
 
 

REVIEW OF SYSTEMS 
 
Patient Name (Please print): ______________________________ DOB:___________________ 
 
Check the problem if you are currently experiencing any of the following: 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

Eyes/Ears/Nose/Mouth 
Vision changes, Blurry vision 
Double Vision 
Eye Disease or Injury 
Eye Pain/Discharge 
Glaucoma 
Itchy Eyes 
Impaired Hearing 
Ear Disease 
Ear Infections 
Ears ringing 
Hearing problems 
Chronic Sinus Trouble 
Itchy Nose 
Nose bleeds 
Postnasal drip 
Sinusitis 
Sneezing or Runny Nose 
Gum Bleeding 
Hoarseness 
Loss of Taste 
Mononucleosis 
Sore Throat 
Sores 
None 

Skin 
Abnormal Pigmentation  
Boils 
Brittle Nails 
Dry Skin 
Eczema 
Frequent infections 
Hair/Nail changes 
Hives 
Itching 
Jaundice 
Psoriasis 
Rash  
Skin Disease   
None 

 

Respiratory 
Lung Troubles 
Asthma or Wheezing 
Bronchitis 
Chronic or Frequent Cough 
Difficulty Breathing 
Pleurisy or Pneumonia 
Spitting up Blood 
URI (Cold) Now 
None 

Cardiovascular  
Awakening in the night smothering 
Chest Pain or Angina   
Congestive Heart Failure 
Rheumatic Fever 
Cyanosis (blue skin) 
Difficulty walking two blocks 
Edema/Swelling of Hands, Feet or Ankles 
Heart Attacks 
Heart Murmur 
Heart Trouble 
High Blood Pressure 
Irregular Heartbeat 
Pain in legs on walking 
Palpitations 
Poor Circulation  
Shortness of Breath 
Varicose Veins/Phlebitis  
None 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reviewed by: ______________________________ Date:________________________________ 

Gastrointestinal   
Cramping or pain in the Abdomen 
Gas/Bloating 
Appetite Changes 
Recent change in Bowel habits 
Black Stools 
Bleeding with Bowel Movements 
Blood in Vomit 
Crohn’s Disease/Colitis 
Difficulty Swallowing 
Heartburn or Indigestion 
Diverticulosis 
Frequent Diarrhea 
Gallbladder Disease 
Hemorrhoids 
Liver Troubles 
Hernia 
Nausea/Vomiting 
Painful Bowel Movements 
Peptic Ulcer (Stomach or Duodenal) 
None 

Genitourinary    
Blood in Urine    
Burning or painful Urination   
Kidney disease    
Decrease in force/flow   
Frequent Urination 
Incontinence 
Kidney Stones 
Night time Urinating 
Prostate Problems 
None 

 

Hematologic     
Anemia  
Abnormal Bruising or Bleeding 
Blood Disease 
Excessive Bleeding after tooth extraction 
Phlebitis 
Slow to heal 
None 

 

Endocrine 
Heat/Cold Sensitive 
Changes in hat or glove size 
Fatigue Sweating/Night Sweats 
Goiter 
Thyroid Disease 
Diabetes 
Obesity 
Osteoporosis 
Weight Gain/Loss 
None 

Neurological 
Convulsions/Seizures 
Dizziness 
Fainting Spells 
Gait/Coordination 
Headaches/Migraines 
Weakness/Paralysis 
Numbness/Tingling 
Memory loss 
Headache/Migraines 
Stroke 
Trauma 
Tremor/Hand Shaking 
None 

 
Musculoskeletal 

Arthritis/Rheumatism  
Back Pain (recurrent)  
Bone Fracture  
Foot Pain 
Gout 
Joint Injury 
Foot Pain 
None 

Any Cancer? 
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