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GENERAL REVIEW OF SYSTEMS
Reviewed By:
Name: Birth Date: Today’s Date:

Have you ever had any of the conditions listed below? (check all that apply)

Yes Comments
GENERAL
Fatigue/l10SS OF ENEIQY ...ccveiveeiievee e
Fever or chills (please circle which) .......c.ccccooviiinininnn
Unexpected weight loss over 10 pounds.........cccccooeveeererennne.
NIGNE SWEALS ....ecveeciiccie e
Unexplained change in weight, appetite,
or sleeping habits (please circle which) ........c.cccocvevverinnenn.
EYES
Do you wear glasses or contact 1enses? ........ccccoevvveiverenennne
(please circle which)
Eye problems? (please explain).......c.ccccccocvvevviniieeineneennenn,
Eye discharge, injury, infection (please circle which) ..........
EARS, NOSE THROAT & MOUTH
Loss of hearing or ringing-tinnitus (please circle which).......
Nasal Allergies .......cocviveieiieee s
Nose bleeds (EPISTAXiS) .....ccvveveiieerieiiii e
SINUS TISBASE ..vevvvvieiesir ettt sttt
Hoarseness or sore throat (please circle which) ....................
NOCEUINAL CPAP ..ottt
POSt NASAl AFIP ..o
] LT I 0] 1 WSS
Bleeding gUMS.....c.ooiiiiiireee e
Do you have dental bridges or dentures? (circle which) .......
TOOtNACKE ..o
RESPIRATORY
Chronic cough (more than one month) ...........cccocoeveiennnnne
Daily sputum production (what color?) ..........cccccevvvveiernnnne.
Shortness of breath ...
Spitting/coughing up blood (hemoptysis) .......cccccveveieerenenn.
WHEEZING....c..i it
Last pulmonary function test: Performed by/at:

Last chest x-ray: Performed by/at:
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Yes Comments
CARDIOVASCULAR
Abnormally rapid heart rate (tachycardia) ..........c.c.ccceevenenn

Abnormally slow heart rate (bradycardia) ............ccceeuenneen.

Blood clots in 1egS (DVT) ..o

Chest pain or angiNa ........c.cccveeeeieeieesee e e see e

Congenital heart defect.........ccccceviviiveiiiicce e,

Excessive fluid retention/ankle swelling ............cc.ccoceveienns

HEAM QISEASE......eeeeeeeeeee ettt ettt e e e e e e e e e e e e eainaes

[ (T 01T 0[O S

Heart pounding (palpitations) .........ccccocvvivevenienieieneeiee

History of Rheumatic fever .........ccocooioiiiiiiie e

Shortness of breath with lying flat.............c.ccccooviieinn

Skipped or extra heart beats (arrhythmia) ...........cc.ccceeneee.

Trouble breathing at Night ...

Trouble climbing STAIS.......cccovivieere e

VATICOSE VEINS.....eveieeiireeeesirieesseieee s st e e s st e e s s e e s s sreeeseaens

Last electrocardiogram: Performed by/at:

Last stress test: Performed by/at:

Last cardiac catheterization: Performed by/at:

GASTROINTESTINAL
Difficulty swallowing (dysphagia) .........cccceovivriviininenennns

Frequent heart burn, indigestion .........c.ccccevevevieevieveninsnens

Vomiting or nausea (please circle which) ............c.ccoeue.en.

VVomiting blood (hematemesis) ........cccocevvreieininincnienen,

Excessive belching (eructations) ........cccoccevevrvereiivsieninnnns

Excessive passing of gas (flatus) .......cccccccovvveiieviniiciininens

Food intolerance (please list f00dS) ......c..ccooevivvevviiviiinnnnnns

Recent changes in bowel habits...........ccccooiiiviiiiiiis

Frequent diarrhea..........cccevvviieiiieeie e s e

COoNSLIPALION.....cviiiiiieiecie e

Rectal bleeding or blood in StOOIS .........ccovvvviveiiiicieiee

Black stools (Melena) .......ccccoveveieeieireeee e

Irritable bowel or spastic colon ..........ccccvvveivcicccce e,

Recurrent abdominal pain (list where) ...

