








 
REVIEW OF SYSTEMS  

 
NAME: ________________________________________________________ DATE: ______________ FAMILY DOCTOR: _________________ 
 

MEDICAL HISTORY 
 
Please indicate any diagnosed condition by checking YES or NO: 
 

  Eyes   YES  NO 
  Loss of vision                ___ ___ 
  Blurred vision  ___ ___ 
  Halos/glare  
  (Daytime/night)  ___ ___  
  Pain/soreness/burning/ 
  Itching/dryness  ___ ___ 
  Double vision  ___ ___ 
  Vision fluctuation  ___ ___ 
 
  Endocrine   
  Thyroid  ___ ___ 
  Diabetes  ___ ___ 
 
  Cardiac    
  High Cholesterol ___ ___ 
  High blood pressure ___ ___ 
  Pacemaker  ___ ___ 
  Arrhythmia  ___ ___ 
  Coronary artery disease/ 
  Stents   ___ ___ 
 
  Respiratory 
  COPD                ___ ___ 
  Asthma               ___ ___ 
 
  Ears/Nose/Throat 
  Sinus congestion ___ ___  
  Dry mouth  ___ ___  
 
 Hematologic/Lymphatic  
 Bleeding disorder ___ ___  

Immunologic/ YES NO 
Infection   
Hepatitis    ___ ___ 
HIV/AIDS    ___ ___ 
Tuberculosis    ___ ___  
Latex allergy    ___ ___ 
Seasonal/all year 
Allergies       ___ ___ 
 
Neurologic 
Stroke/seizure/TIA   ___ ___  
Migraine/headache   ___ ___ 
 
Psychiatric   
Depression    ___ ___  
Anxiety    ___ ___  
Bipolar/schizophrenia ___ ___  
 
Gastrointestinal  
Heartburn/ulcers/ 
GERD      ___ ___  
Liver/intestine   ___ ___  
 
Constitutional 
Fever     ___ ___ 
Unexplained weight  
Loss     ___ ___  
 
Skin and/or breast  
Rashes     ___ ___  
Mass     ___ ___  
 
 

Cancer   YES NO 
    ___        ___ 
Type ______________________________  
 
Rheumatologic   
Rheumatoid arthritis  ___ ___  
Fibromyalgia  ___ ___ 
Musculoskeletal/ 
Osteo arthritis/ 
Osteopenia  ___ ___ 
 
Bladder  ___ ___ 
Kidney  ___ ___ 
Genital  ___ ___ 
Prostate  ___ ___ 
 
Women 
Pregnant                 ___ ___ 
Trying to get pregnant ___ ___  
Nursing                  ___ ___  
 
Other _______________________________  
______________________________________
______________________________________  
 

SURGERIES  
Date   Type  
______________________________________
______________________________________
______________________________________
______________________________________ 
 
 

 
SOCIAL HISTORY  

 
Job Title/Occupation ___________________________________________________________________________________________: or 

 
YES NO        YES NO 

Retired   ___ ___      Alcohol  ___ ___  
Disabled  ___ ___     Tobacco products   ___ ___  
      (Over) 

   



       
 
 
 
 

CURRENT MEDICATIONS/SUPPLEMENTS/DOSAGE 
(We can make a copy of your list) 

 
______________________________________ __________________________________________ 
______________________________________ __________________________________________ 
______________________________________ __________________________________________ 
______________________________________ __________________________________________ 
______________________________________ __________________________________________ 

 
                                                                                         EYE MEDICATIONS 

 
______________________________________ __________________________________________ 
______________________________________ __________________________________________ 

 
                                      MEDICATION ALLERGIES                                                       REACTIONS 
 

______________________________________ __________________________________________ 
______________________________________ __________________________________________ 

 
 

FAMILY HISTORY                     YES         NO  MOTHER    FATHER    SIBLING 
Glaucoma       ___      ___ _________ _________ _________ 
Macular Degeneration       ___      ___ _________ _________ _________ 
Cataract       ___      ___ _________ _________ _________ 
Retinal Detachment       ___      ___ _________ _________ _________ 
Diabetes       ___      ___ _________ _________ _________ 

                          Anesthesia complication       ___        ___              _________                     _________             _________ 
Heart attack       ___      ___ _________ _________ _________ 
High blood pressure       ___      ___ _________ _________ _________ 
Stroke       ___      ___ _________ _________ _________ 

Other __________________________________________________________________________________________ 
 
 

PHARMACY INFORMATION 
 

      Local Pharmacy You Use: (Include Location) _______________________________________________________________________ 
      Mail Order Pharmacy: (Optional) ____________________________________________________________________________________ 
 
 

MEANINGFUL USE CRITERIA 
To be able to fulfill the Meaningful Use criteria please provide the information below 

Race (select at least one)                    White         African American         Asian          American Indian or 
Alaska Native           
                                                                  Native Hawaiian           Other Pacific Islander       Refuse to Report     

Ethnicity (Please select only one)     Hispanic/Latino   Not Hispanic/Latino    Refuse to Report   

Language Best Served:                                                   Veteran:     (circle one)    Yes     or     No 
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