KC Medical Care - REVIEW OF SYSTEMS

Please circle “yes” if symptom is present

NAME: NO CHANGE SINCE LAST VISIT a
General, constitutional Musculoskeletal
Poor general health lately ........................... yes JoiNt pain ... yes
Recent weight 10SS ........oooceiiiiiiiiiiiee. yes Joint stiffness or swelling .........ccccocoeeiieens yes
Recent weight gain ..................o.oe.
Fever/ Chills ........coociiiiiiii e yes Weakness of muscles/joints ..............c.c...... yes
Fatigue ...oooooiee e yes Muscle pain or cramps ........ccccceeeiiiieeeennnns yes
Back pain ..o yes
Eyes and vision Difficulty in walking ........ccccoivieiiiiinee. yes
Eye disease orinjury.............ccoeviininn. yes
Wear glasses or contact lenses .................... yes Skin and breasts
Blurred or double vision ..............cccoeeeeiiinnne yes Rash or itching ......coeveveeeiiiiiieees yes
GlauCOMA ....ooeiiiiee e yes Change in skin color ..........ccocccevvieiiiiiiieeees yes
Pain ..o
VariCoSe VEINS .......cocvveiiieeiiiie e yes
Ears, nose, throat Breast pain ... yes
Hearing 0SS .......cooviiiiiieeeie e yes
Ringinginthe ears ..........ccoooooiiiiiiiie yes Neurological
SinuS ProblemMS ........cooviiiiiiiii e yes Frequent or recurrent headaches ............... yes
Nose bleeds ..., yes Lightheaded or dizzy .........cccccooiiiiiiiiiien. yes
Bleeding gums ... yes Convulsions or tingling sensations .............. yes
Falseteeth ..o,
Sore throat or voice change...........ccccccccone. yes TrEMOIS e yes
SroKeS / TIA .o yes
Genitourinary Head injury.......cccooeeeeveeeceeeeee e yes
Frequent urination.................c.cooiinis yes
Burning or painful urination ......................... yes Psychiatric
Blood in UrinNe .......coooviiiiiiiiiiee e yes Memory loss or confusion ..........c.cceeceeeennnen. yes
StONES ..oviiiiiiee e
Kidney DiSease ..........cccccveeiiiiiiieie i
Sexual difficulty/pain .........ccccoviiiiiiiie . Nervousness/ anxiety .........ccccccevveeererennne. yes
yes
Irregular periods (female) .......ccoccvvirieeiiinennne yes Depression ........oovveeviiiee e yes
Erectile dysfunction (male) .........cccccocveeinneens yes Sleep problems .........ccccoeeiiiiiiiien yes
Snoring/ yes
APNCA .o
Respiratory
Frequent coughing ........cccccevvvevieniesiieeseeene. yes Endocrine
Spitting up blood ........cceeeiiii yes Glandular or hormone problem .................. yes

Shortness of breath ..........cccoocciiiiiiii yes Thyroid diSease .......c.cccevevieeeriieeee e yes



Asthma or wheezing..........ccccoveeeiiieeinieeene yes
Sleep APNea ...ooooviieiiiiiee e

Gastrointestinal /Extremities

Loss of appetite ......uvveeeeiieieiiii, yes
Constipation ..o yes
Nausea or vomiting ........ccoooceeeeiiiiiieenis yes
Indigestion/Heartburn .............cccccooeiiieiiiinnnns

Frequent diarrhea .............ccoooiiiiiiieees yes
Blood in StOOl ......coouviiiiiiiii yes
Leg cramps/pain ........coceeeeiieeiiiiieenieesiee e yes
Restless [€gS .......oooviiiiiiiiiiicecc yes
Leg ulcers/redness .........cccceevieeeiiiieiiieeenneenn yes

DiIiabetes .....ueueeeiiiieiieeeee

Excessive thirst or urination .........................

Heat or cold intolerance ...........cccceeeeeeeeens

Hematologic/ Lymphatic

Slow to heal after cuts ........cccceeeeeveiiieivvnnnnnn.

Easily bruise orbleed ..............ccooiiiiiinienes

ANCMIA ..
PhIEDItiS .....ooviiieieie e
TransfuSion .......coooeeeeiiiii e

Swollen glands .........cccocveviiiiiiiieee

PLEASE INDICATE BELOW ONLY IF ARE YOU CURRENTLY EXPERIENCING ANY OF THESE SYMPTOMS:

ANY OTHER PROBLEMS:

Signature:

Date:
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