REVIEW OF SYMPTOMS

Do you have symptoms associated with the following systems:
GENERAL 

⁭Yes ⁭No
Fatigue/Weakness

⁭Yes ⁭No
Weight Loss

⁭Yes ⁭No
Chills

⁭Yes ⁭No
Sweats

⁭Yes ⁭No
Anorexia

⁭Yes ⁭No
Malaise

⁭Yes ⁭No
Sleep disorder

⁭Yes ⁭No
Tired all the time

EYES 

⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

EARS/NOSE/THROAT 
⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

CARDIOVASCULAR

⁭Yes ⁭No
Chest pain at rest

⁭Yes ⁭No
Chest pain w/ exercise

⁭Yes ⁭No
Palpitations (heart fluttering)

⁭Yes ⁭No
Peripheral edema (swelling)

⁭Yes ⁭No
PND (numb hands/feet)

⁭Yes ⁭No
Orthopnea (shortness of 

breath when lying)

⁭Yes ⁭No
Shortness of breath

⁭Yes ⁭No
Dyspena on exertion 


(shortness of breath)

⁭Yes ⁭No
Syncope (fainting)

⁭Yes ⁭No
Claudication (pain with walking because of decreased blood flow)

⁭Yes ⁭No
Orthostatic symptoms (blood 
pressure drops upon standing)

RESPIRATORY

⁭Yes ⁭No
Cough

⁭Yes ⁭No
Dyspena at rest 

⁭Yes ⁭No
Excessive sputum 

⁭Yes ⁭No
Hemoptysis (coughing up blood)

⁭Yes ⁭No
Wheezing

⁭Yes ⁭No
Pleurisy (pain with breathing)

⁭Yes ⁭No
Shortness of breath

⁭Yes ⁭No
History of TB

⁭Yes ⁭No
TB exposure

⁭Yes ⁭No
Excessive snoring

⁭Yes ⁭No
History of sleep apnea

⁭Yes ⁭No
Daytime somnolence


(sleepiness)
GASTROINTESTINAL

⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

GENITOURINARY

⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

ALLERGIC/IMMUNOLOGIC
⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

HEMATOLOGIC

⁭Yes ⁭No 
Abnormal bruising

⁭Yes ⁭No 
Bleeding

⁭Yes ⁭No 
Enlarged lymph nodes

⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________


MUSCULOSKELETAL

⁭Yes ⁭No
Back pain

⁭Yes ⁭No
Joint pain

⁭Yes ⁭No
Joint swelling

⁭Yes ⁭No
Muscle cramps

⁭Yes ⁭No
Muscle weakness

⁭Yes ⁭No
stiffness

⁭Yes ⁭No
arthritis

⁭Yes ⁭No
sciatica (low back pain 


radiating down leg)

⁭Yes ⁭No
restless legs

⁭Yes ⁭No
leg pain at night

⁭Yes ⁭No
leg pain with exertion
SKIN

⁭⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

NEUROLOGIC

⁭Yes ⁭No 
Paralysis (unable to use limb)

⁭Yes ⁭No 
Paresthesias (abnormal


sensations)

PSYCHIATRIC

⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

ENDOCRINE

⁭Yes ⁭No 
Diabetes
⁭Yes ⁭No 
gout
⁭Yes ⁭No 

If yes please explain below:

_____________________

_____________________

_____________________

_____________________

Other: _____________________________________________________


___________________________________________________________











