PHOENIX BAPTIST HOSPITAL or LASER SURGERY CENTER
History & Physical Report
Date: XXxXXxXX
Patient Name: JohnOrJaneDoe, age, sex
Physician: Dr. Rick Shacket 
Office Seen: Comprehensive Health Services or Optima or LSC or EuroMed

History
History of Present Illness (HPI): 
(Must include at least 4 of the following 8-elements)
1. location 2. quality 3. severity 4. duration 5. timing 6. context 7. modifying factors 
8. associated signs & symptoms. (Suggestions for severity and quality can be:
Severity-pain: 0–––––5–––​​​​––10 Quality-pain: Sharp, Dull, Irritating, Burning, Itching)
Allergies to Medications: i.e. Penicillin 

Other Allergies: i.e., Seasonal rhinitis, Latex, Foods
Medications: i.e., Lisinopril, Lipitor, prilosic, tums…
Also: ask specifically about the use of OTC medications…
Relevant Medical History: 1) All conditions treated by the above medications.

2) Other medical conditions that may affect hospital care (i.e., situs-inversus). 3) Recent abnormal physical exam findings, abnormal lab tests, and other hospitalizations; as reported by the patient.
Past Surgical History: List month if surgery was in last year. After 1-year – most doctors just say: Past surgeries include Tonsil & Adenoids, Myringotomy, Appendectomy … 
Family History: (List only first degree relatives: parents, siblings & children) List all cancers, diabetes, HIV, tuberculosis, cardiovascular, and neurologic diseases … 
Social History: Occupation; consumption of coffee & alcohol & cigarettes; illegal drug abuse/treatment; sleep awakenings & snoring … 
Review of Systems

(Must review at least 10 systems)

Constitutional History (basic healthful state, blood, and immunology):
(counts for 3-systems)

Denies scarlet fever, scarlatina, diphtheria, smallpox, pneumonia, pleurisy, undulant fever, or rheumatic fever.
Denies Brights disease, gonorrhea, syphilis, anemia, jaundice, epilepsy, migraine headaches, tuberculosis, diabetes, or cancer.

Denies high blood pressure, low blood pressure, a nervous breakdown, hay fever, asthma, hives, eczema, frequent colds, frequent sore throats, frequent infections, or frequent boils.
Denies having had a concussion, head injury, ever being knocked unconscious, food poisoning, chemical poisoning, or drug poisoning.

Musculoskeletal History: 
Denies arthritis, rheumatism, bone disease, joint disease, neuritis, neuralgia, bursitis, sciatica, or lumbago. Denies having had any bones broken or cracked, recurrent dislocations.
Eyes: 

Denies having eye disease, eye injury, or vision not correctable with glasses.

Ears, Nose & Throat:
Denies any ear disease, ear trauma, tinnitus, ringing, or decrease in auditory acuity.

Denies rhinitis, rhinorrhea, frequent nose bleeds, history of polyps, or septal deviation.

Denies throat pain, hoarseness, frequent sore throats, or change in voice.

Neurological:
Denies having had fainting spells, convulsions, paralysis, dizziness, frequent headaches, or severe headaches. 
Endocrine: 

Denies having an overactive thyroid, under active thyroid, goiter, polyuria, polyphagia, polydipsia, abnormal hair growth, or intolerance to heat\cold.

Skin: 

Denies having history of psoriasis, hives, eczema, dry skin, rashes, or lesions.
Cardiovascular, Respiratory, & Lymphatic: 
(counts for 2-systems)

Denies having frequent coughing, chronic coughing, chest pain, angina pectoris, hemoptysis, sweats, or night sweats.

Denies shortness of breath, dyspnea on exertion, orthopnea, paroxysmal nocturnal dyspnea, palpitations, or a fluttering heart.

Denies swelling of the hands, feet, or ankles, varicose veins, intermittent claudication, extreme fatigue, or weakness.

Genitourinary: 

Denies having kidney disease, kidney stones, bladder disease, hematuria, albuminuria, glycosuria, or pyuria.
Denies dysuria, a narrowed urinary stream. 
This patient is male. He denies prostate trouble.
This patient is female. She denies irregular periods, dysmenorrhea, or pre-menstrual tension or depression.

Gastrointestinal: 

Denies any stomach trouble, peptic ulcer disease, indigestion, excess gas, excess belching, or “heart burn”.

