










 
Julien Vaisman,MD 

NAME: ____________________________________        Joe Ordia, MD 

Review of Systems:  

Do you have any of the following? 
 

General    
Fever Chills 
Weight Loss 
Weight Gain  
Recent infection  
Skin rash  
Headache 

Head 
Head injuries 

Eyes 
Decreased vision 
Double vision 
Visual spots/Flashing lights 
Sensitivity to bright lights 
Cataracts 
Glaucoma 

Ears 
Hearing loss 
Ringing in the ears 
Ear pain 
Ear drainage 
Ear infection 
Dizziness/Vertigo 

Nose 
Nasal congestion 
Hay fever 
Nose bleeds 
Sneezing 
Loss of sense of smell 
Sinusitis 

Mouth/Throat 
Sores tongue 
Sore throat 
Hoarseness 
Bleeding gums 
Tooth infection 
Loss of taste 
Difficulty swallowing 
Bleeding gums 
Sore throat 
Hoarseness 

Breast 
Breast mass 
Breast pain 
Breast discoloration 

Hematologic 
Anemia 
Easy bruising or bleeding 
Prior blood transfusion 
Taking blood thinner 

 

 
Respiratory 

Cough 
Coughing up blood 
Shortness of breath 
Wheezing 
Asthma 
Bronchitis 
Emphysema 
Pneumonia 
Tuberculosis 
Pulmonary embolus 

Cardiovascular 
Chest pain 
Palpitations 
Shortness of breath lying down 
Shortness of breath at night 
Leg edema 
Leg cramps with walking 
High blood pressure 
Heart failure 
Rheumatic fever 
Heart murmur 
Atrial fibrillation 
Abnormal EKG 

Gastrointestinal 
Abdominal pain 
Heartburn 
Nausea 
Vomiting 
Vomiting blood 
Rectal bleeding 
Black tarry stool 
Hemorrhoid 
Difficulty swallowing 
Diarrhea 
Constipation 
Jaundice 
Liver or gall bladder problem 
Hepatitis 

Urinary 
Urinary infection 
Cloudy urine 
Frequent urination 
Urinary incontinence 
Pain or burning with urination 
Blood in urine 
Weak urinary stream 
Urinary hesitancy 
Urinary incontinence 
Kidney stone 

Musculoskeletal 
Muscle or joint pain 
Stiffness 
Arthritis 
Gout 
Joint redness 
Joint swelling 
Weakness 
Limitation of joint movement 
Fractures 

Neurologic 
Fainting 
Dizziness/Vertigo 
Seizures 
Weakness 
Paralysis 
Numbness 
Tingling 
Tremor 
Parkinson’s Disease 
Multiple sclerosis 

Endocrine 
Heat or cold intolerance 
Excessive sweating 
Excessive thirst or hunger 
Frequent urination 
Diabetes 
Hypothyroidism 
Hyperthyroidism 

Psychiatric 
Anxiety 
Depression 
Tension or Stress 
PTSD 
Suicidal thoughts 
Suicide attempt 
Bipolar  
Schizophrenia 
Manic-depressive 
Addiction 

Others 
______________ 
______________ 
______________ 
______________ 
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