Review of Systems                                                         Name____________________________________ 

Mark an “X” in the column, under the correct date, for each of the symptoms that you have had recently or have currently.  With each year’s information, we will be able to accurately track changes in your health.  Thank you.

	Date (month/year)
	
	
	
	
	
	
	
	
	
	

	HEAD / NECK:
	
	
	
	
	
	
	
	
	
	

	Chronic headaches
	
	
	
	
	
	
	
	
	
	

	Lumps or swellings
	
	
	
	
	
	
	
	
	
	

	Stiff or painful neck
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	EYES:
	
	
	
	
	
	
	
	
	
	

	Double vision
	
	
	
	
	
	
	
	
	
	

	Decline in vision
	
	
	
	
	
	
	
	
	
	

	Watery / itchy
	
	
	
	
	
	
	
	
	
	

	Bright light sensitive
	
	
	
	
	
	
	
	
	
	

	Glasses / contacts
	
	
	
	
	
	
	
	
	
	

	Regular eye exams
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	EARS:
	
	
	
	
	
	
	
	
	
	

	Ear aches
	
	
	
	
	
	
	
	
	
	

	Wax problems
	
	
	
	
	
	
	
	
	
	

	Noise in ears-tinnitus
	
	
	
	
	
	
	
	
	
	

	Trouble hearing
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	MOUTH:
	
	
	
	
	
	
	
	
	
	

	Taste changes
	
	
	
	
	
	
	
	
	
	

	Sore tongue
	
	
	
	
	
	
	
	
	
	

	Gums sore / bleed easily
	
	
	
	
	
	
	
	
	
	

	Dental problems
	
	
	
	
	
	
	
	
	
	

	Canker / cold sores
	
	
	
	
	
	
	
	
	
	

	Dentures
	
	
	
	
	
	
	
	
	
	

	Regular dental care
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	NOSE / THROAT:
	
	
	
	
	
	
	
	
	
	

	Broken nose
	
	
	
	
	
	
	
	
	
	

	Frequent colds
	
	
	
	
	
	
	
	
	
	

	Nose bleeds easily
	
	
	
	
	
	
	
	
	
	

	Frequent sore throats
	
	
	
	
	
	
	
	
	
	

	Chronic nasal congestion
	
	
	
	
	
	
	
	
	
	

	Frequent sinus infections
	
	
	
	
	
	
	
	
	
	

	Difficulty swallowing
	
	
	
	
	
	
	
	
	
	

	Deviated septum
	
	
	
	
	
	
	
	
	
	

	Snoring
	
	
	
	
	
	
	
	
	
	

	Sleep apnea
	
	
	
	
	
	
	
	
	
	

	Frequent laryngitis
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	ALLERGIES:
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	

	Nasal polyps
	
	
	
	
	
	
	
	
	
	

	Hay fever
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	LUNGS:
	
	
	
	
	
	
	
	
	
	

	Wheezing
	
	
	
	
	
	
	
	
	
	

	Chronic cough
	
	
	
	
	
	
	
	
	
	

	Cough-up blood
	
	
	
	
	
	
	
	
	
	

	Shortness of breath
	
	
	
	
	
	
	
	
	
	

	Pain on deep breathing
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	CIRCULATION:
	
	
	
	
	
	
	
	
	
	

	Chest pains
	
	
	
	
	
	
	
	
	
	

	Chest tightness / pressure
	
	
	
	
	
	
	
	
	
	

	Racing heart/palpitations
	
	
	
	
	
	
	
	
	
	

	Heart murmur
	
	
	
	
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	
	
	
	
	

	Varicose veins
	
	
	
	
	
	
	
	
	
	

	Date (month/year)
	
	
	
	
	
	
	
	
	
	

	CIRCULATION CONT.:
	
	
	
	
	
	
	
	
	
	

	Leg cramps
	
	
	
	
	
	
	
	
	
	

	Ankles or feet swell
	
	
	
	
	
	
	
	
	
	

	Hot flashes
	
	
	
	
	
	
	
	
	
	

	Sleep on 2 or more pillows
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	SKIN:
	
	
	
	
	
	
	
	
	
	

	Dry / itchy
	
	
	
	
	
	
	
	
	
	

	Hives / rashes
	
	
	
	
	
	
	
	
	
	

	Moles or wart changes
	
	
	
	
	
	
	
	
	
	

	Bruises easily
	
	
	
	
	
	
	
	
	
	

	Hair falling out
	
	
	
	
	
	
	
	
	
	

	Nail changes
	
	
	
	
	
	
	
	
	
	

	Dandruff
	
	
	
	
	
	
	
	
	
	

	Psoriasis / eczema
	
	
	
	
	
	
	
	
	
	

	Other skin problems
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	DIGESTIVE:
	
	
	
	
	
	
	
	
	
	

	Nausea
	
	
	
	
	
	
	
	
	
	

	Vomited blood
	
	
	
	
	
	
	
	
	
	

	Loss of appetite
	
	
	
	
	
	
	
	
	
	

	Heartburn
	
	
	
	
	
	
	
	
	
	

	Abdominal pains
	
	
	
	
	
	
	
	
	
	

	Rectal / colon polyps
	
	
	
	
	
	
	
	
	
	

	Pain on swallowing
	
	
	
	
	
	
	
	
	
	

	Diarrhea
	
	
	
	
	
	
	
	
	
	

	Constipation
	
	
	
	
	
	
	
	
	
	

	Rectal bleeding
	
	
	
