Review of Systems

Patient Name: Date:

Have you had trouble with any of the following, presently or in the past?

Cardiovascular: O Never Respiratory: O Never Immunologic: O Never
Present Past Present Past Present Past

Poor Circulation O O Shortness of Breath a a Hives T o o

High Blood Pressure O O Emphysema o - Immune Disorder | m|

Aortic Aneurysm m} m} Frequent Colds g o HIV/AIDS m| o

Heart Disease O 0O Cough/Wheezing o o Cortisone Use O O

Vascular Disease o O Other: o o Other: m| m|

Heart Attack O a

Stroke O o Ears/Nose/Throat: 0O Never

Chest Pain O O Present Past G i i :

; Present Past astrointestinal: O Never
High Cholesterol O a Dizziness O o Present Past
Pace Maker o o Hearing Loss oo Abdominal Pain O O
Iregular Heartbeat =~ O O Sinus Infection o o Gallbladder Problems O O
Swellllng of Legs/ Ankles O m| Nosebleed O O Bowel Problems 0 -
Other: o o Frequent Sore Throat O O L

Difficulty Swallowi O O Constipation a a

Olthlcu' y swallowing 0 0 Liver Problems O O

. . ) er. Ulcers o o
Genitourinary: O Never Diarrhea O O
Kidnev Di Pre;?jnt ? Eyes: O Never Nausea/Vomiting o o

idney Lisease Present Past Bloody Stools o O
Lower Side Pain o o Visual Changes m| o Poor Appetite m| o
Burning Urination - o Glaucoma O O Other: O O
Frequent Urination O O Double Vision O O '
ﬁ!ggg;nsg;]le g g Blurred Vision O O
Other o o Other: o o Musculoskeletal: 0 Never

Skin: aN Present Past

Hematologic O Never = ever Back Pain o o
Present Past Neck Pain a a

Present Past Skin Disease a O Arthritis a a

Cancer o o Skin Sores o O Joint Stiffness O O
Blood .C.:IOtS - - Itching/ burning O O Muscle Weakness O O
Hepatitis o O Eczema o o Osteoporosis o o
Easy Bruising o o Psoriasis ] m| Broken Bones O O
Easy Bleeqllng O a Rashes o O Gout | |
Fevers/Chills/Sweats 0O a Shingles o O ™J | ]
Other: O o Other: m] m] Other: m] m]

Endocrine: O Never
Present Past

Thyroid Disease a a
Diabetes a O
Menopause O O
Menstrual Problem O a
Other: O a
Psychological: I Never
Present Past
Depression a O
Anxiety Disorder a O
Unusual Stress O O
Other: ] O
Constitutional: O Never
Present Past
Weight Loss/ Gain O a
Fatigue O a
Difficulty Sleeping a a
Decreased Appetite a a
Other: (m| (m|
Neurological: 0 Never
Present Past
Headaches (m| (m|
Numbness (m| (m|
Pinched Nerves (m| |
Seizures ] a
Memory Problems O O
Tremors m| a
Spinning/Balance a a
Head Injury a a
Parkinson’s Disease (m| (m|
Carpal Tunnel a a
Brain Aneurysm a a
Other: ] O



