Chief Complaint:

History of Present Illness:

Age-

Race-

Provocative/palliative factors:

Quality of pain:

Region:

Severity 1-10:

Timing:

Past Medical History:


Childhood Illnesses: measles, mumps, rubella, chicken pox, whooping cough, rheumatic fever, scarlet 
fever, polio

Adult Illnesses: diabetes, hypertension, hepatitis, asthma, HIV, coronary artery disease, seizures, stroke

(diagnosis dates, meds)


Surgeries:


Obstetric/gynecologic: birth control, menstrual history, obstetric history, sexual function

Psychiatric:


Health Maintenance:


Immunizations: tetanus, pertussis, diphtheria, polio, measles, rubella, mumps, flu, hepatitis B


Screenings: Pap, mammogram, stools, cholesterol and blood sugar levels

Medications:
Any CAMs:
Allergies:
Specific reactions-
Family History:

Has anyone in your family had an illness similar to the one you have now?

Known genetic disorders?

Grandpa:

Grandma:

Mom:


Dad:


Siblings:


Children:


Other Family Members:

Check for Family history of:  HTN, Coronary Artery Disease, Elevated cholesterol levels, Stroke,  Diabetes, Thyroid disease, renal disease, Cancer, Arthritis, Tuberculosis, Asthma, Lung Disease, Headache, Seizure Disorder, Mental Illness, Suicide, Alcohol or drug addiction, allergies

Social History:

Age:

Birth place:

Childhood Home:
Schooling:

Military:

Occupation:


Sexual Preference:

Marriage/Significant Others:
Children/Grandchildren:

Smoking:

Alcohol:

Drug Use:
Exercise:

Nutrition:
How do you spend your free time?

Review of Systems

General:
What is your usual weight?

Have you had any recent significant weight changes?  (more than 10 pounds in the past year)

Have you had a fever lately?

Have you experienced weakness/fatigue lately?

Skin:
Have you noticed any rashes on your skin? Any Lumps? Any Sores?  

Have you experienced any itching or dryness?

Have you noticed any color changes to your skin?  Any changes in your hair or nails?

Head:
Do you suffer from frequent headaches?

Have you had any head injuries?

Have you experienced any dizziness or lightheadedness?

Eyes:
Do you have any trouble with your vision?

Do you wear glasses or contact lenses?

Do you have any pain in your eyes?

Have you noticed any redness in your eyes?

Do your eyes excessively tearing?

Do you experience double vision or blurred vision?

Do you see spots, specks, or flashing lights?

Do you have glaucoma?

Do you have cataracts?

Ears:
Do you have any trouble hearing? If so, do you use hearing aids?

Do you ever hear ringing in your ear (tinnitus)?

Do you ever feel like the world is spinning (vertigo)?
Have you had any earaches?

Have you had any ear infections?

Nose and sinuses:
Do you suffer from frequent colds?

Do you have nasal stuffiness?

Do you have any nasal discharge or itching?

Do you ever get nosebleeds?

Do you have sinus trouble?

Throat, mouth, and pharynx:
Do you have any trouble with your teeth or gums?

Do you ever have any bleeding from your gums?

Do you wear dentures?  If so how do they fit?

When was your last dental exam?

Do you have a sore tongue?

Do you have a dry mouth?

Do you suffer from frequent sore throats?

Do you suffer from hoarseness?

Neck:
Have you noticed any lumps on your neck?

Have you ever noticed “swollen glands” in your neck?

Have you ever been told that you have goiter (swelling due to a malfunctioning of the thyroid)?

Do you have any pain or stiffness in your neck?

Do you have difficulty swallowing?

Breasts:
Have you ever noticed any lumps in your breasts?

Have you ever noticed any pain or discomfort in your breasts?

Have you ever had any nipple discharge?

Do you do self-exams?  If so how often?

Respiratory?

Do you have frequent cough?  If so have you noticed any sputum (color, quantity)?

Have you coughed or spit up blood (hemoptysis)?

Do you suffer from shortness of breath (dyspnea)?

Do you experience wheezing?

Have you ever experienced pleurisy (severe chest pain that starts suddenly and is eased by breathing.  It’s due to an infection that causes the swelling and irritation of the membrane of the lungs)?

When was your last chest x-ray?

Do you suffer from asthma?

Have you ever had bronchitis? Pneumonia? Tuberculosis? Emphysema (shortness of breath due to the filling of the lungs)?

Cardiovascular:
Do you have any heart trouble?

Do you have high blood pressure (hypertension)?

Have you ever had rheumatic fever? 

Do you have chest pain or discomfort?

Do you have heart palpitations?

Do you have difficulty breathing when lying down (orthopnea)?

