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11 Years and Older
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weight loss NONE
GENERAL

tired
fever weight gain

HEENT eye discharge
runny nose

vision changes
nosebleeds

NONE
ear painred eyes

sore throatstuffy nose

CARDIOVASCULAR

NONE

irregular heart beat
sweatingbluish skin

chest painswelling

NONEfast breathing
difficulty breathingRESPIRATORY

cough
wheezing

NONE
belly pain

decreased appetite

GASTROINTESTINAL

constipation
vomiting

diarrhea

MUSCULOSKELETAL
limping

NONE

joint pain
joint swelling

muscle aches back pain

NEUROLOGICAL fainting
NONEheadachedizziness

seizure

NONEvaginal itching

FEMALE GENITOURINARY 
(Girls Only) urinary frequency

discharge

painful urination
decreased urine output

NONEswelling of testicle

MALE GENITOURINARY 
(Boys Only) urinary frequency

urine stream smaller

painful urination
discharge

decreased urine output

NONEswollen glandsLYMPHATIC bruising

PSYCHIATRIC
NONE

hyper
emotional concernssleep disturbances

SKIN
rash NONE

skin lesion
insect bites / stings

OTHER SYMPTOMS 

please list:

For use with the [note name here] note.
Handwritten items must be manually 

entered.


	Form-538 SAMPLE.vsd
	Page-1


