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GASTROINTESTINAL
hemorrhoids

NONE

constipation
excessive gaschronic diarrheavomiting

change in bowel habitsabdominal painindigestion

nausea
blood in stool

GENERAL
weight loss

NONE
fever

weight gainpersistent infectionsfatigue

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

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

CARDIOVASCULAR
NONEshortness of breath

swelling hands / feet

RESPIRATORY
NONEcoughing bloodwheezing

difficulty breathing chronic cough

BREAST
NONEnipple dischargebreast pain

mass / lump

on exertion
difficulty breathing

palpitations
chest pain

FEMALE GENITOURINARY

(Women Only) painful intercourse

NONEincreased urinary urgency
painful menstruation

excessive urination at night

blood in urine

menstrual irregularities

vaginal dryness

painful urination

urine leakage
vaginal itch / burning

frequent urination

pelvic pain
vaginal discharge

MALE GENITOURINARY

(Men Only) excessive urination at night

NONEimpotence
increased urinary urgency

urethral discharge

testicular pain

urine leakage

testicular mass

penile lesions

frequent urination
change in urinary stream

blood in urine

painful urination

MUSCULOSKELETAL
NONEmuscle weaknessjoint swellingjoint pain

muscle painjoint stiffness

SKIN
NONEskin ulcerhiveschange in wart / mole

new sore / lesion

NEUROLOGIC
NONEdecreased memorytrouble walkingheadaches

seizuresnumbnessfainting

PSYCHIATRIC
NONEfearfulfrequent cryinganxiety

depressionchange in sleep pattern

ENDOCRINE
NONEheat intolerancehot flashes

hair changes cold intolerance

HEME / LYMPHATIC
NONEgland problemsexcessive bleeding

easy bruising

rashdry skin

Do not write, stamp, 
punch holes or affix a 

sticker in this area.

For technical support,
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Family Medicine
Review of Systems

Please answer every question

To reproduce, follow the 
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EAR, NOSE AND THROAT
ear pain

NONE

hearing loss
sinus painseasonal allergiessore throat
oral ulcersringing in earscongestion

EYES
NONEglasses / contacts

visual disturbances
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