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Name:____________________________________________

Date of Birth:  ___________
Date:_____/_____/______

REVIEW OF SYSTEMS

Please circle or BOLD  the appropriate “Yes,” “No” or “Past” for each of the following.  
Fill in the blanks where requested.  
If there are multiple choices per line, circle or BOLD whichever applies to you.

	Constitutional, Sleep & Energy
	
	Mouth, Throat & Neck (cont’d)
	

	Fatigue
	Y
N
P
	Bad breath/taste
	Y
N
P

	Recent change in weight
	Y
N
P
	Frequent sore throat
	Y
N
P

	Night sweats
	Y
N
P
	Loss of taste
	Y
N
P

	Fever
	Y
N
P
	Voice change / hoarseness
	Y
N
P

	Feel tired in afternoon
	Y
N
P
	Swollen glands
	Y
N
P

	Need coffee to get started
	Y
N
P
	Neck pain/stiffness
	Y
N
P

	Can’t fall asleep
	Y
N
P
	Dentures
	Y
N
P

	Restless/uneasy sleeper
	Y
N
P
	Difficulty swallowing
	Y
N
P

	Wake up in middle of the night
	Y
N
P
	
	

	Intense dreams/Nightmares
	Y
N
P
	Heart
	

	Need more than 10 hrs of sleep
	Y
N
P
	Do aerobic exercise
	Y
N
P

	
	
	Known heart trouble
	Y
N
P

	Eyes
	
	Chest pain/tightness
	Y
N
P

	Double vision
	Y
N
P
	Can feel heart beating
	Y
N
P

	Eye Pain
	Y
N
P
	Rapid beating heart
	Y
N
P

	Wear glasses/contacts
	Y
N
P
	Heart fluttering
	Y
N
P

	Blurred / Decreased vision
	Y
N
P
	High blood pressure
	Y
N
P

	Dry eyes
	Y
N
P
	Low blood pressure
	Y
N
P

	Itchy/watery eyes
	Y
N
P
	High cholesterol
	Y
N
P

	Red/Inflamed eyes
	Y
N
P
	Swelling of legs/ankles
	Y
N
P

	Discharge from eyes
	Y
N
P
	Heaviness in legs
	Y
N
P

	Eyes sensitive to bright light
	Y
N
P
	Exhaustion with minor exertion
	Y
N
P

	Styes
	Y
N
P
	Difficulty breathing at night
	Y
N
P

	Dark circles under eyes
	Y
N
P
	Calf muscles cramp while walking
	Y
N
P

	
	
	
	

	Ears
	
	Respiratory
	

	Earaches/Ear pain
	Y
N
P
	Chronic cough
	Y
N
P

	Discharge from ears
	Y
N
P
	Congestion / Coughing up phlegm
	Y
N
P

	Itchy ears
	Y
N
P
	Coughing up blood
	Y
N
P

	Excessive wax
	Y
N
P
	Wheezing
	Y
N
P

	Ringing in ears
	Y
N
P
	Pain/difficulty breathing
	Y
N
P

	Hearing loss
	Y
N
P
	Shortness of breath
	Y
N
P

	Frequent ear infections
	Y
N
P
	Sensitive to smog/pollution
	Y
N
P

	
	
	Exposed to chemical/radiation
	Y
N
P

	Nose & Sinuses
	
	Smoker
	Y
N
P

	Frequent nosebleeds
	Y
N
P
	Live /work with smokers
	Y
N
P

	Loss of smell
	Y
N
P
	Positive TB test ever?
	Y
N
P

	Itchy nose
	Y
N
P
	Asthma
	Y
N
P

	Frequent stuffy nose / congestion
	Y
N
P
	Bronchitis/Pneumonia
	Y
N
P

	Must breathe thru mouth
	Y
N
P
	
	

	Post nasal drip
	Y
N
P
	Digestive system
	

	Frequent colds
	Y
N
P
	Change in appetite
	Y
N
P

	Sinus problems
	Y
N
P
	Difficulty swallowing
	Y
N
P

	
	
	Belching/burping
	Y
N
P

	Mouth, Throat & Neck
	
	Heartburn/ Pain behind breastbone
	Y
N
P

	Mouth / lip sores
	Y
N
P
	Stomach pain/indigestion
	Y
N
P

	Swollen tongue
	Y
N
P
	Nausea/Vomiting
	Y
N
P

	Itchy mouth / throat
	Y
N
P
	Ulcers (pain relief with milk)
	Y
N
P

	Dental/gum problems
	Y
N
P
	Liver/Gallbladder disease
	Y
N
P

	Painful chewing
	Y
N
P
	Intolerance to greasy foods
	Y
N
P

	Bleeding gums
	Y
N
P
	Sensitivity to foods
	Y
N
P

	Mucus in throat
	Y
N
P
	Fatigue after eating
	Y
N
P

	
	
