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REVIEW OF SYSTEMS
Please check ONLY the symptoms you are having RIGHT NOW

CONSTITUTIONAL

EYES CARDIOVASCULAR RESPIRATORY MUSCULOSKELETAL
Night sweats {Blurred vision Swelling of legs Asthma Arthritis
Fatigue Eye pain Chest pain Shortness of breath Neck pain
AAbnormal Wefght k’sjs Sensitivity to light {Heart murmur |Coughing up blood Head hcavmc?ss
ol Weish: pain) Wears glasses Heart problems CASTROINTESTINAL L(?w hacic pain
SKIN High blood pressure : a Stiffness
- PSYCHIATRIC Abdominal pain Muscle weakness
Breast lumps/pain Fiible ow blood pressure A
Skt disord e Constipation Muscle cramps
in disorders : - n
Ay A?nﬂety : |Pa pilaons Diarthea Muscle weakness
Bipolar filsorder GENITOURINARY Hemorrhoids
NEUROLOGICAL Depression Birth control pills Hemia EARS, NOSE, THROAT
Concentration loss igo_nfl;siotrlll : T e Fra— IDifficulty swallowing
iz7i uicidal thoughts i
e — gh Prostate problems Vomiting n p.am
Headache BALLERGIES [Hearing loss
[Numbness 'F‘)Of? allergics BLOOD / LYMPHATIC ENDOCRINE jLoss of taste
Poor Sleep o e —— Blood clots IDiabetes Lf)ss -of s.mell
Stress Pollen Lymph node swelling [Excessive thirst Ringing in the ears
{ YOUR HISTORY
v Past Problem When and Explain
Cancer
Stroke
Thyroid Problems
Asthma
Heart Attack
HIV/AIDS
Angina/Chest Pain
Diabetes
Broken Bones/Fracture
Depression

List all surgeries and year:

List all Injuries and year:

List all medications:

Has anyone in your family had any of these diseases? Check those that apply.

Grandmother | Grandfather Father

FAMILY HISTORY I
Sl S

Mother Siblings

Cancer

Heart Disease

Stroke

Diabetes

Back or Neck Problems

SOCIAL HISTORY

Do you exercise? Regularly Frequently Occasionally Never Atwhatlevel? Competitive High Medium Low
Sufficient Rest?  Always Mostly Sometimes Never Hours of Sleep?
Smoking Status: [ Current smoker Smoking start date: Packs/day: [ Never smoker

O Former smoker Quit date:
Do You Drink Alcohol? Yes No Drinks ner Dav:

[ In an effort to quit smoking, | am currently taking:




