
REVIEW OF SYSTEMS 

PATIENT  ________________________________________  DOB  _________________________ 

Please place an “X” to the Left of the symptom if you have experienced it in the 
past 3 months. 

GENERAL      GASTROINTESTINAL 

⃝ Fatigue     ⃝ Loss of Appetite 

⃝ Fever      ⃝ Difficulty Swallowing 

⃝ Chills      ⃝ Nausea 

⃝ Weight Loss  __lbs    ⃝ Vomiting 

⃝ Weight Gain  __ lbs    ⃝ Abdominal Pain 

⃝ Sweats     ⃝ Heartburn 

       ⃝ Diarrhea 

HEENT       ⃝ Constipation    

  
⃝ Headaches     GENITOURINARY 

⃝ Dizziness or vertigo 

⃝ Blurry Vision     ⃝ Burning w/ urination 

⃝ Earaches     ⃝ Urgency 

⃝ Ringing in the ears    ⃝ Frequency 

⃝ Decreased Hearing    ⃝ Urinating at Night 

⃝ Nasal Congestion or Runny Nose  ⃝ Sexual Dysfunction 

⃝ Nose Bleeds     ⃝ Vaginal Discharge 

⃝  Sore Throat     ⃝ Urethral Discharge 

⃝ Hoarseness     ⃝ Incontinence 

       ⃝ Menstrual Irregularity 

CARDIOVASCULAR     ⃝ Genital Lesions 

⃝ Chest Pain     MUSCULOSKELETAL 

⃝ Palpitations     ⃝ Muscle Aches 

⃝ Shortness of breath w/ exertion  ⃝ Back Pain 

⃝ Shortness of breath lying down  ⃝ Joint Pain 

⃝ Cold Sweats     ⃝ Joint Swelling 

       ⃝ Joint Stiffness 

RESPIRATORY       
       HEMATOLOGIC/SKIN 
⃝ Cough           

⃝ Phlegm     ⃝ Swollen Gland 

⃝ wheezing     ⃝ Rashes 

⃝ Shortness of Breath    ⃝ Leg Ulcers 

⃝ Coughing up Blood    ⃝ Bruising 

       ⃝ Itching 

NEUROLOGIC       
⃝ Memory Loss     PSYCHIATRIC 

⃝ Confusion     ⃝ Anxiety 

⃝ Weakness     ⃝ Depression 

⃝ Unsteady Gait     ⃝ Agitation 

⃝ Tremors     ⃝ Hallucinations 

⃝ Numbness or Tingling    ⃝ Disorientation 


