PHYSICIANS GROUP
Neurology

Follow-Up Review of Systems

DATE: NAME: DOB:

REVIEW OF SYSTEMS (Circle any of the following symptoms you have experienced in the past 6 months):

Constitutional
Activity change
Appetite change
Fatigue

Fever

Unexpected weight change

HENT

Congestion

Ear pain

Hearing loss
Nosebleeds

Runny nose

Sinus pain

Sore throat

Ringing in the ears
Difficulty swallowing

Voice change

Eyes
Eye pain

Eye redness
Sensitivity to light
Visual disturbance
Respiratory
Chest tightness
Cough

Shortness of breath

Cardiovascular

Chest pain
Leg swelling

Palpitations

Gastrointestinal

Abdominal distention
Abdominal pain
Constipation
Diarrhea

Nausea

Vomiting
Endocrine

Cold intolerance
Heat Intolerance
Genitourinary
Large volume of urine
Painful urination
Urinary Frequency

Musculoskeletal

Joint pain

Back pain
Difficulty Walking
Joint swelling
Muscle pain

Neck pain

Skin
Color change

Rash

Allergies/Immune System

Food allergies

Immuno-compromised

Neurological

Dizziness
Headaches
Light-headedness
Numbness
Seizures

Speech difficulty
Syncope

Tremors

Weakness

Hematologic

Bruises/bleeds easily

Psychiatric

Agitation

Behavior problem
Confusion

Decreased concentration
Persistent bad mood
Hallucinations
Nervous/anxious

Sleep disturbance



