEBLEEDS RED EYES

SORES IN MOUTH EARACHES

DRAINAGE FROM EARS PAIN IN NECK

RETINAL DISEASE

STROKES SEIZURES HEADACHES

TINGLING SPINNING LIGHT HEADED ANXIETY

EXCESSIVE SWEATS PARALYSIS SUICIDAL THOUGHTS PSYCHIATRIC ILLNESS
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PAIN WITH BREATH

EDEMA
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KIDNEY STONES
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BLOOD IN URINE
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HEART ATTACK HIGH BLOOD PRESSURE

RHEUMATIC FEVER

CHF
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DIZZINESS
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CRUTCHES
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ALCOHOL

TOBACCO

LOSS OF SEXUAL INTEREST

BUMPS OR SWELLING IN GROIN OR GENITAL AREA HISTORY SEXUALLY TRANSMITTED DISEASE
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PEDIATRIC
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HIGH RISK FOR HIV/AIDS
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