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TO THE BEST OF MY KNOWLEDGE, THE ABOVE INFORMATION IS ACCURATE 

PATIENT/GUARDIAN/BENEFICIARY SIGNATURE    DATE
                        

 (PROVIDER)             READ & REVIEWED                                                  DATE:

CONSTITUTIONAL
Feeling Well                          Yes      No  

Fever    Yes      No  

Generalized Weakness          Yes      No  

Weight changes    Yes      No  

EYES   

Date of last eye exam  

Glaucoma    Yes      No  

Cataracts    Yes      No  

Blurred vision    Yes      No  

Eye discharge    Yes      No  

Eye infections    Yes      No  

EAR,  NOSE,  THROAT, MOUTH 

Date of last dental exam

Wear hearing aid(s)   Yes      No 

Ear pain   Yes      No 

Hearing loss   Yes      No 

Sinus problems   Yes      No 

Nasal congestion   Yes      No 

Nose bleeds   Yes      No 

Sore throat   Yes      No 

Vertigo   Yes      No 

Oral lesions of the mouth   Yes      No 

CARDIOVASCULAR
Date of last EKG

Date of last Echocardiogram

Chest pain or angina   Yes      No 

Heart murmur(s)   Yes      No 

Swelling in hands/
feet 

  Yes      No 

Palpitations   Yes      No 

Hypertension   Yes      No 

Heart disease   Yes      No

Leg pain when walking   Yes      No

RESPIRATORY
Cough   Yes      No

Shortness of  breath   Yes      No

Wheezing   Yes      No

Breathing problems   Yes      No

Asthma   Yes      No

History of bronchitis   Yes      No

History of pneumonia   Yes      No

Other:

GASTROINTESTINAL
Indigestion or pain when eating             Yes      No  

Nausea                                                     Yes      No  

Vomiting    Yes      No  

Jaundice    Yes      No  

Gallbladder disease    Yes      No  

Abdominal swelling                                Yes      No  

Change in bowel habits                           Yes      No  

Constipation    Yes      No  

Diarrhea    Yes      No  

Hemorrhoids   Yes      No 

MUSCULOSKELETAL   Yes      No 

History of fractures   Yes      No 

Back and neck pain   Yes      No 

Arm or leg pain   Yes      No 

Arthritis   Yes      No 

Muscle cramps   Yes      No 

Joint pain or swelling   Yes      No 

Spinal deformity   Yes      No 

GENITOURINARY
Urinary tract infections  Yes      No 

Frequency  Yes      No 

Incontinence   Yes      No 

Hematuria   Yes      No 

Kidney stones   Yes      No 

Pregnancy (female)   Yes      No 

Erectile dysfunction (male)   Yes      No 

 STD   Yes      No

INTEGUMENTARY
Skin disease   Yes      No

Rash   Yes      No

Scars, moles, or lesions   Yes      No

Changes in nail color or texture   Yes      No

Breast pain, tenderness or swelling   Yes      No

Date of last mammogram (female):

ENDOCRINE
Fatigue  Yes      No

Intolerance to heat/cold  Yes      No

Excessive thirst  Yes      No

Goiter  Yes      No

Hormone therapy  Yes      No

Hair loss  Yes      No

Elevated cholesterol levels  Yes      No

NEUROLOGICAL
Seizures    Yes      No  

Syncope    Yes      No  

Disoriented    Yes      No  

Dizziness       Yes      No  

Tremors    Yes      No  

Insomnia    Yes      No  

Head Injury    Yes      No  

Headaches    Yes      No  

ADHD    Yes      No  

Tingling/
numbness 
hands/feet

  Yes      No  

PSYCHIATRIC
Anxiety   Yes      No

Depression   Yes      No 

Hallucinations   Yes      No 

Temper/work/
family problems

  Yes      No 

Crying spells   Yes      No 

Confusion   Yes      No 

Social withdraw   Yes      No 

making 
decisions

  Yes      No 

Under 
psychiatric 
treatment

  Yes      No 

ALLERGY/IMMUNOLOGY
Seasonal 
allergies

  Yes      No

Eczema   Yes      No 

Itching   Yes      No 

Frequent 
sneezing

  Yes      No 

Chronic nasal 
drainage

  Yes      No 

HEMATOLOGICAL/ 
LYMPHATIC
Anemia   Yes      No

Bleeding 
tendencies

  Yes      No

Easy bruising   Yes      No

Slow healing   Yes      No

History of blood 
transfusion

  Yes      No

Swelling of 
lymph nodes

  Yes      No

Current Review Of Systems (Within the past 3 months)
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