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:

CLoss of appetite
ClFever/chills
[INight sweats
[1Weakness
CIFatigue

Hematologic:
CJAbnormal bleeding
CJAbnormal bruising
CISwollen glands

Allergies/immunologic:
[ISeasonal allergies
LFood allergy

[ISinus Problems
CIFrequent infections

Skin:

CISlow healing

[1Rash

[INail change

[JChange in skin or mole
[1Other

Breasts:
[IDischarge/bleeding
OLump

[IPain

Eyes:

[JChange in vision
[CJEye infection
L1Eye pain

Ears/Nose/Throat:
[JHearing loss
CIRinging in ears
[IBleeding gums
[1Hoarseness

CINeck swelling/lumps
[INose bleeds
[1Dental Issues

Cardiovascular:

[IChest discomfort/pain
Olrregular heart beat
[ISwollen hands or feet
[JRacing heart

Respiratory:
[IShortness of breath
[ICough

LWheezing

[JCough up blood
CIDifficulty breathing

Gastrointestinal:

[IBloody or black stools

[ Constipation

CIDifficulty swallowing
[JHeartburn/esophageal reflux
[IDiarrhea

[INausea

CVomiting

[1Abdominal Pain

[IPain with bowel movements
[1Jaundice

Urinary:

[IBlood in urine

ClFrequency

LI Difficulty urinating

[CIPain or burning with urination
Uincontinence

Musculoskeletal:
[JBack or neck pain
CIPainful or stiff joints
[JBone pain, Site:
ClArthritis

Mental Health:
[IDepressed or sad
ClAnxiety

[Sleep issues
[Suicidal thoughts
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Neurological:
[1Headaches
[IDizziness
CIFainting

[Loss of balance

LI Difficulty speaking
[Loss of sensation
CIMemory Issues
[ISeizures

Endocrine:

LWeight loss
CWeight gain
[1Excessive thirst
[JHeat/cold intolerance

FOR WOMEN

Gynecological:

Olrregular menstrual periods
[1Hot flashes

[IMenopause

[JHeavy menstrual bleeding



