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     REVIEW OF SYSTEMS
Name: _______________________________________________________ Date of Birth: ________________________
Do you now or have you had any problems related to the following systems?
Circle Yes or No. Please explain Yes answers in the space provided.

Constitution Symptoms				   Skin
Fever			   Yes	 No			   Skin Rash			   Yes	 No
Chills			   Yes	 No			   Boils/Abscess			   Yes	 No
Weight Loss		  Yes	 No			   Persistent Itch			   Yes	 No
Night Sweats		  Yes	 No			   Other				    __________________
Other			   __________________

Eyes							       Musculoskeletal
Blurred Vision		  Yes	 No			   Join Pain				   Yes	 No
Double Vision		  Yes	 No			   Neck Pain			   Yes	 No
Pain			   Yes	 No			   Back Pain			   Yes	 No
Other			   __________________		  Other				    __________________

Allergies/Immune System			   Ears/Nose/Throat/Mouth
Hay Fever		  Yes	 No			   Ear Infections			   Yes	 No
Drug Allergies		  Yes	 No			   Sore Throats			   Yes	 No
Food Allergies		  Yes	 No			   Sinus Problems			   Yes	 No
Other			   __________________		  Other				    __________________

Neurological					Genito     /urinary
Tremors			   Yes	 No			   Urinary Retention		  Yes	 No
Dizzy Spells		  Yes	 No			   Painful Urination			  Yes	 No
Headache		  Yes	 No			   Urine Frequency			   Yes	 No
Fainting			  Yes	 No			   Other				    __________________
Other

Gastrointestinal 					    Respiratory
Abdominal Pain		  Yes	 No			   Wheezing			   Yes	 No
Nausea/Vomiting		 Yes	 No			   Frequent Cough			   Yes	 No
Heartburn		  Yes	 No			   Shortness of Breath		  Yes	 No
Constipation		  Yes	 No			   Other				    __________________
Diarrhea			  Yes	 No			 
Other			   __________________

Cardiovascular					     Blood/Lymph System
Chest Pain		  Yes	 No			   Swollen Glands			   Yes	 No
Chest Pressure		  Yes	 No			   Blood Clotting/ Bleeding Problems 	Yes	 No
Palpitations		  Yes	 No			   Bruising				   Yes	 No
Other			   __________________		  Other				    __________________
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