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Review of Systems 
 
Please place a check mark next to any of the following symptoms that apply to the patient’s current health. 
 
General: 
Fever   _______ 
Fatigue   _______ 
Weight Loss  _______ 
 
Eyes: 
Blurred Vision  _______ 
Eye Pain   _______ 
Glasses   _______ 
 
Ear/Nose/Throat: 
Ear Pain   _______ 
Decreased Hearing _______ 
Nosebleeds  _______ 
Nasal Congestion  _______ 
Runny Nose  _______ 
Sore Throat  _______ 
Hoarseness  _______ 
Difficulty Swallowing _______ 
 
Respiratory: 
Cough   _______ 
Wheezing  _______ 
Shortness of Breath _______ 
 
Cardiovascular: 
Heart Murmur  _______ 
Chest Pain  _______ 
Irregular Heart Beat _______ 
Blood Pressure Problem _______ 
 
Gastrointestinal: 
Abdominal Pain  _______ 
Nausea   _______ 
Vomiting  _______ 
Diarrhea   _______ 
Constipation  _______ 
Blood in Stool  _______ 
Heartburn  _______ 
 
Genitourinary: 
Pain with Urination _______ 
Blood in Urine  _______ 
Frequent Urination _______ 
Bedwetting  _______ 

Endocrine: 
Hair Loss  _______ 
Cold/Heat Intolerance _______ 
Abnormal Period  _______ 
 
Skin: 
Rash   _______ 
Acne   _______ 
 
Hematology: 
Easy Bleeding  _______ 
Easy Bruising  _______ 
Anemia   _______ 
 
Musculoskeletal: 
Bone Pain  _______ 
Back Pain  _______ 
Swollen Joint  _______ 
Muscle Pain  _______ 
 
Neurological: 
Headache  _______ 
Seizures   _______ 
Dizziness  _______ 
Numbness  _______ 
 
Allergic: 
Food Allergy  _______ 
Medication Allergy _______ 
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Childʼs name    Date                               
Age    Relationship to child      

 
M-CHAT-RTM (Modified Checklist for Autism in Toddlers Revised) 

 
Please answer these questions about your child. Keep in mind how your child usually behaves. If you have seen your child do the behavior a few times, but he or 
she does not usually do it, then please answer no. Please circle yes  or no for every question. Thank you very much. 

 

1.  If you point at something across the room, does your child look at it?                                            Yes        No 
(FOR EXAMPLE, if you point at a toy or an animal, does your child look at the toy or animal?) 

 

 2.   Have you ever wondered if your child might be deaf?                                                                     Yes         No   
3.  Does your child play pretend or make-believe? (FOR EXAMPLE, pretend to drink                           Yes        No 

from an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed animal?) 
4.  Does your child like climbing on things? (FOR EXAMPLE, furniture, playground                              Yes        No 

equipment, or stairs) 
5.  Does your child make unusual finger movements near his or her eyes?                                        Yes        No 

(FOR EXAMPLE, does your child wiggle his or her fingers close to his or her eyes?) 
 

6.  Does your child point with one finger to ask for something or to get help?                                     Yes        No 
(FOR EXAMPLE, pointing to a snack or toy that is out of reach) 

7.  Does your child point with one finger to show you something interesting? Yes No 
(FOR EXAMPLE, pointing to an airplane in the sky or a big truck in the road)   

8.  Is your child interested in other children? (FOR EXAMPLE, does your child watch Yes No 
other children, smile at them, or go to them?) 

 

9.  Does your child show you things by bringing them to you or holding them up for you to                Yes        No 
see – not to get help, but just to share? (FOR EXAMPLE, showing you a flower, a stuffed 
animal, or a toy truck) 

 

10. Does your child respond when you call his or her name? (FOR EXAMPLE, does he or she 
look up, talk or babble, or stop what he or she is doing when you call his or her name?) 

Yes No 

11. When you smile at your child, does he or she smile back at you? Yes No 
12. Does your child get upset by everyday noises? (FOR EXAMPLE, does your 

child scream or cry to noise such as a vacuum cleaner or loud music?) 
Yes No 

13. Does your child walk? Yes No 
14. Does your child look you in the eye when you are talking to him or her, playing with him Yes No 

or her, or dressing him or her? 
15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or                          Yes        No 

make a funny noise when you do) 
 

16. If you turn your head to look at something, does your child look around to see what you              Yes        No 
are looking at? 

17. Does your child try to get you to watch him or her? (FOR EXAMPLE, does your child                      Yes        No 
look at you for praise, or say “look” or “watch me”?) 

18. Does your child understand when you tell him or her to do something?                                         Yes        No 
(FOR EXAMPLE, if you don’t point, can your child understand “put the book 
on the chair” or “bring me the blanket”?) 

19. If something new happens, does your child look at your face to see how you feel about it?          Yes        No 
(FOR EXAMPLE, if he or she hears a strange or funny noise, or sees a new toy, will 
he or she look at your face?) 

 

20. Does your child like movement activities?                                                                                       Yes        No 
(FOR EXAMPLE, being swung or bounced on your knee)
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Tuberculosis Questionnaire 
 
Please check the box below that matches your answer: 
 

 Yes No Don’t 
Know 

1. Has your child ever been tested for TB? 
If yes, when? __________________________________ 

   

2. Have your ever been told that your child had a positive tuberculin skin 
or other tuberculosis test? 

If yes, when? __________________________________ 

   

3. Has your child been around anyone who has had an unexplained 
prolonged fever, unexplained weight loss, a bad cough (lasting over two 
weeks), or coughing up blood? 

   

4. Has your child been around anyone sick with tuberculosis?    

5. Was your child born in another part of the world such as Mexico, Latin 
America, the Caribbean, Africa, Eastern Europe, or Asia? 

   

6. Has your child been to Mexico, Latin America, the Caribbean, Africa, 
Eastern Europe, or Asia for more than three weeks? 

   

7. Has your child been around anyone who uses needles for illicit drug 
use, has AIDS or HIV, was recently in jail or prison, is homeless, or has just 
come to the US from a different country? 
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Lead Risk Questionnaire 
 
Please check the appropriate box next to each question below. 

 

 

 Yes or Don’t 
Know 

No 

1. Does your child live in or visit a home, day-care or other building built before 
1978? 

  

2. Does your child live in or visit a home, day-care or other building with ongoing 
repairs or remodeling? 
 

  

3. Does your child eat or chew on non-food things like paint chips or dirt? 
 

  

4. Does your child have a family member or friend who has or did have an 
elevated blood lead level? 
 

  

5. Is your child a newly arrived refugee or foreign adoptee? 
 

  

6. Does your child come in contact with an adult whose job or hobby involves lead 
exposure? 

Examples 
• House construction or repair 
• Battery manufacturing or repair 
• Burning lead-painted wood 
• Automotive repair shop or junk yard 
• Going to a firing range or reloading bullets 
• Chemical preparation 
• Valve and pipe fittings 
• Brass/copper foundry 
• Refinishing furniture 
• Making fishing weights 
• Radiator repair 
• Pottery making 
• Lead smelting 
• Welding 

 

  

7. Does your family use products from other countries such as pottery, health 
remedies, spices, or food? 

Examples 
• Traditional medicines such as Ayurvedic, greta, azarcón, alarcón, alkohl, 
bali goli, coral, ghasard, liga, pay-loo-ah, and rueda 
• Cosmetics such as kohl, surma, and sindor 
• Imported or glazed pottery, imported candy, and imported nutritional 
pills other than vitamins. 
• Foods canned or packaged outside the U.S. 

 

  


