Northwest Suburban Urology Associates, S.C.


Review of Systems (ROS)

Instructions:  Please fill out this form COMPLETELY.  Please check all appropriate boxes and EXPLAIN ANY YES* RESPONSES.  Also, please indicate the source of this information: 

Constitutional - Have you recently experienced:


Gastrointestinal- Have you recently experienced:
 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Fever, sweats, or chills


 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Heartburn or indigestion

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Fatigue




 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Difficulty swallowing

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Loss of appetite, or weight loss > 5 lbs.
 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Nausea









 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Vomiting

Skin (Integumentary) - Have you recently experienced:

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Abdominal pain

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Rashes




 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Constipation

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Pressure ulcers



 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Diarrhea

Eyes- Have you recently experienced:



Musculoskeletal- Have you recently experienced:

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Severe dry eyes



 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Muscle or joint aches or arthritis

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Severe eye irritation


 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Difficulty walking

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Severe vision loss









Neurological- Have you recently experienced:

Ears, Nose, Mouth and Throat- Have you recently experienced:
 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Headaches

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Earaches



 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Unusual dizziness, fainting, or loss

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Hearing loss



       


of consciousness

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Severe nose or sinus problems

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Focal weakness or numbness

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Very loud snoring

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Severe dry mouth or ulcers, or sore throat
Psychiatric- Have you recently experienced:








 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Anxiety disorder or depression

Cardiovascular- Have you recently experienced:


 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Insomnia or memory loss

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Chest pain, palpitations or irreg. rhythm
 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Any behavioral change

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Swelling at the ankles









Endocrine- Have you recently experienced:
Respiratory- Have you recently experienced:


 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Unexplained neck swelling

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Shortness of breath


 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Discharge from the nipples

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Chronic or productive cough

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Changes in hair or body fat 











distribution

Hematologic/Lymphatic- Have you recently experienced:

Allergic/Immunologic- Do you have:
 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Unusual lumps in neck/groin

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Any food or environmental allergies

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Unusual bleeding



 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Any seafood or iodine allergies

 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
Easy bruising



 FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes*
An unusual susceptability to infection
*EXPLANATIONS OF ‘YES’ RESPONSES and other Symptoms: __________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 FORMCHECKBOX 
  Unable to obtain ROS
Reason:  _________________________________________________________ 

Source:






               Physician Reviewed and Confirmed:

 FORMCHECKBOX 
  Patient                         FORMCHECKBOX 
  Family/Friend _______________
             

            _________________________, M.D.     Date: ______________
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