CONFIDENTIAL


Review of Systems
Name:_____________________________________________   Date:_______________

Rate each of the following symptoms based on how you typically feel for the past 30 days. 

                 Circle anything that applies to you if there is more than one description per line.


















Patient’s Signature:__________________________________________
Date:_______
Other symptoms issues or information the doctor should know ? _________________________________________ 
_____________________________________________________________________________________________

Doctor’s Signature:__________________________________________
Date:_______

Point Scale:


Leave Blank- Never experience			3-Frequently have it, effect is not severe


1-Occasioinally have it, effect is not severe		4-Frequently have it, effect is severe


2-Occasionally have it, effect is severe








1. Head		


___ Headaches        ___ Migraines 	___ Faintness             ___ Head Pressure  ___ Epilepsy   	___ Seizures


___ Dizziness          ___ Stroke	           Total ___





2. Eyes


___ Watery, Itchy, Red, Dry, Burning, Eye Pain


___ Puffy, Sticky Eyelids, Film, Floaters, Spots


___ Bags or Dark Circles under Eyes, Eyes Twitch


___ Blurred or Vision Loss, Tunnel Vision   Total ___





5. Mouth/Throat


___ Chronic Coughing (Dry/Productive)


___ Mucous: yellow/green/pink/red/rusty/clear


___ Gagging or Frequent Need to Clear Throat


___ Sore Throat or Hoarseness or Loss of Voice


___ Canker Sores, Split Lips, Chapped Lips


___ Dental Problems, Grinding Teeth, Bad Breath	


___ Difficulty Swallowing, Dry Mouth         Total ___























3. Ears	


___ Itchy Ears


___ Earaches, Ear Infections


___ Drainage from Ears


___ Noises: ringing/hissing/buzzing/popping


___ Hearing Loss, Ear Plugged, Wax	           Total ___





6. Skin/Hair


___ Acne, Hives, Rashes, Dry Skin, Dandruff, Boils


___ Hair Loss or Poor Growth of Hair


___ Flushing, Sweaty (general/feet/hands), Body Odor


___ Heat/Cold Intolerance (general/feet/hands)	


___ Moles, Warts, Fungus, Cellulite, Itchy Skin  Total___














4. Nose


___ Stuffy, Dry, Plugged


___ Sinus Problems: pain/smell loss/taste loss


___ Allergies, Sneezing Attacks, Sinus Infections


___ Excessive Mucous Formation, Runny Nose


___ Drainage: white/yellow/green/gray/brown/clear


___ Frequent/Recurrent Nose Bleeds	           Total ___





7. Heart


___ Heartbeat: irregular/skips/murmurs/palpitations


___ Rapid or Pounding Heartbeat


___ Chest Pain/Tension/Tightness/Pressure/Heaviness


___ Blood Pressure Issues		           Total ___





8. Lungs


___ Difficulty Breathing (Wheezing/Air Hunger)	


___ Asthma, Bronchitis


___ Shortness of Breath (Constant/Exertion)


___ Chest Congestion			           Total ___





9. Digestive


___ Nausea or Queasy, Vomiting, Poor Appetite               


___ Diarrhea, Loose Stools


___ Constipation, Difficult Evacuation 


___ Bloated Feeling


___ Belching and/or Passing Gas


___ Heartburn, Indigestion, Ulcers 


___ Intestinal or Stomach Pain (aches/cramps)	


___ Gall Bladder Problems or Liver Problems      


___ Stool Color: brown/black/red/pale/yellow Total___





11. Joint/Muscle


___ Pain or Aches in Joints, Swollen Joints, Arthritis


___ Stiffness or Limitation of Movement


___ Muscle Spasms or Cramps


___ Pain or Aches in Muscles


___ Prickling, Tingling, or Numbness Sensation


___ Feeling of Weakness or Tiredness


___ TMJ Problems 				


___ Poor Physical Coordination	           Total ___





17. Weight


___ Binge Eating or Drinking


___ Craving Certain Foods (Salt / Sweet)


___ Cravings at Night


___ Excessive Weight (Difficulty Losing)


___ Compulsive Eating


___ Water Retention


___ Underweight (Difficulty Gaining)          Total ___





12. Energy/Activity


___ Fatigue, Sluggishness, Lethargic, Yawning, 


Slow to Start up Day  


___ Hyperactivity


___ Energy Improves with Meals


___ Energy Worsens with Meals


___ Hypoglycemia (shaky or fainting when hungry) 


___ Restlessness 	


___ Insomnia, Difficult Falling Asleep


___ Startled Awake at Night, Interrupted Sleep


___ Night Sweats, Nightmares		


___ Thyroid Problems                	           Total ___








14. Mind


___ Poor Memory (Names/Numbers/Conversations)


___ Confusion or Poor Comprehension


___ Poor Concentration, Brain Fog 


___ Difficulty in Making Decisions


___ Stuttering, Stammering, Slurred Speech


___ Bites Nails, Twirls Hair


___ Learning Disability 


___ Addictions / Compulsions (Drug, Food etc.)  


___ Panic Attacks			           Total ___





13. Emotions


___ Mood Swings


___ Anxiety, Fear, Nervousness, Worrisome, Panic


___ Anger, Irritability, Aggressiveness


___ Depression, Shame, Sadness, Grief, Cries Often


___ Sense of Despair


___ Uncaring or Disinterested	           Total ___


						








10. Genitourinary


___ Urinary Problems: frequency/urgency/lack of bladder control/leaky bladder/difficult starting or stopping/pain with urination/blood in urine


___ Bed Wetting    


___ Kidney Stones or Kidney Problems                               


___ Genital Itch, Discharge, Odor, Burning, Infections


___ Sexual Drive (Low/Flat/No Orgasm)     Total ___





16. Immunity 


___ Fever, Chills, Enlarged Glands


___ Neck Stiffness, Shoulders Tension


___ Frequent Illnesses (Flu, Colds etc.)


___ STDs: AIDS / HIV, Herpes, etc. 


___ Chicken Pox / Shingles


___ Mono 				           Total ___





						Total___





Point Scale


Leave Blank- Never experience			3- Frequently have it, effect is not severe


1- Occasionally have it, effect is not severe		4- Frequently have it, effect is severe


2- Occasionally have it, effect is severe

















18.  Female Only 


___ PMS: (mood swings/irritable/depression/tired)


___ Cycles are Irregular 


___ Cycles are >29 days and/or <27 days on average


___ Menses Flow: (heavy/moderate/light/long/brief)


___ Menstrual Cramping, Painful Periods


___Ovulation: (pain/cysts/discharge/irregular/fibroids)  


___ Breast: (tender/discharge/lumps/fibrosis)


___ Puffiness: (lower abdomen/face/hands/feet)


___ Menopause (Pre-, Peri-, Post-)			


___ Hot Flashes   


___ Vagina: (dry/itchy/burns/painful/blood)


___ Discharge: (white/red/yellow/green/brown/odor)


___ Yeast Infections                                    


___ Hair Growth on Face or Body	           Total ___








19.  Male Only 


___ Prostate: burning/achy/pain/restricted flow/


dribble/emission/swells


___ Nighttime Urination


___ Lumps in the Testicles, Painful Genitals      


___ Erectile Dysfunction, Difficulty Completing Intercourse                      		           Total ___


						


                                                                         








15. Vascular 


___ Bleeding Disorders (Anemia, Bruise Easy, etc.)


___ Varicose Veins, Blood Clots, Swollen Ankles     


___ Slow Healing                                   


___ Hemorrhoids (Internal/External) 


         


					           Total ___








