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Mark all that apply.  If no symptoms, please mark “NONE”.

Repeat Visit:  Mark only the symptoms that you have experienced since your last visit.

NONEnausea dark tarry stools
diarrhealoss of appetite

GASTROINTESTINAL

bloody stools abdominal pain
vomitingchange in bowel habits

abdominal bloating indigestion
constipationyellowish skin color

vomiting blood hemorrhoids
gasexcessive appetite

NONEwheezingcough

RESPIRATORY

shortness of breathexcessive sputum
excessive snoringcoughing up blood
chest discomfortsleep disturbances due to breathing

NONEleg cramps with exertionfainting

CARDIOVASCULAR

swelling of hands or feetnear fainting
lightheadednessbluish discoloration of lips or nails

chest pain or discomfortdifficulty breathing while lying down
weight gainshortness of breath with exertion

fatigueracing / skipping heartbeats
palpitationsdifficulty breathing at night

NONEear discharge sore throat
nosebleedsdifficulty swallowing

EARS / NOSE / THROAT

decreased hearing earache
hoarsenessringing in the ears

nasal congestion

blurring

NONE

EYES

vision loss – 1 eye discharge
vision loss – both eyes eye irritation

“halos” around lights eye pain
double vision light sensitivity

weight loss

NONE

fevers
chills

GENERAL

“feeling sick”fatigue (always tired)
sweatsappetite loss

First Visit:  Mark all symptoms that pertain to you.

SAMPLE



Review of SystemsPrint in Color or Grayscale Only
Using Adobe Acrobat Reader 8.0 or later

Page 2 of 2

Please answer every question.

(U.S. Patent No. 7,487,102) (U.S. Patent No. 7,941,328) Copyright © PatientLink  Form-176   (Rev. 02/01/2013)

NONEexcessive daytime sleeping
sensation of room spinningnumbness

tingling

NEUROLOGIC

NONEback pain
joint pain muscle weakness

loss of strength

MUSCULOSKELETAL  

NONEchanges in color of skindryness

SKIN

NONEother abnormal vaginal bleedingpainful urination

GENITOURINARY

excessively heavy periodsurinary urgency
inability to control bladderblood in urine

trouble starting urinary streamunusual urinary color
inability to empty bladderlack of sexual drive

foul urinary dischargenighttime urination
pelvic painkidney pain

missed periodsurinary frequency
genital sores

presence of joint fluidgout
muscle crampsstiffness

muscle achesjoint swelling
arthritis

unusual hair distributionnight sweats
changes in nail bedsrash

excessive perspirationitching
flushingpoor wound healing

skin cancersuspicious lesions

tremorsheadaches
seizures

disturbances in coordinationweakness
difficulty with concentrationbrief paralysis

memory lossinability to speak

visual disturbancespoor balance
falling downfainting

NONEanxiety

PSYCHIATRIC
depression

thoughts of violence
sense of great dangerthoughts of suicide

frightening visions or sounds
mental problems

NONEexcessive urinationweight change

ENDOCRINE

excessive hungercold intolerance
excessive thirst

ALLERGIC / IMMUNOLOGIC

NONEHIV exposurehives or rash
persistent infectionsseasonal allergies

NONEabnormal bruisingbleeding

HEMATOLOGIC / LYMPHATIC

enlarged lymph nodesskin discoloration
fevers

heat intolerance
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