Do you ever wake suddenly in the middle of the night with shortness of breath? (paroxysmal nocturnal dyspnea)

Have you ever had an electrocardiogram or other heart tests?  Were any results abnormal?

Gastrointestinal: 

Do you have heartburn?

Do you suffer from a loss your appetite?

Do you suffer from nausea?

Are your bowel movements generally normal?

What is the normal color and size of your stool?  Any abnormal color?

Have you noticed any changes in your bowel habits?

Have you noticed any bleeding or black or tarry stools?

Do you suffer from diahrrea or constipation?

Have you ever suffered from hemorrhoids?

Do you have any abdominal pain?

Do you have any intolerance to foods?

Do you have excess belching or passing of gas?

Have you noticed that you were jaundiced (yellow)?

Have you had any liver or gall bladder trouble?

Do you have hepatitis?

Urinary:
Do you experience frequency of urination?

Do you experience an excessive volume of urination? (polyuria)

Do you wake up more than 1-2 times a night to use the bathroom? (nocturia)

Do you experience urgency?

Do you experience pain or burning on urination?

Have you noticed blood in your urine? (hematuria)

Have you ever had a urinary infection?
Have you ever had kidney stones?

Do you have any incontinence? (involuntary release of urine)

In males:


Have you noticed reduced caliber or force of the urinary stream?


Have you experienced hesitancy?


Have you experienced dribbling?

Genital (male):
Have you ever had a hernia?

Have you noticed discharge from your penis?

Have you noticed sores on the penis?

Have you noticed testicular pain or masses?

Have you ever had a sexually transmitted disease?
  If so, what treatment did you use?

Have you ever had sexually intercourse with men?     With women?

How many partners have you had in the last year?
  In the last five years?  
In your lifetime?
Do you have any problems during sexual activity?

What birth control methods do you and your partners use?

Do you regularly use condoms?

Have you ever been exposed to HIV?

Have you ever had an HIV test?
If so, when?
   Results?

Genital (female):

At what age did you begin menstruation?

Are your periods regular/frequent? 
 How long do they last?

How much do you bleed during menstruation?

Do you have any bleeding between your periods or after intercourse?

When was your last menstrual period?

Do you suffer from severe menstrual cramps (dysmenorrhea)?

Do you suffer from tension (back, neck, etc) before your period?

If menopausal:


At what age did you begin menopause?


What symptoms did you encounter?


Do you have any postmenopausal bleeding?

If born before 1971, were you exposed to DES (diethylstilbestrol) from maternal use during pregnancy?

Have you ever had any vaginal discharge? 
Any itching? 

Sores?

 Lumps?

Have you ever had a sexually transmitted disease? (if so what treatment?)

How many pregnancies have you had?
  How many deliveries & what type? 

 How many miscarriages/abortions? 

 Have you had any complications with pregnancies?

Have you ever had sexual intercourse with a man?

  With a woman?

What birth control methods do you use?

Do you have any problems during sexual activity?

Do you ever have pain during intercourse? (dyspareunia)

Have you ever been exposed to HIV infection? 
 When was your last HIV test?
  What was the result?

Peripheral Vasculature:
When you exercise, do you get pain in your legs? (intermittent claudication)

Do you get leg cramps?

Do you have any varicose veins?

Have you ever had clots in your veins?

Musculoskeletal:
Do you have any muscle or joint pain? (location, swelling, redness, pain, tenderness, stiffness, weakness, 
limitation of motion or activity, timing of symptoms, duration, history of trauma)
Do you have stiffness?

Do you have arthritis?

Do you have gout? (arthritis with crystal deposits in the joints, causing pain, redness, swelling)

Do you have any backaches?

Neurologic: 

Have you recently fainted?

Have you ever experienced blackouts?

Have you ever had a seizure?

Have you ever had paralysis?

Have you recently experienced a numbness or loss of sensation?  Tingling or “pins and needles”?

Have you ever have tremors or other involuntary movements?

Hematologic:
Have you ever had anemia?

Do you bruise or bleed easily?

Have you ever had a blood transfusion or transfusion reaction?

Endocrine:
Have you had any trouble with your thyroid?

Have you had any intolerance to heat or cold?

Have you had excessive sweating?

Have you experienced excessive thirst or hunger?

Have you recently experienced a change in glove or shoe size?

Psychiatric:
Have you experienced unusual nervousness?

Have you experienced unnecessary tension?

Have you ever had depression?

Have you ever had a loss of memory?

Have you ever tried to hurt yourself?

Have you ever tried to commit suicide?
Physical Exam:

Appearance:

Vitals: Weight:

 HR:





BP:


 Temp:





RR:

HEENT:

Neck:

Lymph Nodes:

Lungs:

Cardiac:

Abdomen:

GU:

Extremities:

Skin:

Neurological:
