
Follow Up Documentation Patient Name: ___________________________________ 
 DOB: ____________________ DOS: __________________ 
        

 

 
Please Check all that apply 
Review of Systems  
GENERAL 

o Fatigue 
o Fever 
o Chills 
o Weight gain/loss > 10 lbs. 

SKIN 
o Nail changes 
o New lesions 
o Rash 
o Skin color changes 

HEENT 
o Double vision 
o Eye pain 
o Eye redness 
o Decreased hearing 
o Ear pain 
o Ear ringing 
o Nose bleeds 
o Dry mouth 
o Hoarseness 
o Mouth ulcers 
o Sore throat 

NECK 
o Neck pain 
o Swollen glands 

RESPIRATORY 
o Cough 
o Decreased exercise tolerance 
o Difficulty breathing 
o Coughing up blood 
o Sputum production 

o Wheezing 
MAMMARY 

o Breast mass 
o Breast pain 
o Nipple discharge 
o Skin changes 

CARDIOVASCULAR 
o Chest pain 
o Leg pains with walking 
o Sleep disturbance due to 

breathing 
o Palpitations 
o Shortness of breath 

GASTROINTESTINAL 
o Abdominal pain 
o Constipation 
o Diarrhea 
o Nausea 
o Vomiting 
o Rectal bleeding 
o Trouble swallowing 

GENITOURINARY 
o Vaginal discharge 
o Menstrual irregularities 
o Difficulty urinating 
o Frequent urination 
o Loss of bladder control 
o Blood in the urine 
o Penile lesions 
o Testicular mass 
o Testicular pain 

 
MUSCULOSKELETAL 

o Decreased range of motion 

o Joint pain 
o Joint stiffness 
o Muscle aches/pains 
o Muscle weakness 
o Joint swelling 

NEUROLOGICAL 
o Loss of bowel control 
o Dizziness/vertigo 
o Headaches 
o Numbness/tingling 
o Passing out 
o Seizures 
o Tremors 

PSYCHIATRIC 
o Difficulty sleeping 
o Anxiety/Depression 
o Loss of interest in activities 
o Hallucinations 
o Feeling helpless 
o Suicidal thoughts 

ENDOCRINE 
o Changes in appetite 
o Cold intolerance 
o Increased thirst 
o Hair changes 
o Libido changes 

HEMATOLOGY 
o Easy bruising 
o Enlarged lymph nodes 
o Prolonged Bleeding 