	Abdominal pain/cramps
	Y
N
P


Name:____________________________________________

Date of Birth:  ___________
Date:_____/_____/______

	Digestive system (cont'd):
	
	Urinary/Genitals. reproductive 
	(cont'd)

	Gas/Bloating
	Y
N
P
	Difficulty stopping / starting urine
	Y
N
P

	Constipation (<1 BM/day)
	Y
N
P
	Urination with coughing/sneezing
	Y
N
P

	3 or more BM/day
	Y
N
P
	Blood in urine (rose colored)
	Y
N
P

	Loose stools/diarrhea
	Y
N
P
	Dark / cloudy urine
	Y
N
P

	Foul smelling stools
	Y
N
P
	Strong smelling urine
	Y
N
P

	Blood / mucous / black tarry stool
	Y
N
P
	Sense of bladder fullness
	Y
N
P

	Hemorrhoids
	Y
N
P
	Strain on urination
	Y
N
P

	Hernias
	Y
N
P
	Low back pain
	Y
N
P

	
	
	Kidney stones
	Y
N
P

	Skin
	
	Frequent kidney/bladder infections
	Y
N
P

	Dry skin
	Y
N
P
	Antibiotics for kidney/bladder
	Y
N
P

	Rashes
	Y
N
P
	Lack of sex drive
	Y
N
P

	Itching
	Y
N
P
	Sexual difficulties
	Y
N
P

	Change in skin color
	Y
N
P
	Sexually transmitted diseases
	Y
N
P

	Yellowing of skin (Jaundice)
	Y
N
P
	Pain/coldness in genital area
	Y
N
P

	Change in hair/nails
	Y
N
P
	Sexually active
	Y
N
P

	Poor wound healing
	Y
N
P
	Type of birth control 
	___________________________

	Bumps on backs of arms
	Y
N
P
	Sexual preference:
	

	Excessive sweating
	Y
N
P
	 Heterosexual/Bisexual/Homosexual
	

	Body odor
	Y
N
P
	
	

	Hair loss
	Y
N
P
	Female Reproduction
	

	Hives
	Y
N
P
	Vaginal pain/burning
	Y
N
P

	Eczema
	Y
N
P
	Vaginal bumps or sores
	Y
N
P

	Psoriasis
	Y
N
P
	Vaginal yeast infections
	Y
N
P

	Shingles
	Y
N
P
	Vaginal discharge
	Y
N
P

	Athletes foot
	Y
N
P
	Vaginal itching
	Y
N
P

	Acne
	Y
N
P
	Pelvic soreness
	Y
N
P

	Ring worm
	Y
N
P
	Ovarian pain
	Y
N
P

	
	
	Pelvic pain worse monthly
	Y
N
P

	Breasts
	
	Heavy menstrual bleeding
	Y
N
P

	Breast pain or tenderness
	Y
N
P
	Heavy bleeding > 2 weeks
	Y
N
P

	Breast lumps
	Y
N
P
	Very light menstrual bleeding
	Y
N
P

	Nipple discharge
	Y
N
P
	Missed periods
	Y
N
P

	Regular monthly self exam?
	Y
N
P
	Bleeding between periods
	Y
N
P

	
	
	Must lie down 1st/2nd day of period
	Y
N
P

	Nervous System
	
	Cramping before period
	Y
N
P

	Head injury
	Y
N
P
	Cramping during period
	Y
N
P

	Headaches / migraines
	Y
N
P
	Before a period/menses:
	

	Lightheadedness/dizzy
	Y
N
P
	
Moodiness/irritability
	Y
N
P

	Feeling of spinning/vertigo
	Y
N
P
	
Lumpy or tender breasts
	Y
N
P

	Fainting
	Y
N
P
	
Bloating & swelling
	Y
N
P

	Numbness/tingling
	Y
N
P
	
Craving sweets
	Y
N
P

	Loss of memory
	Y
N
P
	
Low back/abdomen pain
	Y
N
P

	Poor concentration
	Y
N
P
	Are cycles regular?
	Y
N
P

	Lack of mental alertness
	Y
N
P
	Age menses began
	___________________________

	Loss of balance/uncoordinated
	Y
N
P
	Length of menstrual flow
	___________________________

	Convulsions/seizures
	Y
N
P
	Total days between cycles
	___________________________

	Tremors/trembling hands
	Y
N
P
	Date last menstrual period began
	___________________________

