
 
 
 
 

Review of Systems (ROS) 
Please check Yes or No if you experience any of the following: 

 
Constitutional:      Head, Ears, Nose, Throat: 
Good general health  � Yes   � No   Hearing loss or ringing  � Yes   � No 
Recent weight change  � Yes   � No   Sore throat   � Yes   � No 
Night sweats / fever  � Yes   � No   Swelling / masses in throat � Yes   � No 
Fatigue    � Yes   � No   Difficulty swallowing  � Yes   � No 
                                                                                                        Hoarseness of Voice                      Yes       No  
 
Cardiovascular:      Respiratory: 
Chest pains   � Yes   � No   Shortness of breath  � Yes   � No 
Heart attack   � Yes   � No   Cough    � Yes   � No 
Aneurysm   � Yes   � No   Wheezing / Asthma  � Yes   � No 
Heart Surgery   � Yes   � No   Lung Cancer   � Yes   � No 
                                                                                                               
     
Gastrointestinal:      Genitourinary (Male Only): 
Nausea / vomiting  � Yes   � No   Urination problems  � Yes   � No 
Abdominal pain   � Yes   � No   Prostate problems  � Yes   � No 
Rectal bleeding   � Yes   � No   Impotence   � Yes   � No 
Constipation / diarrhea  � Yes   � No   Testicle pain / swelling  � Yes   � No 
GI Surgery        Yes       No 
 
Musculoskeletal:      Endocrine: 
Leg pain or cramps  � Yes   � No   Diabetes   � Yes   � No 
Leg cramps when sleeping � Yes   � No   Thyroid disease   � Yes   � No 
Joint pain   � Yes   � No 
Leg pain when walking  � Yes   � No 
Hernia                                             Yes       No  
 
Breast:       Menstrual Cycles (Female Only): 
Breast lump   � Yes   � No   Age of menses _____________________________ 
Breast pain   � Yes   � No   Age of menopause __________________________ 
Nipple discharge  � Yes   � No   Last menstrual cycle_________________________ 
Breast surgery   � Yes   � No   # of pregnancies__________ # of births__________ 
               
        Female surgery _____________________________ 
Patient Statement: 
To the best of my knowledge,  the above information is accurate and complete. 
 
 
 
Patient Signature     Date   Reviewed by (Physician/Nurse Initials)  

 


