
            RYAN FOOT & ANKLE CLINIC   Patient Name: ______________________________________
Date: ______________________________________________

  REVIEW OF SYSTEMS
                                                                         Check all that apply

Musculoskeletal/Injuries    NONE Respiratory  NONE Genitourinary           NONE
       Fractured bone        Emphysema        Frequent Urination

Body part ___________________        Lung Problems        Painful Urination
       Sprains        Cough        Bladder Trouble

Body part ___________________        Shortness of Breath        Kidney Disease
       Back Injury        Asthma        Others: __________________
       Arthritis        Bronchitis ___________________________
       Others: ____________________________        Others: __________________________

______________________________________ ____________________________________ Hematologic              NONE
       Anemia

Constitutional   NONE Gastrointestinal  NONE        Take Coumadin
       Night Sweats        Spitting Up Blood        Take Aspirin
       Abnormal Thirst        Constipation        Bleeding Disorder
       Weight Loss        Diarrhea        Others:___________________
       Others: ____________________________        Heartburn Reflux ___________________________
______________________________________        Rectal Bleeding

       Black Stools

Immunological/Lymphatic      NONE        Others: __________________________
       Frequent Infections ____________________________________
       Swelling of Feet

       HIV Neurological  NONE
       Hepatitis        Stroke
       Other: _____________________________        Seizures
______________________________________        Weakness

       Temporary Loss of Sight

Eyes, Ears, Nose, Throat     NONE        Numbness
       Impaired Eyesight        Other: ___________________________
       Headache Migraines ____________________________________
       Sore Throat

       Ear Pain Ear Infections Psychiatric  NONE
       Difficulty Hearing        Depression
       Other:_____________________________        Anxiety/Panic Attacks
_____________________________________        Schizophrenia

       Bi-Polar

Skin  NONE        Drug/Alcohol Abuse
       Frequent Rashes        Others: __________________________
       Psoriasis ____________________________________
       Eczema

       Other: _____________________________ OB-GYN   -  Women Only NONE
______________________________________        Any Chance You Could Be Pregnant?

       History of Abnormal Menstrual Cycle

Cardiovascular  NONE        Menopause
       Heart Problems        Hysterectomy
       Chest Pain        Taking Estrogen
       Varicosities        Other: ___________________________
       Swelling _______________________________
       Leg Pain When Walking
       Dizziness
       Fainting
       Other: _____________________________
_________________________________
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