


 
Name:_________________________________ Date:_______________________ DOB:_________________  

REVIEW OF SYSTEMS (Check any of the following symptoms you have in the past 6 months)

Constitutional 

� Activity change 
� Appetite change 
� Chills 
� Fatigue/Malaise 
� Fever 
� Sweating 
� Unexplained weight 

change 

HENT 

� Congestion 
� Dental Problems 
� Difficulty swallowing 
� Drooling 
� Ear discharge 
� Ear pain 
� Facial Swelling 
� Hearing loss 
� Ear pain 
� Mouth Sores 
� Nosebleeds 
� Post Nasal Drip 
� Ringing in the ears  
� Runny nose 
� Sinus pain 
� Sinus Pressure 
� Sneezing 
� Sore throat 
� Voice change 

Eyes 

� Eye discharge 
� Eye itching 
� Eye pain 
� Eye redness 
� Sensitivity to light 
� Visual disturbance 

Cardiovascular 

� Chest pain 
� Leg swelling 
� Palpitations 

 
 
 

Respiratory 

� Apnea 
� Chest tightness 
� Choking 
� Cough 
� Shortness of breath 
� Stridor 
� Wheezing 

Gastrointestinal 

� Abdominal distention 
� Abdominal pain 
� Anal Bleeding 
� Blood in stool  
� Constipation 
� Dark/tarry stools 
� Diarrhea 
� Nausea 
� Rectal pain 
� Vomiting 

Genitourinary 

� Bed Wetting 
� Blood in urine 
� Difficulty urinating 
� Flank pain 
� Genital discharge 
� Genital pain 
� Genital sore 
� Menstrual problems 
� Pain with urination 
� Urinary frequency 
� Urinary urgency 
� Vaginal bleeding 
� Vaginal pain 

Musculoskeletal 

� Back pain 
� Difficulty walking 
� Joint pain 
� Joint swelling 
� Muscle aches 
� Neck pain 
� Neck stiffness 

 
 

Endocrine 

� Cold intolerance 
� Excessive hunger 
� Excessive thirst 
� Heat intolerance 

Hematology 

� Bruise/bleed easily 
� Swollen lymph nodes 

Allergy/Immune System 

� Food allergies 
� Environmental allergies 
� Immunocompromised 

Skin 

� Color change 
� Rash 
� Wound 

Neurologic 

� Dizziness 
� Headaches 
� Light-headedness  
� Loss of Consciousness 
� Numbness/tingling 
� Seizures 
� Speech difficulty 
� Tremor 
� Weakness 

Psychiatric 

� Agitation 
� Behavior problem 
� Confusion 
� Depression 
� Decreased concentration 
� Hallucinations 
� Hyperactive 
� Insomnia/Sleep problems 
� Nervous/Anxious 
� Thoughts of suicide/self 

harm 
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