Denies liver disease, gall bladder disease, colitis, or other bowel disease.

Denies having hemorrhoids, rectal bleeding, or black tarry stools. 

Denies any constipation, or diarrhea in the past 6 months related to a serious medical condition.

Denies having had parasites or worms. Denies any change in appetite, eating habits, bowel action, or stools
Psychiatric: 

Denies being depressed, anxious, irritable, jumpy, jittery, or having difficulty with concentration.
Physical Exam
(Examine a minimum of 9 of the areas listed below; with at least 2 line-items completed in each area. In the area of the chief complaint, all of the line-items should be completed)
Constitutional:

Well developed, well nourished, in no apparent distress
Vitals (blood pressure, pulse, respirations, temperature, height, weight)
Eyes:

Conjunctiva clear, no lid lag &deformity

PERRLA, extra-ocular movements intact

Optic disks normal in size; normal cup to disk ratio; no arteriolar narrowing, AV nicking,
 exudates, or hemorrhages

Ears, Nose, Mouth and Throat:

External ears and nose appear WNL; no scars, lesions, masses

Hearing grossly intact

Pharynx pink, tonsils present, tongue & uvula are midline

Lips moist and pink; teeth in good repair; gums pink & firm

Nasal mucosa moist & pink; septum midline; turbinates intact

External canals clear, tympanic membranes intact & pearly grey 

Neck:

Symmetric and supple; trachea is midline; no masses, lymphadenopathy, crepitus

Thyroid non-enlarged, non-tender, no masses, no nodules

Respiratory:

Respiration is diaphragmatic & even; accessory muscles not used

Tactile fremitus equal bilaterally

Chest clear on percussion; no dullness, flatness, hyperresonance

Lungs clear to auscultation; vesicular breather sounds in all regions; no adventitious sounds or rubs

Cardiovascular:

Regular rate & rythym; no extra sounds, murmurs, rubs or gallop

No carotid bruits

Extremities – warm to touch, normal hair distribution, non-edematous 

Abdominal aorta – no bruits; normal in diameter

Pedal pulses – intact and equal bilaterally

Femoral arteries – pulses intact; no bruits

Palpation of heart WNL; PMI normal in diameter & palpable in 5th ICS in MCL

Gastrointestinal:

No tenderness or masses on palpation

No splenomegaly or hepatomegaly

Negative stool occult blood test

Sphincter tone WNL, no hemorrhoids or masses

No hernias present

Musculoskeletal:

Gait is symmetrical & balanced

Digits and nails show no clubbing, cyanosis, petechiae, ischemia, infections, on hands.
 And of other specific area examined: _____________________________.
ROM WNL, no pain, crepitation or contracture 

Stability intact, no dislocation, subluxation, or laxity

No misalignment, asymmetry, crepitation, defects, tenderness, masses, effusions

Muscle strength 5/5; normal tone, no flaccidity, cogwheel or spasticity; no atrophy or
 abnormal movements

Psychiatric:

Alert and oriented to time, place, and person

Mood and affect appropriate 

Judgment and insight WNL
Recent and remote memory intact

Skin:

No rashes, lesions, or ulcers on inspection

Warm, normal turgor; no induration, nodules, tightening on palpation 

Lymphatics:

No cervical lymphadenopathy

No axillary lymphadenopathy

No inguinal lymphadenopathy 

Neurologic:

All cranial nerves intact

DTR 2+/4+ and equal bilaterally

No sensory deficits by touch, pin, vibration, proprioception

Chest (Breasts):

Breasts appear symmetrical; no nipple discharge

No masses, lumps or tenderness on palpation in chest & axillae

Male genitourinary:

No penile lesions or discharge

DRE of prostate – palpable, non-enlarged, non-tender, no nodules 

No hydrocele, spermatocele, tenderness of cord, or testicular masses

Female genitourinary:

Bladder without masses or tenderness

External genitalia without lesions, masses, tenderness or swelling

Urethra without scarring, masses or tenderness

Cervix smooth, uniform in color, without lesions

Uterus firm, non-tender, no masses

Parametrial Adnexa non-tender, no masses or nodularity
Assessment

Diagnostic impressions garnered from the history and physical exam. 

(list only the diagnoses relevant to your planned care and management of the patient)

Plan
Referrals, workup, and treatments planned.
__________________________
DO, MD (H) 
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