Name:

Date:

REVIEW OF SYSTEMS: CHECK ANY THAT HAVE OCCURRED
WITHIN THE_LAST SIXMONTHS

CONSTITUTIONAL
[IFEVERS
[_IWEIGHT LOSS
LINIGHT SWEATS
LIFATIGUE
[JLIGHTHEADEDNESS

EYES/ENT
[ IGLASSES/CONTACTS
[CIVISUAL CHANGES
[ JHEARING AIDS
[_ICHANGE IN HEARING
[INASAL DISCHARGE OR BLEEDING
[CIMOUTH,THROAT, OR TONGUE PAIN
[CJHOARSENESS OR VOICE CHANGE
[CISWALLOWING PROBLEMS
[ IDENTAL PROBLEMS
[ IDENTURES

[ IDATE OF LAST DENTAL APPT

CARDIOVASCULAR
[CJHIGH BLOOD PRESSURE
[CJHIGH CHOLESTEROL
[_JCHEST PAIN OR ANGINA
[ JIRREGULAR HEART RHYTHM
CIPALPITATIONS
[IPRIOR HEART ATTACKS
[JHEART SURGERY
[JLEG SWELLING
[ JBLOOD CLOTS

PULMONARY
[ IASTHMA
[ IBRONCHITIS
[ JEMPHYSEMA
[CJSHORTNESS OF BREATH
[CJPRODUCTIVE COUGH
[ JPAIN WITH DEEP BREATH
[ IBLOOD IN SPUTUM
[CJTUBERCULOSIS OR (+) TB TEST

MALE REPRODUCTIVE
[_ITESTICULAR LUMPS/PAIN/SWELLING
[ PROSTATE PROBLEMS
[ ELEVATED PSA TEST
[_IMPOTENCE / ERECTILE DYSFUNCTION

FEMALE REPRODUCTIVE
[ JLAST MENSTRUAL PERIOD
[ ]MENSTRUAL PROBLEMS
[ JPOST-MENOPAUSAL BLEEDING
[ PREGNANT
[ JBREAST LUMP OR DIMPLING
[ INIPPLE DISCHARGE
[ JPATE OF LAST MAMMOGRAM

MUSCULOSKELETAL
[ IBACK PAIN OR INJURY
L JARTHRITIS
[CJFRACTURE OR SURGERY
[ JIOINT PROBLEM
[ IMUSCULOSKELETAL PAIN
[CleouT

SKIN

[ IRASH

LlITCHING
[CJcCHANGING MOLES

[ INON-HEALING AREAS

NEUROLOGIC
[_INEUROLOGIC DISEASE OR INJURY
[JARM OR LEG WEAKNESS
[ JHISTORY OF FALLS
[ JTREMORS / SEIZURES
[ JDECREASED SENSATION
[ JHEADACHES
[ JCONFUSION / MEMORY LOSS
[ JLOSS OF CONSCIOUSNESS
|:|DIZZINESS OR VERTIGO

PLEASE SEE OTHER SIDE



GASTROINTESTINAL
[ lCONSTIPATION
[ IDIARRHEA
[ ]BLOOD IN STOOLS
[CICHANGE IN STOOL SIZE
[[]sTOOL INCONTINENCE
[ INAUSEA / VOMITING
[ JHEARTBURN / INDIGESTION

URINARY
[ JURINARY INCONTINENCE
[ JURINARY BURNING
[_IFREQUENT URINATION
[IBLOOD IN URINE
[ IDISCHARGE / ITCHING
[ JoDES/GLANDS
[JURINARY INFECTIONS
[ JKIDNEY PROBLEMS
[ JSTONES
[ JHERNIA

PSYCHIATRIC
[ IDEPRESSION
CJANXIETY
[_]JoN MEDICATION FOR
PSYCHIATRIC PROBLEM

ENDOCRINE
[ ]DIABETES
[ JDIET CONTROLLED
[ITAKE ORAL MEDICATION
[ ] TAKE INSULIN
[CJTHYROID PROBLEM / GOITER

HEMATOLOGIC/LYMPHATIC
[ JSWOLLEN LYMPH

[ JANEMIA
[JEASY BRUISING
[ JRECENT BLOOD TRANSFUSIONS

¢+ ¢HAVE YOU EVER HAD ANY RADIATION TREATMENT IN THE

PAST e ¢

[] YES WHEN

WHERE

WHAT AREA OF THE BODY

[0] NO
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