
Name: ____________________________ Date: ______________ 
REVIEW OF SYSTEMS: CHECK ANY THAT HAVE OCCURRED   
      WITHIN THE LAST SIX MONTHS 
 
CONSTITUTIONAL   MALE REPRODUCTIVE 
� FEVERS     � TESTICULAR LUMPS/PAIN/SWELLING 
� WEIGHT LOSS    � PROSTATE PROBLEMS 
� NIGHT SWEATS    � ELEVATED PSA TEST 
� FATIGUE     � IMPOTENCE / ERECTILE DYSFUNCTION 
� LIGHTHEADEDNESS         
  
EYES/ENT     FEMALE REPRODUCTIVE 
� GLASSES/CONTACTS   � LAST MENSTRUAL PERIOD___________ 
� VISUAL CHANGES    � MENSTRUAL PROBLEMS 
� HEARING AIDS    � POST-MENOPAUSAL BLEEDING 
� CHANGE IN HEARING   � PREGNANT 
� NASAL DISCHARGE OR BLEEDING � BREAST LUMP OR DIMPLING 
� MOUTH,THROAT, OR TONGUE PAIN � NIPPLE DISCHARGE 
� HOARSENESS OR VOICE CHANGE            � DATE OF LAST MAMMOGRAM________ 
� SWALLOWING PROBLEMS 
� DENTAL PROBLEMS   MUSCULOSKELETAL 
� DENTURES     � BACK PAIN OR INJURY 
� DATE OF LAST DENTAL APPT________ � ARTHRITIS 
      � FRACTURE OR SURGERY 
CARDIOVASCULAR   � JOINT PROBLEM 
� HIGH BLOOD PRESSURE   � MUSCULOSKELETAL PAIN 
� HIGH CHOLESTEROL   � GOUT 
� CHEST PAIN OR ANGINA  
� IRREGULAR HEART RHYTHM  SKIN 
� PALPITATIONS    � RASH 
� PRIOR HEART ATTACKS    � ITCHING  
� HEART SURGERY    � CHANGING MOLES 
� LEG SWELLING    � NON-HEALING AREAS 
� BLOOD CLOTS  
 
PULMONARY    NEUROLOGIC 
� ASTHMA     � NEUROLOGIC DISEASE OR INJURY 
� BRONCHITIS    � ARM OR LEG WEAKNESS 
� EMPHYSEMA    � HISTORY OF FALLS 
� SHORTNESS OF BREATH   � TREMORS / SEIZURES 
� PRODUCTIVE COUGH   � DECREASED SENSATION 
� PAIN WITH DEEP BREATH   � HEADACHES 
� BLOOD IN SPUTUM   � CONFUSION / MEMORY LOSS 
� TUBERCULOSIS OR (+) TB TEST  � LOSS OF CONSCIOUSNESS 
      � DIZZINESS OR VERTIGO 
 

PLEASE SEE OTHER SIDE 
 



 
GASTROINTESTINAL    PSYCHIATRIC 
� CONSTIPATION     � DEPRESSION 
� DIARRHEA      � ANXIETY 
� BLOOD IN STOOLS     � ON MEDICATION FOR  
� CHANGE IN STOOL SIZE     PSYCHIATRIC PROBLEM 
� STOOL INCONTINENCE 
� NAUSEA / VOMITING    ENDOCRINE 
� HEARTBURN / INDIGESTION   � DIABETES 
           � DIET CONTROLLED 
URINARY                                                � TAKE ORAL MEDICATION 
� URINARY INCONTINENCE       �  TAKE INSULIN 
� URINARY BURNING    � THYROID PROBLEM / GOITER 
� FREQUENT URINATION 
� BLOOD IN URINE     HEMATOLOGIC/LYMPHATIC 
� DISCHARGE / ITCHING    � SWOLLEN LYMPH 
NODES/GLANDS 
� URINARY INFECTIONS    � ANEMIA 
� KIDNEY PROBLEMS    � EASY BRUISING 
� STONES      � RECENT BLOOD TRANSFUSIONS 
� HERNIA 
       
 
 
♦♦HAVE YOU EVER HAD ANY RADIATION TREATMENT IN THE 
PAST♦♦ 
 

�   YES              WHEN____________________ 
               
                           WHERE___________________ 
 
                 WHAT AREA OF THE BODY__________________ 
 
�   NO 
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