Today’s Date:

Review of Symptoms

Patient Name:

Date of Birth:

Please review and mark any current symptoms or problems you have experienced in the last six months.

General:

[Loss of appetite
ClFever/chills
[INight sweats
CJWeakness
CIFatigue

Hematologic:
L1Abnormal bleeding
L1Abnormal bruising
[ISwollen glands

Allergies/immunologic:
[ISeasonal allergies
[JFood allergy

[1Sinus Problems
LIFrequent infections

Skin:

[ISlow healing

[1Rash

[INail change

[1Change in skin or mole
[1Other

Breasts:
[1Discharge/bleeding
CLump

[IPain

Eyes:

[1Change in vision
L1Eye infection
LIEye pain

Ears/Nose/Throat:
[1Hearing loss
[IRinging in ears
[IBleeding gums
[1Hoarseness

CINeck swelling/lumps
[INose bleeds
[1Dental Issues

Cardiovascular:

[IChest discomfort/pain
Llirregular heart beat
[JSwollen hands or feet
[JRacing heart

Respiratory:
[IShortness of breath
[1Cough

[IWheezing

[JCough up blood
L1Difficulty breathing

Gastrointestinal:

[1Bloody or black stools
[JConstipation

L1Difficulty swallowing
[JHeartburn/esophageal reflux
[IDiarrhea

[INausea

LIVomiting

[JAbdominal Pain

[IPain with bowel movements
[1Jaundice

Urinary:

[1Blood in urine

[LIFrequency

LIDifficulty urinating

[1Pain or burning with urination
[lIncontinence

Musculoskeletal:
[1Back or neck pain
[IPainful or stiff joints
[1Bone pain, Site:
L]Arthritis

Mental Health:
[1Depressed or sad
L]Anxiety

[ISleep issues
[ISuicidal thoughts
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Neurological:
[JHeadaches
[IDizziness
[IFainting

[JLoss of balance
LIDifficulty speaking
[Loss of sensation
LIMemory Issues
[ISeizures

Endocrine:

[JWeight loss
[IWeight gain
[JExcessive thirst
[JHeat/cold intolerance

FOR WOMEN

Gynecological:

Llrregular menstrual periods
[IHot flashes

[IMenopause

[IHeavy menstrual bleeding

Check this box if you do NOT have

any symptoms listed:

LIl do not have any symptoms.
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