Review of Systems

Please review each of the following and check all that apply to you. If you are not suffering from any of the listed items, check the "NONE" box.

Constitutional:

|:| Fatigue
|:| Fever
[ chits
|:| Malaise

|:| Body Aches
|:| Night Sweats
|:|Weight Loss
[ ]weight Gain
|:| Loss of Appetite

[ |NoNE

Eyes:

|:| Discharge from Eye

|:| Double Vision

|:| Blurred Vision

|:|Wear Glasses / Contacts

[ |NoNE

Head, Ears, Nose, Throat:
|:| Headaches

|:|Vertigo

|:| Recent Head Injury

|:| Decreased Hearing

|:| Discharge from Ear

|:| Hoarseness

|:|Ora| Ulcers

[ |NoNE

Breast:

|:|Lumps

|:|Tenderness

DSWeIIing
|:| Nipple Discharge
|:|Abnormal Chg in Breast Size

[ |NoNE

Patient Signature:

Cardiovascular:

|:|Chest Pain

|:| Irregular Heart Beats
|:|Rapid Heart Rate
|:|Shortness of Breath

|:| Lower Extremity Swelling

|:|Shortness of Breath with Activity

|:| Fainting Spells
|:|Pain in Legs with Exercise
|:|Varicose Veins

[ ]NoNE

Respiratory:
|:|Wheezing
|:|Coughing
|:|Spitting up Blood

[ |NoNE

Gastrointestinal:

|:| Nausea
|:|Vomiting

|:| Diarrhea
|:|Constipation
|:| Loss of Appetite
|:| Heartburn

|:| Reflux

[ ]Abdominal Pain
|:| Blood in Stools

|:| Hemorrhoids

|:| Excessive Flatulence
|:|Trouble/PainfuI Swallowing
|:| Laxative Use

|:| Leak Stool

[ ]NONE

Genitourinary

|:|Urgency

|:| Frequency

|:| Nocturia

|:| Incontinence
|:|Genital Sores

|:| Irregular Menses
|:|Vagina| Discharge

[ pifficutty Voiding

|:| Heavy Menstrual Cycle
|:|B|ood in Urine

|:|Frequent Urinary Tract Infections

|:|Pain with Sex

|:| Menstrual Cramps

|:|Pain with Urination

|:| Incomplete Bladder Emptying
|:|Decreased Sex Drive

|:|Vaginal Bulging

Integument (Skin)

|:| Rash

|:| Itching

|:| Pigmentation Changes
|:|Skin Dryness

|:| Hair Growth Change

|:|Nail Changes

|:|New Skin Lesions

|:|Chg to Existing Lesions/Moles

|:|NONE

Neurologic:

|:| Muscular Weakness
|:|Ting|ing or Numbness
[ ]Memory Difficulties
|:|Speech Difficulties

|:|Seizures
|:|Tremors

|:| Loss of Balance

[ ]NONE

Musculoskeletal:
|:|Joint Pain

|:|Joint Swelling

|:| Muscle Pain

|:| Limitation of Motion
|:| Muscular Weakness
|:| Muscle Cramps

|:| Back Pain

[ ]NoNE

Endocrine:
|:|Co|d Intolerance
|:| Heat Intolerance
[ ]weight Gain
|:|Weight Loss
|:| Hot Flashes

[ ]NoNE

Psychiatric:

|:|Anxiety
|:| Depression
|:| Feeling Confused

[ ifficutty Sleeping

[ ]NoNE

Heme-Lymph:
|:| Easy Bleeding
|:| Easy Bruising

Lymph node
enlargement or tenderness

[ ]NONE

Allergic-lmmunologic:
|:|Sinus Allergy Symptoms
|:| Frequent lliness

[ ]skin Allergies

[ ]NONE

Date:




