Review of System

Date: Name:

This section refers to your current overall general health status.
Please place a check in front of those that pertain to you.

CONSTITUTIONAL:
___Change in appetite

___Change in level of energy

__Chills
__Dizziness
__ Weight loss

CARDIOVASCULAR:
___Ankle swelling
__Heart murmur
__Heart palpitation

__lIrregular heart rate / rhythm

__Leg pain at night / rest
__Leg pain with walking
___Pacemaker
___Rheumatic fever
___Tightness in chest

ENDOCRINE:
___Frequent thirst
___Frequent urination
___Unusual fatigue
___Increased appetite
___Recent weight gain
___Recent weight loss

EARS/NOSE/THROAT:
__ Difficulty with hearing
___Loss of sense of smell
___Nose bleed
__Ringingin ears
__Sore throat
__Vertigo / dizziness

EYES:

___Blurred vision
__Glasses / Contact lens
___Loss of vision
__Reddened eye(s)

GASTROINTESTINAL:
___Abdominal pain
___Change in bowel habits
___Constipation
___Diarrhea
___Hemorrhoids
___Hernia

___Jaundice / Cirrhosis
__Nausea

___Trouble swallowing
__Ulcers

__Vomiting

GENITO-URINARY:
___Bladder infections
__Blood in urine
__Kidney stones
___Urinary incontinence

ALLERGY:

___Dermatitis / hives
___Environmental / Metals
__Facial swelling

___Food Allergies
___Seasonal allergies

INTEGUMENTARY (SKIN):
___Athletes foot
___ltching / rashes

___Skin cancer

___Unusual skin lesions
___Ulcer / Chronic wounds

HEMATOLOGIC / LYMPH:
__Anemia

___Bleeding not stopping easily
___Bruise easily

___Enlarged painful nodes

MUSCULOSKELETAL:

___Atrophy / muscle wasting
___Back pain

__ Fractures

___Leg cramps

___Painin muscle / joints

__ Stiffness

__Weakness

NEUROLOGICAL:

___Limitation of neck movement
___Numbness / neuropathy
___Paralysis

___Problem with balance
___Problem with smell/taste
___Seizures

__Tremors

___Tingling

___Trouble with speech

PSYCHIATRIC:

__ADHD

__Depression
___Hallucinations / delusion
___Mood swings

__ Obsessive-compulsive
___Somnolence (sleepiness) /
Insomnia

RESPIRATORY:

___Cough / productive cough
___Emphysema

___Pleurisy / Tuberculosis
___Pneumonia

___Shortness of breath
__Wheezing

PHYSICIAN NOTES/INTIALS
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