
PATIENT:_____________________________________DOB:____________DATE:________ 
 

REVIEW OF SYSTEMS/SYMPTOMS 
 

PLEASE CHECK ANY AREAS OR SYMPTOMS YOU HAVE BEEN EXPERIENCING THAT CAUSED THE 
NEED FOR THIS OFFICE VISIT OR HAS BEEN A PROBLEM IN THE PAST 
 

CONSTITUTIONAL      GENITO URINARY 
 

□ No Problem_____         □ No Problem_____ 
 

     Fever_____            Blood in urine_____ 
 
 

     Chills_____            Difficulty urinating_____ 
 

     Night Sweats_____      MUSCULO SKETETAL 
 

          Weight Loss_____      □ No Problem_____ 
 

EYES             Weakness_____ 
 

□ No Problem_____                  Joint pain / swelling_____ 
 

     Vision changes_____     SKIN / BREAST 
 

     Light flashes_____      □ No Problem_____ 
 

     Discharge_____           Masses_____ 
 

EAR, NOSE, THROAT          Rash_____ 
 

□ No Problem_____         NEUROLOGICAL 
 

     Drainage_____      □ No Problem_____ 
 

     Hearing Loss_____           Pain_____ 
 

     Tinnitus_____               Headache_____ 
 

     Loss of Smell_____            Numbness_____ 
 

     Hoarseness_____            Dizziness_____ 
 

     Nasal Obstruction_____           Speech Problems_____ 
 

     Snoring_____        PSYCHIATRIC 
 

CARDIOVASCULAR      □ No Problem_____ 
 

□ No Problem_____                   Depression_____ 
 

     Chest Pain_____      ENDOCRINE 
 

     Irregular Heart Beat_____     □ No Problem_____ 
 

RESPIRATORY                     Tired_____ 
 

□ No Problem_____                    Nervous_____ 
 

     Shortness of breath_____     HEMATOLOGIC / LYMPHATIC 
 

     Cough_____       □ No Problem_____  
 

     Wheezing_____                Bleed / Bruise easily_____ 
 

GASTROINTESTINAL          Swollen glands_____ 
 

□ No Problem_____          ALLERGIC / IMMUNOLOGIC 
 

     Trouble swallowing_____     □ No Problem_____     
 

     Nausea / Vomiting_____          Frequent infections_____ 
 

     Bowel habit change_____               Watery eyes_____ 
 

    Stomach Pain_____           Runny nose_____ 
 
The information provided is complete and accurate to the best of my ability. 
  

X_______________________________________  _________________________________  ______________________________ 

      Signature     Relationship to patient          Physician Signature 
(only patient age 18+, parent or legal guardian may sign) 
 
2/2012 


