
Review of Systems 

General: 
Chills   Yes____ No____  Headache  Yes____ No____ 
Tired   Yes____ No____  Weight Gain  Yes____ No____ 
Fever   Yes____ No____  Weight Loss  Yes____ No____ 
 
Neck: 
Trouble Swallowing Yes____ No____  Lump or Swelling Yes____ No____ 
 
Breasts: 
Nipple Discharge Yes____ No____  Breast Pain  Yes____ No____ 
Change in Breast Skin Yes____ No____  Breast Lump  Yes____ No____ 
 
Respiratory: 
Cough   Yes____ No____  Shortness of Breath Yes____ No____ 
Wheezing  Yes____ No____ 
Can you walk up a flight of stairs?   Yes____ No____ 
 
Cardiovascular: 
Chest Pain  Yes____ No____  Swelling in Legs  Yes____ No____ 
 
Gastrointestinal: 
Abdominal Pain  Yes____ No____  Diarrhea  Yes____ No____ 
Nausea   Yes____ No____  Constipation  Yes____ No____ 
Vomiting  Yes____ No____  Blood in Stool  Yes____ No____ 
 
 
 

Patient’s Name: ________________________________ 
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