
 

REVIEW OF SYSTEMS 
Please check if you or your family members have or have ever had any of the problems in the following areas. 

  
 Self: Y N Father      Mother      Siblings                                    Additional Comments 

SKIN       ______________________________________________________ 

NEUROLOGIC       

 Headaches      ______________________________________________________ 

 Migraines      ______________________________________________________ 

 Seizures      ______________________________________________________ 

EYES       

 Blurred Vision      ______________________________________________________ 

 Sudden Loss of Vision      ______________________________________________________ 

 Distorted Vision/Halos      ______________________________________________________ 

 Double Vision      ______________________________________________________ 

 Eye Irritation      ______________________________________________________ 

 Chronic Infection of Eye      ______________________________________________________ 

 Blindness      ______________________________________________________ 

 Cataracts      ______________________________________________________ 

 Glaucoma      ______________________________________________________ 

 Macular Degeneration      ______________________________________________________ 

 Retinal Detachment      ______________________________________________________ 

 Itching/Burning      ______________________________________________________ 

 Flashes/Floaters in Vision      ______________________________________________________ 

 Lazy Eye      ______________________________________________________ 

EARS, NOSE, MOUTH, THROAT       

 Allergies      ______________________________________________________ 

 Sinus Congestion      ______________________________________________________ 

 Dry Throat/Mouth      ______________________________________________________ 

RESPIRATORY       

 Asthma      ______________________________________________________ 

 Chronic Bronchitis      ______________________________________________________ 

 Emphysema      ______________________________________________________ 

VASCULAR       

 Diabetes      ______________________________________________________ 

 Heart Pain      ______________________________________________________ 

 High Blood Pressure      ______________________________________________________ 

 Vascular Disease       ______________________________________________________ 

GASTROINTESTINAL       

 Digestive Problems      ______________________________________________________ 

 Liver Disease      ______________________________________________________ 

GENITOURINARY 

(Genitals/Kidney/Bladder) 
     ______________________________________________________  

BONES/JOINTS/MUSCLES       

 Arthritis      ______________________________________________________ 

 Muscle Pain      ______________________________________________________ 

LYMPHATIC/HEMATOLOGIC       

 Anemia      ______________________________________________________ 

 Bleeding Problems      ______________________________________________________ 

ENDOCRINE (Thyroid/Other Glands)      ______________________________________________________  

PSYCHIATRIC      ______________________________________________________  

 
 

_______________________________________________________   _________________________________________ 

   Doctor’s Signature       Review Date 
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