
The Pain & Rehab Institute 

Review of Systems Name: ___________________ DOB:____________ Date: ____________ 

Please check the box if you are currently experiencing any of the following symptoms. 

 
Constitutional: 

 Chills 
 Fatigue 
 Fever 
 Night sweats 
 Trouble sleeping 
 Weakness 
 Unexplained weight loss 

or gain 
 Other: 

__________________ 
 
HEENT: 

 Headaches 
 Bleeding gums 
 Blurred or double vision 
 Difficulty swallowing 
 Dizziness 
 Lightheadedness 
 Light sensitivity 
 Nasal discharge 
 Neck tenderness 
 Nose bleeds 
 Recent head injury 
 Ringing in ears 
 Sinus pain 
 Vision loss or change 
 Other: 

___________________ 
 
Cardiovascular: 

 Chest pain 
 Chest tightness 
 Difficulty breathing on 

exertion 
 Faintness or loss of 

consciousness 
 Irregular 

heartbeat/palpitation 
 Lower body swelling 
 Other: 

__________________ 
 
Respiratory: 

 Cough 
 Painful breathing 
 Shortness of breath 
 Sputum 
 Wheezing 
 Other: 

___________________ 
 
 
 

Gastrointestinal: 

 Changes in bowel habits 
 Rectal bleeding 
 Change in appetite 
 Constipation 
 Diarrhea 
 Heartburn 
 Nausea 
 Regular vomiting 
 Yellow eyes or skin 
 Other: 

___________________ 
 
Genitourinary: 

 Absence of menses 
 Blood in urine 
 Burning or painful 

urination 
 Change in urinary 

strength 
 Excessive urination at 

night 
 Increased frequency in 

urination 
 Irregular menses 
 Possibly pregnant 
 Urgency to urinate 
 Pelvic pain 
 Other: 

___________________ 
 
Skin: 

 Change to skin 
lesion/moles 

 Dry skin 
 Itching 
 New skin lesions 
 Pigmentation changes 
 Other: 

___________________ 
 
Neurological: 

 Difficulty concentrating 
 Fainting 
 Incoordination 
 Loss of balance 
 Memory difficulties 
 Muscular weakness 
 Seizures 
 Speech difficulties 
 Tingling or numbness 
 Tremors 
 Other:_______________ 

 

Musculoskeletal: 

 Back pain 
 Joint or muscle pain 
 Joint swelling 
 Limited joint motion 
 Joint stiffness 
 Other: 

__________________ 
 
Endocrine: 

 Cold intolerance 
 Excessive sweating 
 Excessive thirst 
 Heat intolerance 
 Unusual hair loss 
 Other: 

__________________ 
 
Psychiatric: 

 Abnormal stress 
 Anxiety/nervousness 
 Depression 
 Insomnia 
 Irritability 
 Memory changes 
 Mood swings 
 Paranoia 
 Other: 

___________________ 
 
Hematological/Lymphatic: 

 Easy bleeding 
 Easy bruising 
 Swollen Lymph nodes 
 Other: 

____________________ 
 
 
 

 