JauNdice, lIVEr iSEASE .......veeeeeeeeeeeeeeeeee et

Last upper Gl (stomach x-ray): Performed by/at:

Last lower GI (barium enema x-ray): Performed by/at:

GENITOURINARY
Blood in urine (hematuria) .........cccoeveevviviiieiiie e,

Difficulty starting to urinate (hesitancy) .........cccccceevevvevennenn

Dribbling UrNe .....ccoiiiiie e

Frequent urination at night (nocturia) (list how many times)

History of herpes, venereal warts, HIV or other sexually
transmitted disease (please Circle) .......ccccccvevvvevivrivevcrnnnn

Incontinence/leakage of Urine ..........cccccoveveiininincncnee,

Painful urination or burning (dysuria) ........c.cccccoeevvieiiennnns

Poor/weakened Urine StrEAIM ........cvveeveveeeeiiieeesreieeessreeeenns

Recurrent bladder or kidney infections (UTI) (circle which)

Last IVP/Kkidney x-ray: Performed by/at:

Last PSA level: Performed by/at:




Cheboygan Surgical Associates — General Review of Systems

Page 3

WOMEN
Age at first menstrual cycle (menarche):
Age at time of first pregnancy:
Number of miscarriages:
Date of last pelvic exam and Pap smear:
Results:

Currently pregnant? .........cccoceveieeie e
Irregular or heavy Periods .......ccccvevevievievie s
Severe Cramps OF PAIN ......ocvvirerereieeeee e
Hormone therapy (please list number of years) ..................

MEN
Pain or lumps in the testicles ...
Problems initiating or maintaining an erection
(erectile dysfunction) .........cccceveveiiicieii e,

INTEGUMENTARY/BREAST
Change in hair or nails (please describe) .........ccccecvvvvernnne.
Change in mole or birthmark/location .............c.ccccecveviennnne.
History of skin cancer (please list type & location) .............
Skin rashes or itching (please circle which) ..........c..c..........
Sores that will not heal ...,

Breast diSCharge .........ccooeveeieniieeese e
Breast infeCtionS ..o
Breast lUMPS ....ooooviiiiieeee s
Breast PAIN ......ccoooiiiiieie s
| perform monthly self breast exams ..........c.cccccoveviveveennnnnn

Last physician breast exam:
Last mammogram:

ENDOCRINE
Adrenal or pituitary gland disease (circle which).................
EXCESSIVE NUNQET ...veeveeicciec e
EXCESSIVE ThIrST ....eeiiiieic e
EXCeSSIVe UNNAtION .......ccooieiiiiiie e
Glandular or hormonal problems ........c..cccccovveviiviivieiee,
Heat or cold tolerance (circle which) .......c.ccccoeiiiiciiinnn,

NEUROLOGICAL
Black out SPells ......cvcveiiiicec e
COoNFUSION .oiiiiiii e e
DIZZINESS ..ttt
Frequent headacChes ..........cccvvveieeiii i
L0sS Of cOOrdination ..........ccccevviierineneieese e
MEMOIY 0SS ...eeieieeiteee st
Numbness or tingling sensation (Where?)........ccccocevvvvvvnnnns
PArAIYSIS ..oovveiiciieie st
Prior head INJUIIES .........cooiiiiiieisenese e
TremorsAWILCNES ......ooeiiiiee e

Date of last menstrual period:

Number of pregnancies:

Age of menopause:

Performed by/at:

Yes Comments

Performed at/by:
Performed at by:
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Yes Comments
MUSCULOSKELETAL

Amputations (location?)

BaCK PAIN ..o

Broken Bones/fractures (Where?) ......c.cccocevvivnienencncinnns

Joint replacement — prosthesis (which joints?)

Joint stiffness/pain (which joints?) .........cccocviveiiiiccenen,

Muscle pain or cramps (Where?) .......ccocoveveieininencnenenns
Muscle weakness (where?)

ALLERGIC/IMMUNOLOGIC/INFECTIOUS DISEASES
Allergy to penicillin or other antibiotic (which) .................
Allergy to iodine, IVP or CT scan dye or shellfish (circle) .
Allergy to latex (please explain) .......c.cccooevvveveviviiveneinnnenn, (please complete latex allergy questionnaire)
Allergy to Novocain or other local anesthetic......................
Environmental allergies (dust, chemicals, soaps, household

items, pollen, beestings, etc. — please list)
Food allergies (please list) ........ccoevvinininiieieiesnce s
Usual childhood diseases (measles, mumps, chicken pox) .

HEMATOLOGIC/LYMPHATIC
ANBIMIA .o
Bleeding or bruising tendency
Blood clotting disorder .........c.ccoovvevvieeie v
Enlarged glands or lymph nodes (where?)
Low platelet count (thrombocytopenia)

PSYCHIATRIC
AICONOTL ADUSE ...
Anxiety/nervousness
DEPIESSION ...ttt
Do you have panic attacks? ..........c.ccocvviiiiineiciiiics
Do you have suicidal thoughts or plans?.............ccccccevevvnnnnne
Drug abuse (please SPeCify)........ccvvvivevieiivcveniieece e
Have you been under the care of a psychiatrist or

PSYCNOIOGIST ...t
Unable to sleep (insomnia)

Signs and symptoms not covered above:

R i e i i e S R e i G S e i i S R I

FOR OFICE USE ONLY

I have reviewed these history forms in their entirety:

Physician Signature Date

Physician Signature Date
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