
 
Patient Name_____________________________________________  Date________________ 

Baseline Review of Systems Questionaire 
Are you currently being treated or have sought treatment for any of the following: 
         NO   YES   ?             NO  YES   ? 
 
GENERAL WELL BEING    RESPIRATORY 
     Fever, Weight Loss/Gain    ___      ___    ___          Asthma/Emphysema ___     ___     ___ 
NEUROLOGICAL         Bronchitis/Pneumonia ___     ___     ___ 
     Headaches            ___     ___     ___  BLOOD VESSELS AND HEART      
     Migraines   ___     ___     ___       Heart Attack/Disease ___     ___     ___ 
     Seizures / Convulsions ___     ___     ___       High Blood Pressure ___     ___     ___ 
EARS, NOSE, MOUTH, THROAT        Chest Pains   ___     ___     ___ 
     Allergies / Hay Fever ___     ___     ___       Anemia/Sickle Cell ___     ___     ___ 
     Sinus Infections  ___     ___     ___       Bleeding/Clotting Disorder___     ___     ___ 
     Dry Throat / Mouth ___     ___     ___       Stroke/Vessel Disease ___     ___     ___ 
GASTROINTESTINAL         Vascular Disease  ___     ___     ___ 
     Diarrhea/Constipation ___     ___     ___  GENITOURINARY 
OTHER SYSTEMIC DISORDERS        Genitals/Kidney/Bladder ___     ___     ___ 
     Diabetes   ___     ___     ___  PSYCHIATRIC  ___     ___     ___ 
     Thyroid/Other Glands ___     ___     ___       Depression/Anxiety ___     ___     ___ 
     HIV / AIDS  ___     ___     ___  BONES / JOINTS / MUSCLES 
     Hepatitis/Jaundice  ___     ___     ___       Rheum. Arthritis/Lupus ___     ___     ___ 
     Herpes Simplex  ___     ___     ___       Muscle/Joint Pain  ___     ___     ___ 
     Skin Disorders   ___     ___     ___  EYES 
     Auto-immune Disorders ___     ___     ___       (We will question you about this later)      
     Other Allergic Disorders ___     ___     ___        
PREGNANT? Y / N _____     Y / N _____     Y / N _____     Y / N _____ 
                    Exam Date                               Exam Date                          Exam Date                               Exam Date 

If you have answered YES to any of the above or have a condition not listed, please explain. 
Primary Care 
Dr�s Name:_________________________________Phone__________________Fax__________________ 
Pharmacy Name:                                                         Phone___________________Fax__________________ 
Pharmacy Address:________________________________________________________________________ 
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