Henry’s Review of Systems


Have you had any weakness, fatigue, or weight loss?


Have you had any fever, chills, or sweats?


Have you had a loss of appetite or any trouble sleeping?


Have you had any rash, dryness or itching of your skin?


Have you noticed any bruises?


Have you had any headaches, dizziness, or blurry vision?


Have you had any redness or discharge in your eyes?

Have you noticed any pain, itchiness, or ringing of the ears?

Have you had a runny nose or nosebleed?


Have you noticed a change in taste, or loss of smell?

Have you had any difficulty swallowing, sore throats, or hoarseness?


Have you had any neck pain?


Have you noticed any breast lumps, pain, or discharge?


Have you had any coughing, wheezing, or phlegm?


Have you had any chest pain, chest tightness, shortness of breath, or palpitations?


Have you had any stomach pain, vomiting, or diarrhea?


Have you been able to go to the bathroom lately?  

Is there ever any blood in your stool?

Have you had any trouble peeing, frequent urination, or increased thirst?

Have you had any blood in your urine, or dark colored urine?

Have you had any sexually transmitted diseases?

Do you have any joint pain, muscle pain, or weakness?

Have you noticed any numbness or tingling anywhere?

Have you had any disturbing or unusual thoughts, or seen anything that wasn’t there?

Do you have any mood swings, anxiety, or crying spells?