	
	
	
	
	
	
	

	Black tarry stools
	
	
	
	
	
	
	
	
	
	

	Change in bowel habits
	
	
	
	
	
	
	
	
	
	

	Excess gas / bloating
	
	
	
	
	
	
	
	
	
	

	Hemorrhoids
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	URINARY:
	
	
	
	
	
	
	
	
	
	

	Pain/bleeding
	
	
	
	
	
	
	
	
	
	

	Frequent urination day
	
	
	
	
	
	
	
	
	
	

	Frequent urination night
	
	
	
	
	
	
	
	
	
	

	Hard to start urination
	
	
	
	
	
	
	
	
	
	

	Hard to stop urination
	
	
	
	
	
	
	
	
	
	

	Lose control of urine
	
	
	
	
	
	
	
	
	
	

	Brown/bloody urine
	
	
	
	
	
	
	
	
	
	

	Sexual problems
	
	
	
	
	
	
	
	
	
	

	Sores / other lesions groin
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	MALES:
	
	
	
	
	
	
	
	
	
	

	Penile discharge
	
	
	
	
	
	
	
	
	
	

	Weak flow
	
	
	
	
	
	
	
	
	
	

	Dribbling after
	
	
	
	
	
	
	
	
	
	

	Prostate trouble
	
	
	
	
	
	
	
	
	
	

	Lumps in testicles
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	FEMALES:
	
	
	
	
	
	
	
	
	
	

	Breast lump/pain
	
	
	
	
	
	
	
	
	
	

	Vaginal discharge
	
	
	
	
	
	
	
	
	
	

	Irregular periods
	
	
	
	
	
	
	
	
	
	

	Heavy periods
	
	
	
	
	
	
	
	
	
	

	Bleeding between periods
	
	
	
	
	
	
	
	
	
	

	Cramps w/ periods
	
	
	
	
	
	
	
	
	
	

	Pain w/ sexual intercourse
	
	
	
	
	
	
	
	
	
	

	Abnormal PAP
	
	
	
	
	
	
	
	
	
	


	Date (month/year)
	
	
	
	
	
	
	
	
	
	

	NEUROLOGICAL:
	
	
	
	
	
	
	
	
	
	

	Fainting
	
	
	
	
	
	
	
	
	
	

	Frequent dizziness
	
	
	
	
	
	
	
	
	
	

	Numbness / tingling
	
	
	
	
	
	
	
	
	
	

	Seizures
	
	
	
	
	
	
	
	
	
	

	Tremors
	
	
	
	
	
	
	
	
	
	

	Memory difficulty
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	MUSCLES / BONES:
	
	
	
	
	
	
	
	
	
	

	Back pain
	
	
	
	
	
	
	
	
	
	

	Spinal curvature
	
	
	
	
	
	
	
	
	
	

	Joint pain or swelling
	
	
	
	
	
	
	
	
	
	

	Muscle aches
	
	
	
	
	
	
	
	
	
	

	Muscle weakness
	
	
	
	
	
	
	
	
	
	

	Morning joint stiffness
	
	
	
	
	
	
	
	
	
	

	Use of cane or walker
	
	
	
	
	
	
	
	
	
	

	Have trouble:
	
	
	
	
	
	
	
	
	
	

	     getting out of a chair
	
	
	
	
	
	
	
	
	
	

	     walking
	
	
	
	
	
	
	
	
	
	

	     tying shoes
	
	
	
	
	
	
	
	
	
	

	     buttoning shirt
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	MOOD:
	
	
	
	
	
	
	
	
	
	

	Cry a lot
	
	
	
	
	
	
	
	
	
	

	Depressed / sad often
	
	
	
	
	
	
	
	
	
	

	Cannot relax
	
	
	
	
	
	
	
	
	
	

	Always nervous
	
	
	
	
	
	
	
	
	
	

	Worry a lot
	
	
	
	
	
	
	
	
	
	

	Things look hopeless
	
	
	
	
	
	
	
	
	
	

	Easily irritated / angered
	
	
	
	
	
	
	
	
	
	

	Difficulty concentrating
	
	
	
	
	
	
	
	
	
	

	Considered suicide
	
	
	
	
	
	
	
	
	
	

	Health worries / concerns
	
	
	
	
	
	
	
	
	
	

	Serious family problems
	
	
	
	
	
	
	
	
	
	

	Serious work problems
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	GENERAL:
	
	
	
	
	
	
	
	
	
	

	Trouble sleeping
	
	
	
	
	
	
	
	
	
	

	Unusual tiredness
	
	
	
	
	
	
	
	
	
	

	Recent weight gain or loss
	
	
	
	
	
	
	
	
	
	

	Tend to be too hot or cold
	
	
	
	
	
	
	
	
	
	

	Loss of appetite
	
	
	
	
	
	
	
	
	
	

	Always hungry or thirsty
	
	
	
	
	
	
	
	
	
	

	Smoke tobacco
	
	
	
	
	
	
	
	
	
	

	Chew tobacco
	
	
	
	
	
	
	
	
	
	

	Over 2 alcohol drinks / day
	
	
	
	
	
	
	
	
	
	

	Over 2 cups coffee / day
	
	
	
	
	
	
	
	
	
	

	Recreational drug use
	
	
	
	
	
	
	
	
	
	


I have carefully reviewed this 2-page systems list and have carefully checked those that are currently or have been recently present in my life.

Signed: _____________________________________

FAMILY MEDICINE OF PAWLING - 3/03-DD

