REVIEW OF SYSTEMS (2)

Check

	E.
	EENT
	Office Use Only

	
	Headaches
	

	
	Vision Problems (Blurred/Double/Glaucoma)
	(do not write in this area)

	
	Dental Problems
	

	
	Clicking Jaw/TMJ
	

	
	Neck Lumps or Swelling
	

	
	Thyroid Problems (Hyper/Hypo)
	

	
	Sore Throat/Hoarseness
	

	
	Difficulty Swallowing
	

	
	Earaches
	

	
	Hearing Problems
	

	
	Stuffed Nose/Nose Bleeds
	

	
	Allergies
	

	F.
	Gastro-Intestinal
	

	
	Poor/Excessive Appetite
	

	
	Excessive Thirst
	

	
	Frequent Nausea
	

	
	Vomiting
	

	
	Heartburn
	

	
	Gas/Bloating
	

	
	Diarrhea/Constipation
	

	
	Hemorrhoids
	

	
	Black/Bloody Stool
	

	
	Liver Problems
	

	
	Gall Bladder Problems
	

	
	Weight Trouble
	

	
	Abdominal Cramps/Colitis
	

	G.
	Female Gender Specific
	

	
	Menstrual Irregularity 
	

	
	Menstrual Cramps
	

	
	Date of last period _______________
	

	
	Are You Pregnant? Yes ____ No____
	

	
	Number of Pregnancies ____Number of Births ____
	

	
	Breast Pain/Lumps or Masses
	

	
	Frequent Vaginal Infections
	

	
	Pain/Discomfort with Intercourse 
	

	H.
	Male Gender Specific
	

	
	Pain or Swelling in Testicles
	

	
	Chronic or Recurrent Infections
	

	
	Lumps or Masses in Penis or Testicles
	

	
	Pain on Ejaculation/Blood in Ejaculation
	

	
	Sexual Dysfunction
	

	I.
	General Health
	

	
	Unexplained Weight Loss
	

	
	History of Diabetes
	

	
	Loss of Sleep
	

	
	Fatigue
	

	
	Fever
	

	J.
	Please indicate amount of intake of the following:
	

	
	Tea________ Coffee________ Alcohol________
	

	
	White Sugar________ Cigarettes________
	


The following family members have the same or similar problems as I do:___________________________________ __________________________________________________________________________________________________Patient Signature _______________________________________________ Date ______________________________

