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CARDIOVASCULAR
shortness of breath with exertion

NONE
bluish discoloration of lips / nailsleg cramps with exertion

loss of consciousness

racing / skipping heartbeatsdifficulty breathing lying down

swelling of hands / feet
chest pain / discomfort

RESPIRATORY
sputum in cough

NONEcoughing up blood

GASTROINTESTINAL

abdominal pain

NONE

diarrhea
dark / tarry stools

change in bowel habits

GENITOURINARY
trouble starting urinary stream

NONE
inability to empty bladder

inability to control bladder

MUSCULOSKELETAL

right leg pain

NONE

left leg pain
pain with sitting

pain with standing
pain with walking

GENERAL
weight loss

NONEweight gain

EYES

light sensitivity

NONE

discharge
eye irritation

eye pain

EAR, NOSE AND THROAT
ringing in ears

NONE
hoarseness

sinus pain

Please mark all symptoms you are CURRENTLY experiencing.  Mark all that apply.

If you have no symptoms in a category, please mark “NONE”.

Do not write, stamp, 
punch holes or affix a 

sticker in this area.

For technical support,
please contact PatientLink at 

Support@MyPatientLink.com.

Direction of Feed

Review of Systems
Please answer every question

To reproduce, follow the 
printing instructions. 

Fold only on the dotted lines.

fever
fatiguechills

vision loss (1 eye)

vision loss (both eyes)glasses
“halos” around lightscontacts

blurringdouble vision

decreased hearing
earache difficulty swallowing

deafness

cough
wheezing

nausea
excessive appetitegas

decreased appetitevomiting
constipationbleeding

urinary frequencypelvic pain
painful urinationblood in urine

urinary urgency

muscle weakness
neck pain
back painjoint pain

right arm painjoint swelling
left arm painmuscle spasms

please fold on dotted line

please fold on dotted line

PSYCHIATRIC
addiction

NONEthoughts of suicide

HEME / LYMPHATIC
blood clots

NONEanemia

ALLERGIC / IMMUNOLOGIC NONEHIV exposure
seasonal allergies

depression
anxiety

transfusion

persistent infections

SLEEP
difficulty falling asleep or staying asleep (insomnia)

gasping for breath / stop breathing
NONErestless leg

poor sleepsnoring
daytime sleepiness

NEUROLOGIC

weakness

NONE

tingling
problems with coordination

difficulty concentrating
sensation of room spinning

dizziness
seizuresheadaches

falling downpoor balance
faintingnumbness

memory losstremors
SKIN NONEbirthmarksbruisingrash
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