




Name________________________________________________________________ Date of Birth __________________  

Review of Systems  Have you had any of the following within the six months? 
Please check the appropriate circle next to each heading. 

SYSTEM YES  NO SYSTEM YES NO SYSTEM  NO  
Constitutional Cardiovascular Hematology/Oncology 

Unexplained Weight Loss О О Chest Pain О О   Anemia О О 
Unexplained Weight Gain О О Skipping/Irregular Beats О О   Bruise Easily О О 
Fever О О Leg Pain while Walking О О   Swollen Lymph Nodes О О 
Chills О О Leg Swelling О О   Cancer(s) О О 
Nausea О О Shortness of Breath at Night О О 
Vomiting О О Problems with Exercise О О Psychiatric 
Fatigue О О   Depression/Sadness О О 

Skin   Anxiety О О 
Eyes Skin Lesions О О   Problems with Concentration О О 

Blurred Vision О О Skin Itching О О   Problems with Memory О О 
Loss of Vision О О Rashes О О 
Glasses О О Dry Skin О О Neurology 
Contacts О О  Dizziness О О 
Red Eye О О Gastrointestinal   Headaches О О 
Spots О О   Blood in Stool О О   Numbness О О 

  Change in Movement О О  Tremors О О 
ENMT   Black Tarry Stool О О   Imbalance О О 

Hearing Loss О О   Constipation О О   Change in Memory О О 
Ringing in Ears О О   Diarrhea О О  Weakness О О 
Nosebleed О О   Heartburn/Reflux О О  Seizures О О 
Sinus Drainage О О   Difficulty Swallowing О О 
Change in Voice О О   Hemorrhoids О О Endocrine 
Hoarseness О О   Problems w/Heat О О 
Mouth Sores О О Genitourinary   Problems w/Cold О О 
Bleeding Gums О О   Difficulty Urinating О О   Excessive Thirst О О 
Dentures О О    Blood in Urine О О   Hair Loss О О 
Teeth Grinding (Bruxism) О О   Hernias О О   Swelling in the Neck О О 

  Incontinence О О 
Respiratory   Urination at Night О О Sleep Medicine 

Cough О О   Urinary Urgency О О   Insomnia О О 
Cough up Blood О О   Erectile Dysfunction О О   Shiftwork О О 
Congestion О О   STD О О   Snoring О О 
Pain in Chest О О   Excessive Daytime Sleepiness О О 
Wheezing О О Muscular Skeletal   Fatigue О О 
Shortness of Breath w/ Sitting О О   Joint Pain О О   Non-Refreshing Sleep О О 
Shortness of Breath 
w/Exertion О О   Stiffness О О   Non-Restorative Sleep О О 

  Red/Swollen Joints О О   Frequent Arousals from Sleep  О О 
  Gout О О   Disturbed/Restless Sleep О О 
  Neck Pain О О   Act out Dreams О О 
  Back Pain О О   Violent Dreams О О 

  Seizures at Night О О 
FAMILY HISTORY   Restless Legs О О 
(MARK THE BOX IN FRONT FOR THOSE THAT APPLY) 

Alzheimer’s Disease Alpha 1 Deficiency Diabetes Thyroid Disease 
Cancer High Blood Pressure High Cholesterol Sickle Cell Disease 
Heart Disease Lung Disease Obesity Anemia 
Stroke Substance Abuse Glaucoma Asthma 
Macular Degeneration Depression/Suicide Narcolepsy Other 

YES
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