
 

 

 

Review of Systems Infant to 18 months 

Dear Parent:  Please complete the following to help us provide complete care for 

your child.  Mark anything that has occurred in the past week or mark ‘none of 

the above’.     Please give to your Medical Assistant when done, thank you 

 

CONSTIUTIONAL:  O  weight loss      O eating problems   
 O  sleep problems      O  sweating       O  decreased energy        O   none of the above     
 
CARDIOLOGY: O   heart defect           O  heart murmur     O  bluish lips    O  exhaustion with eating   
   O none of the above     

 
EAR, NOSE AND THROAT:   O  runny nose-congestion O  eye discharge         O  ear pain or discharge     
  O  excessive salivating O  teething      O   swollen glands O   none of the above     
 
DERMATOLOGY:       O  rash(s)     O  hair problems O   nail problems O  Eczema     
   O   none of the above     
  
GASTROENTEROLOGY:    O  excessive or forceful  spit up      O  vomiting        O  Diarrhea   
 O  constipation     O blood in stool       O   none of the above     
          
MUSCULOSKELETAL: O  muscle weakness      O   none of the above     
  
RESPIRATORY: O  cough          O  congestion         O wheezing O   none of the above     

UROLOGY:      O  blood in urine            O  foul smelling urine        O   none of the above     
 
INFECTIOUS DISEASE: O   fevers O  recent illness     O  recently exposed to sick contacts  
    O   none of the above     
 
NEUROLOGY:     O doesn’t respond to voice, loud noises     O   doesn’t make eye contact       
    O  doesn’t  follows objects with eyes            O has seizures      O   none of the above     
 

 

*Infant to toddler ROS   1/15/2010 