	Paralysis 
	Y
N
P
	Date of last pap smear
	___________________________

	Loss of feeling in hands/feet/toes
	Y
N
P
	Abnormal pap
	Y
N
P

	Stroke
	Y
N
P
	Uterine/Ovarian cysts/fibroids
	Y
N
P

	Excessive perspiraiton/sweating
	Y
N
P
	Number of pregnancies:
	___________________________

	
	
	Number of live births:
	___________________________

	Urinary/General reproductive
	
	Number of miscarriages:
	___________________________

	Frequent urination
	Y
N
P
	Number of abortions:
	___________________________

	Burning/painful urination
	Y
N
P
	Difficulty conceiving
	Y
N
P

	Waking to urinate at night
	Y
N
P
	Vaginal dryness
	Y
N
P

	Urgency to urinate
	Y
N
P
	Painful intercourse
	Y
N
P

	Inability to hold urine
	Y
N
P
	Hot flashes/Night sweats
	Y
N
P

	Bedwetting
	Y
N
P
	Osteoporosis
	Y
N
P

	Dripping after urination
	Y
N
P
	Hysterectomy
	Y
N
P

	Rarely need to urinate
	Y
N
P
	Hair growing where it shouldn’t
	Y
N
P


Name:____________________________________________

Date of Birth:  ___________
Date:_____/_____/______

	Male Reproduction
	
	Endocrine
	

	Testicular lump or pain
	Y
N
P
	Headaches relieved by eating
	Y
N
P

	Difficult to get/keep an erection
	Y
N
P
	Irritable if meal is missed
	Y
N
P

	Painful ejaculation
	Y
N
P
	Tired/weak if meal is missed
	Y
N
P

	Discharge from penis
	Y
N
P
	Awaken at night hungry
	Y
N
P

	Sores on penis
	Y
N
P
	Calmer after eating
	Y
N
P

	Prostate problems
	Y
N
P
	Shaky/jittery between meals
	Y
N
P

	Infertility
	Y
N
P
	Heart palpitations after eating
	Y
N
P

	Low sperm count
	Y
N
P
	Crave sweets
	Y
N
P

	Hernia
	Y
N
P
	Excessive thirst
	Y
N
P

	
	
	Excessive hunger
	Y
N
P

	Psychological & Emotional
	
	Diabetes
	Y
N
P

	Down/Sad/Blue/Depressed
	Y
N
P
	Overweight
	Y
N
P

	Anxious/Tense
	Y
N
P
	Swollen/bulging eyes
	Y
N
P

	Suicidal feelings/thoughts
	Y
N
P
	Intolerant to heat
	Y
N
P

	Impatient/Moody/Nervous
	Y
N
P
	Intolerant to cold
	Y
N
P

	
	
	Thyroid problems
	Y
N
P

	Musculoskeletal
	
	Temperature often below 97.6
	Y
N
P

	Muscle weakness
	Y
N
P
	Gain weight easily
	Y
N
P

	Loss of muscle tone
	Y
N
P
	Skin on legs dry
	Y
N
P

	Loss of grip strength
	Y
N
P
	Eyebrows  -Thinning on outside 
	Y
N
P

	Muscle cramps/soreness
	Y
N
P
	Energized from exercise
	Y
N
P

	Back pain
	Y
N
P
	Dizziness upon standing
	Y
N
P

	Pain/tightness Neck/Shoulders
	Y
N
P
	Sugar in Urine
	Y
N
P
	
	
	

	Tingling/Burning Hands/Feet
	Y
N
P
	
	
	
	
	

	Joint pain or stiffness/Arthritis
	Y
N
P
	Blood, Circulation & Immune
	
	
	
	

	Swollen joints
	Y
N
P
	Anemia
	Y
N
P
	
	
	

	Stiff in the morning
	Y
N
P
	Easy bleeding/bruising
	Y
N
P
	
	
	

	Herniated/Slipped disk
	Y
N
P
	Gums bleed easily
	Y
N
P

	Tendonitis
	Y
N
P
	Purple fingers/lips
	Y
N
P

	Double jointed
	Y
N
P
	Varicose veins / spider veins
	Y
N
P

	Bones sore/painful
	Y
N
P
	Deep leg pain
	Y
N
P

	Loss in height
	Y
N
P
	Cold hands/feet
	Y
N
P

	Osteoporosis
	Y
N
P
	Cuts slow to heal
	Y
N
P

	Broken bones
	Y
N
P
	Frequent infections  > 3 x/year
	Y
N
P

	Injure easily
	Y
N
P
	Transfusions
	Y
N
P

	Unable to Walk/Sit properly
	Y
N
P
	Swollen lymph glands
	Y
N
P

	
	
	Boils and leg sores
	Y
N
P

	
	
	
	

	Please mark location of discomfort below
	
	If filling form online – this portion will be completed when you come into the office
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