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NOTE: THIS ISACONFIDENTIALRECORDAND WILLBE K€PT INYOUR DOCTOR'S OFFICE.INFORMAIION CONTAINED
HERE WILLNOT BE RELEASED TO ANYONE WITHOUT YOURAUTHORIZATION TO DO SO.

REVIEW OF SYSTEMS

Do you have or are you currently experiencing any ofthe following? Ifso, pleas€ circle YES.

G€nitourioary:
Uretheraldischarg€
Frequent urination
Urinary urgency
Female-post meoopausal
BPH
Prostate Cancer

Neurological:
Multiple Sclerosis
Paralysis
Stroke
Headaches
NumbnesYTingling of Extremities
Seizures/Convuhions
Frequent Falls
Dizziness

Endocrine:
Osteoporosis
Hypothyroid (under active)
Hyp€rthyroid (over active)
Diabetgs
Insulin Dependent Diabetes

All€rgic/Imnunologicl
Latex
Skin Sensitivity
HIV

Musculoskelelal:
Neck Pain
Osteoarthrith
Rheunatoid Arthritis
Cout
Pseudogout
Back Pain
Joint pain or stiffness
Muscle weakness

Constitutional Symptoms:
Fevers

Weight Loss
Night Sweats
Weight Gain

Cardiovascuhr:
CHF (Congestive Heart Failure)
cAD (Coronary Artery Disease)
MI (Heart Attack)
MVP (Mitral Valve Prolapse)
CABG (Coronary Artery Bypass)
HTN (High Blood Pressure)
Hypotension (low blood pressure)
PVD (Peripheral Vascular Disease)

Gastrointestinal:
Hislory ofPeptic Ulcer
Blood in Stools
HeartbuftVReflux

Psychirtric:
D€pression
Antid€pressant drug use

Henrtologic/Lymphaticl
History of blood transfusion
Bleeding or bruising tendency

Lymphomtl-euk€mia
D€ep Vein Thrombosis (DVT)
Pulnonary Embolism (PE)

Integumentary (BreasVSkin)
Skin Infection
Rashes
Breast Cancer
Psoraisis

Respiratory

COPD

OTHfR SICNIFICANT ILLNTSS OR DISEASTS:


