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SUBJECTIVE (include) 

• Include History Questionnaires written 
• Include Verbal History Checklist 

 

OBJECTIVE 

• Include Physical Exam Checklist 
• Include Physical Exam Notes 
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REVIEW OF FINDINGS: with Patient and Family 



PATIENT QUESTIONNAIRE 
Patient's Name _______________________ Birth Date ____ Sex __ S. M. LTP. W. D. 

Address __________________ :--_____________ Tel. No. _____ _ 

DHMO Copay $ __ _ 
Insurance Co. ___________ DPPO Copay $ __ _ Referred By _____ Occupation _____ _ 

Mail Claim To ______ -= ____________________ Policy No. _________ _ 

I nstructions: Put Gd In Those Boxes Applicable To You And In The "Yes" Or "No" Space. If Lines Are Provided Write In Your Answer. 
ll'lli 

.... • •.... ......• . ...............•.•..•....................•.. ·.6rother ....•.•.••........ !Slster .. SpOuset ·····1··· ... . .••.......... . ...... Chilorer . ...... .......... . .••.•. 

Father! Mother 1123 ·4.1 .2.34 Partner 12 .•• ·..3.45 ··.6····· 

............. 

Age (if Living) 

Health (G) Good (B) Bad 

Cancer 

Diabetes 

Heart Trouble 

High Blood Pressure 

Stroke 

Epilepsy 

Nervous" 

Asthma, Hives. Hay Fever 

Blood Disease 

Age (At Death) 

Cause Of Death 

nave~.pu~verhao·. • .•.••• / ..... 

o Scarlet Fever 

ulpnmeria 

Smallpox 

Pneumonia 

Pleurisy 

o Rheumatic Fever 0 Heart Disease 

o Arthritis 0 Rheumatism 

. i 1 •. NQ··.·IYes ·.·HaveYouEv~rHad ............. 
Jaundice 

Epilepsy 

Migraine 

Tuberculn~i~ 

Diabetes 

Cancer 

o Bone Disease DJoint Disease o High DLow Blood Pressure 

o Neuritis 0 Neuralgia Nervous '" ",,~uuw, 

o Bursitis i 0 Lumbago 0 Hay Fever DAsthma 

o Polio 0 Meningitis 0 Hives 0 Eczema 

_Cl Cv, 'v, '~Q 0 Syphilis 0 HIV Frequent DColds 0 Sore Throat 

Anemia ~ Dlnfections I Boils 

1··A•··re ·Y·OlU·iAIIIII··le ···r .g ·iC:·T·O ' . ••......... NQ •. 'I V·.e· ·$-··1 ••.. (YouAlierQicTQ ..••• 
o Penicillin 0 Sulfa Drugs Any Other Drugs 

o Aspirin DCodeine DMorphine Explain 

n ",,~,~~ n ("\.h~. -"" 1-""-- ("\. 9;..<:'i' _~, n,,~ J"J "'Y"" '" LJ VU "" " ,,,v,v.!,,,, 'UUH '" '-', _ uy~ 

Tonsils DOvary 0 Ovaries 

Appendix 

Gall Bladder 

Uterus 

I·T. 

Chest 

DStomach Deolon 

Gall Bladder 

CAli """lI"" 
Back 

Mammogl 

n"",u""u,u" 
Ever Have A Tram"" inn 

DBlood 0 Plasma 

... ;,., ..•..•...•. .. ..•.•.•..•...•.•.•...••.••.. ... . .... .,,..; J~ '. Data ..... 

""\I" i ' / Barium Enema 

Other 

...•..........• 

",... . .. Ever Had·· ... 

DBroken Bones DCracked Bones 

Recurrent ni< I "" 

DConcussion 0 Head Injury 

Ever Been Knocked Unconscious 

DFood 0 Chemical 0 Drug Pois~n[ 

Explain 

Latex Sensitivity 

Chronic Fatigue S, "V, V" ,~ 

Any Other Disease 

Explain 

Weight: Now One Yr. Ago 

Maximum When 

NO. !Ves· Are YouAliercilc'to ....... . .•.. 
Any Foods 

Explain 

o Nail Polish DOther Cosmetics 

I\In . . ....•....... ,,;..IIIIIIIIIIII.. .. >IIIIIIII/.·...IIIIIIII .......... , ... N~O .. ,Y! .. e Ms·· • 

Had Hernia Repaired 

Had Any Other ~"'Q'U'" ,,~ 

Been i ,Ii. For Any Illness 

Explain 

(1299) 
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~ ................... 
". .. . ... ... No ,(e.$ Iv>; '. 't1;;tlleV(.Havl;; .. 'H.$.i:L;,·····.· ..................... ~ 

o Eye Disease 0 Eye InjlJl}' 0 Impaired Sight Kidney o Disease o Stones 

o Ear Disease 0 Ear Injury 0 Impaired Hearing 

Any Trouble With 0 Nose ~ Sinuses 0 Mouth 0 Throat Blood In Urine 

Fainting Spells o Protein gSugar _OPus j:J0therlnUrine 

Convulsions Difficulty In Urination 

,Par~ Narrowed Urinary Stream 

Dizziness Abnormal Thirst 

n"""""''''',,, o Frequen~ OS~re Prostate Trouble 

Enlarged Glands o Stomach Trouble o Ulcer 

Thyroid: OOV"'a""V" 0 "uo,a"uvo OEnla~ I"di;"o.>\ic" 

Enlarged Goiter OGas Uijelcnmg 

Skin Disease "'f'f'0"ui"";,,, 

Cough: o Frequent 0 Chronic o Liver Disease o Gall Bladder Disease 

o Chest Pain 0 Angina Pectoris o Colitis OOther Bowel Disease 

Spitting Up Blood o ,,,,,,u, ,ul"", o Rectal.Blee~ 
Night Sweats BlackIarry Sto~ 

Shortness 01 Breath o Exertion o At Night OVOn""l-'dIUI o Diarrhea 

o 'a'f'"adu" o Fluttering Heart o Parasites 0 Worms 

Swelling 01 o Hands o Feet o Ankles OAny Change In Appetite o Eating Habits 

Varicose Veins OAny Change In Bowel Action o Stools 

Extreme OTirednes~ 0 ,,,a,,""""'. Explain 

. "'Ha\f~':;~_ .. ; ..................... : •... . ··"'·'·Hact·;,·; •• ·········,· ......•••.•.••••.•••...•.•..•••.•. , .. " ......•......••...••....••.•. , .•.....•.••••.•... , .•. , ••.. .. ,., ........ 
'" 

· •. ·.?i···:;·i·.·.::····· .. C· . Nt): 1"(.99 .. 

Smal~ ,a,,"u ,auu, (W~ 'Years) Polio Shots (Within Last 2 Years) 

Tetanus Shot (Not Antitoxin) An I i ram When 

Hepatitis i 

.!I ... II: ~ D.oY QUn, . ; .... '. . . ..... ...•.... ... : .......... ·./Nolyes I DOY';"!!"'''' ........................ . ........ . ..•. r. Never 000,+ 
Ex~ .rlan,,~tah, Laxatil/EJs 

How? Vitamins 

Awaken Rested 

Sleep Well T~izers 

Average 8 Hours Sleep (Per Night) Sleeping Pi~ 

Have Regular Bowel IV'UV"" '''' "" Aspirins 

Sex Entirely i Co~e 

Like Your Work ( Hours Per Day) 0 I~ O~ors Alcoholic 80vo, a",,,,,, 

Watch Television ( Hours Per Day) Tobacco: vlg~enes ( Pks Per Day), 

Read ( Hours Per Day) OCigars OPipe OChewing Tobacco 

Have A Vacation ( Weeks Per Year) o Snuff 

Have You Ever Been Treated For I-IIWIlUlibll o Other Drugs 

Have You Ever Been Treated For Drug Abuse Appetite Dpn",cc~ntc 

Recreation: Do You Participate In Sports Or Have Thyroid ", 0 No 0 Yes, In Past ONone Now Now On Gr. Daily 
Hobbies Which Give You Relaxation At Have You Ever Taken: 
Least 3 Hours A Week? o Insulin OTablets For Diabetes []Hormone Shots OTablets ONo 

. M .. n<>tr"",1 .1- let"", ; .. '. .. ] No J Yes ........ .. .......... : ... . . .......... .. . Nr. .V<>" 
Age At Onset Are You Regular: 0 Heavy 0 Medium OUght 

_Usu~ation Of.F'eriod Da~ Do You Have lension 0 i Before Period 

Cycle (Start To Start) Days Do You Have 'jlJramps 0 Pain With Period 

Date 01 Last Period Do You Have Hot Flashes 

,o",,,a,,,,,o,,,, , , No Yes No Yes 

Children Born Alive (How Many ) Still Born (How Many ) 

Cesarean Sections (HowM~ ) Miscarriages (How Many ) 

Prematures ~Mall\l. ) Any Con 'flIiLdu"" 
l:m 

leAre Yoyj)ffen . ' ...... ... ........ :: ...... . ' . . ...... ... No ,Yes AfEivouDften; .••...... ... ...................... ........... . ...............•... : .. . ... .. ..vA" 

Dbf"""'''''''' Jumpy 

Anxious Jittery 

Irritable Is i I Difficult? 

Cervical & Vaginal Cancer Risk Assessment:
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Verbal History Checklist 
Initial Question(s): "What brings you here? Push them to be as descriptive as possible: 

 

8 Follow-up Questions: Onset, Location/radiation, Duration, Character, Aggravating factors, 
Relieving factors, Timing, and Severity: 

 

Allergies/Reactions: 

Medications:  

Past Medical History:  

 

Past Surgical History:  

 

Family History:  

 

Smoking History:  

Alcohol:  

Other Drug Use:  

Obstetric (if appropriate):  

Sexual Activity:  

Military Service:  

Work/Hobbies/Other:  

  



REVIEW OF SYSTEMS QUESTIONS 
 
General: (weight loss/gain, Fatigue, malaise, sleeping habits, fever, chills, chronic pain, recent MD visits 
 
Vision (Past eye exams?, Chronic or past eye disorders? Decrease/change in vision or blurriness? With or 
without pain? Double vision? Eye discharge (D/C)?) 
 
Head and Neck: (Chronic or past head and neck disorders? Pain? Sores or non-healing ulcers in/around 
mouth? Masses or growths? Change in hearing acuity? Ear pain or discharge? Nasal discharge, post nasal 
drip? Change in voice/hoarseness? Tooth pain or problems? Sense of lump/mass (globus) in throat 
w/swallowing?) 
 
Pulmonary: (Chronic or past pulmonary disorders? Shortness of breath at rest or w/exertion? Chest pain? 
Cough? Hemoptysis (coughing up blood)? Wheezing? Snoring or stop breathing?) 
 
Cardiovascular: (Chronic cardiovascular disorders?  Chest pain (CP) or pressure? Shortness of breath at 
rest or w/exertion? Orthopnea (short of breath lying down)? Paroxysmal Nocturnal Dyspnea (PND)sudden 
shortness of breath that awakens pt from sleep? Lower extremity edema? Sudden loss of consciousness 
(syncope)? Sense of rapid or irregular heartbeat, palpitations? Calf/leg pain/cramps w/ambulation? 
Wounds/ulcers in feet difficult/slow to heal?) 
 
Gastrointestinal (Chronic or past GI disorders? Heartburn/sub-sternal burning? Abdominal pain? Difficulty 
swallowing? Pain upon swallowing? Nausea or Vomiting? Abdominal swelling or distention? Jaundice 
(yellowish coloration of skin)? Vomiting blood (hematemesis)? Black/tarry stools? Bloody stools? 
Constipation? Diarrhea or other change in bowel habits?) 
 
Genito-Urinary: (Chronic or past GU disorders? Blood in urine? Burning with urination? Urination at 
night? Incontinence (unintentional loss of urine)? Urgency? Frequency? Incomplete emptying? 
Hesitancy? Decreased force of stream? Need to void soon after urinating? Genital Ulcers or Growths? 
fertility problems? Hx STIs? # Sexual partners & type of sexual activity? | For Men: Erectile Dysfunction 
(ED)? Penile d/c or pain? Testicular pain? Testicular swelling, mass?) 
 
Hematology/Oncology: (Chronic or past Hematology/Oncology disease? Fevers, chills, sweats, weight 
loss? Abnormal bleeding/bruising? New/growing lumps or bumps? Hypercoagulability?) 
 
Ob/Gyn/Breast: (Chronic or past disease? Menstrual Hx? Sweats? Past pregnancies? Vaginal Discharge? # 
Sexual partners & type of sexual activity? Breast mass, pain or discharge? Therapeutic or spontaneous 
abortions? Hx STIs?) 
 
Neurological: (Known disease? Sudden loss of neurological function? Abrupt loss/change in level of 
consciousness? Witnessed seizure activity? Numbness? Weakness? Dizziness? Balance problems? 
Headache?) 



 
Endocrine: (Known Endocrine disorder? Polyuria, polydipsia, polyphagia? Fatigue? Weight loss? Weight 
gain?) 
 
Infectious Diseases: (Known disease? Fevers, Chills, Sweats?) 
 
Musculoskeletal: (Known disease? Joint pain and/or Swelling (general comments)? Muscle ache? Low 
back pain? Knee pain/swelling? Hand Symptoms? Elbow symptoms? Hip area symptoms? Shoulder pain 
or symptoms? ) 
 
Mental Health: (Known mental health disorder? Do you feel sad or depressed much of the time? Alcohol, 
other substance abuse? Anxious much of the time? Memory problems? Confusion? ) 
 
Skin and Hair: (Hair Loss? Known disease? Skin eruptions/rashes? Growths? Sores that grow and/or don't 
heal? Lesions changing in size, shape, or color? Itching?) 
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Vital Signs: 

□ Wash Hands 
□ Ask patient to put on gown and sit 

□ General observation  

□ Measure pulse, both radial arteries  

□ rate 

□ rhythm 

□ volume 
□ Measure respiratory rate  

□ Measure blood pressure  

□ Examine hands, fingers, nails 

 

Head and Neck 

□ Observation face, head, neck & scalp 

□ Palpation lymph node, parotid and salivary gland       

   regions 

□ Assess auditory acuity (crude test hearing loss) 

□ If hearing loss, perform Weber & Rinne  

   Tests 512 Hz fork (CN 8) (*special test) 

□ Ear: external and internal (otoscope) 

□ Nose: observation, nares/mucosa (otoscope)  

□ Oropharynx:  

□  Inspect w/light from otoscope & tongue  

    depressor→uvula, tonsils, tongue, mucosa 

□  “Ahh” to help see back of throat 

□  Inspect teeth & salivary gland ducts 

□ Thyroid: Observation, palpation 

 

Eye Exam, Including Ophthalmoscopy: 

□ Observe external eye structures – lid, sclera, pupil 

□ Visual acuity (hand-held card – CN2)  

□ Visual fields (confrontation – CN 2) 

□ Extra-ocular movements (CN 3, 4, 6) 

Using Ophthalmoscope: 

□ Examine external eye structures (lids, sclera,  

    pupil, iris, conjunctiva)  

□ Check pupillary response to light – direct and  

    consensual (CN 2 & 3) 

□ Red reflex 

□ Retinal exam – identifying: Optic disc, arteries,        

    veins, color of retina, and macular area.   

 

       

 

Pulmonary 

Observation and Inspection 

□ General observation of breathing, note if using  

    accessory muscles/general respiratory effort 

□ Note shape of chest and spine 

Palpation 

□ Assess chest excursion 

□ Assess tactile fremitus (*special test) 

Percussion 

□ Percuss posterior lung fields, top to  

    bottom→comparing side to side 

□ Identify amount of diaphragmatic descent with  

    Inhalation (*special test) 

□ Percuss right antero-lateral chest (middle lobe)    

    and anterior lobes (bilateral) 

Auscultation   

□ Listen w/diaphragm to posterior lung fields, top  

    to bottom→comparing left w/right 

□ Listen to right middle lobe area  

□ Listen to anterior lung fields 

□ Listen over trachea 

□ Assess for egophany (*special test) 

Cardiovascular: 

□ Drape appropriately 

□ Examiner stands on right side of patient’s body 

□ Patient lying w/head of table elevated ~ 30o 

Observation & Palpation 

□ Inspect precordium – visible PMI, other contours 

□ Palpation of RV and LV (heaves, thrills);     

    Determination of PMI  

Auscultation  

□ S1 and S2 in 4 valvular areas  

    w/diaphragm; note rate, rhythm  

□ Try to identify physiologic splitting S2  

□ Assess for murmurs, characterize if  

    present 

□ Assess for extra heart sounds (S3, S4)    

   w/bell over LV 

Carotid artery  

□ Palpation 

□ Auscultation 

Internal Jugular Vein 

□ Measure jugular venous pressure  
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Abdomen 

□ Lay patient flat.  Drape appropriately – allowing 

exposure of abdomen but not rest of body 

Observe & inspect abdomen 

□ Shape, scars, color, symmetry, protrusions 

Auscultation  

□ Listen w/diaphragm to 4 quadrants  

□ Note quantity and quality of bowel sounds 

□ Listen for bruits centrally & over renal arteries 

   (*special test) 

Percussion 

□ Percuss all quadrants  

□ Percuss liver span 

□ Percuss area of spleen, stomach 

Palpation 

□ Palpate all quadrants superficially 

□ Palpate all deeply  

□ Try to identify liver edge (w/inspiration) 

□ Palpate region of spleen  

□ Palpate area of aorta (*special test) 

 

Lower Extremities (continuation of C/V) 

Assess femoral area (you don’t have to do this on 

fellow students) 

□ Palpation for nodes 

□ Palpate femoral pulse 

□ Auscultation femoral artery (for bruits) 

(*special test) 

Assess knees (non-mechanical exam) 

□ color, swelling 

□ palpate popliteal artery pulse 

Assess ankles/feet:  

□ Color 

□ Temperature 

□ Check cap refill 

□ Check for edema 

Pulses 

□  Dorsalis pedis artery 

□  Posterior tibial artery 

Neuro 

□ Higher Cognitive Function 
□ level of consciousness,  
□ Orientation to time, place, person and 
situation 
□ attention – subtract 7 from 100  

□ memory- 3 objects (cat, number 7 and 
table) repeat immediately and after 5 
minutes  
□ Abstract thinking- similarity and 
difference between orange and ball. 

□ Mental Status Exam 
□ Mood- as described by patient  
□ Affect- observed by examiner could be 
congruent or incongruent to described 
mood,  
□ Speech- rate, tone, production,  
□ Thought process- linear, goal directed 
or circumstantial, tangential, 
disorganized,  
□ Thought content- delusions, suicidal or 
homicidal ideations/intent/plan,  
□ Insight- good, partial, poor,  
□ Judgment- what would you do if you 
found a sealed, addressed, stamped 
envelope on the ground? 

 

□ Cranial Nerves – A few covered (above) in Eye 

and Head/Neck sections. Described 1 thru 12 here: 

□ CN 1 – assess smell  

□ CN 2 – visual acuity, visual fields  

□ CN 2 & 3 pupillary response to light  

□ CN 3, 4, & 6 – extra-ocular movements  

□ CN 5 sensory & motor face; corneal reflex     

    (sensory 5, motor 7) – (Describe only) 

□ CN7 – facial expression; smile, puff     

    cheeks, close eyes against resistance 

□ CN8 – hearing assessment 

    If hearing loss, Webber and Rinne as per  

    H&N section (*special test) 

□ CN 9 & 10 – gag, palate rise  
□ CN 11 – neck turn/shoulder shrug  

□ CN12 – tongue movement 

□ Motor testing (patient seated):  

□ muscle bulk of major groups (see below) 
□ tone of major groups (see below) 
□ strength of major groups – shoulders,  
    elbows, wrists, hand, hips, knees, ankle 

 
 
 
 



 

 

4 

□ Sensory testing - in distal lower extremities:  

□ pain 

□ light touch 

□ proprioception  

□ vibration – 128 Hz tuning fork 

□ Reflexes 

□  biceps 
□  brachioradialis  

□  triceps 
□  patellar 
□  achilles  

□  Babisnki assessment 

 

 

 

 

 

 

 
 

 

 

 

 

□ Coordination (finger→nose, heel→shin, rapid      

    alternating finger movements, hand supination 

    →pronation,)  

□ Gait, Romberg 

□ Wash Hands 
 

*Special test denotes a maneuver that would only  
be done in selected circumstances - based on the patient’s  

symptoms and clinical presentation. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Charlie Goldberg, MD – cggoldberg@health.ucsd.edu  
Copyright © 2020 The Regents of the University of California. All rights reserved. 
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OSCE Checklist: Rectal Examination (PR) 
Introduction

1 Gather equipment

2 Wash your hands and don PPE if appropriate

3 Introduce yourself to the patient including your name and role 

4 Confirm the patient's name and date of birth

5 Explain what the examination will involve using patient-friendly language

6 Explain the need for a chaperone

7 Gain consent to continue with the clinical examination

8 Ask the patient if they have any pain before continuing with the clinical examination

9 Ask the patient to remove their underwear for the examination and provide them with 
privacy whilst they get undressed

Preparation

10 Don an apron and a pair of non-sterile gloves

11 Ask the patient to lie down in the left lateral position with their knees bent up towards their 
chest

12 Ask the patient if it is ok to remove the sheet to begin the examination

Inspection

13 Separate the buttocks and inspect the perianal region for relevant clinical signs

Palpation

14 Lubricate the examining finger

15 Warn the patient you are about to insert your finger

16 Insert your finger gently into the anal canal

17 Palpate the prostate gland anteriorly (in males) and assess the size, symmetry and texture of 
the gland

18 Rotate your finger 360 degrees to assess the entirety of the rectum

19 Assess anal tone by asking the patient to bear down on your finger

20 Withdraw your finger and inspect for blood or mucous

21 Clean the patient using paper towels

22 Cover the patient with the sheet, explain that the examination is now complete and provide 
the patient with privacy so they can get dressed

23 Dispose of the used equipment into a clinical waste bin

To complete the examination…

24 Thank the patient for their time

25 Dispose of PPE appropriately and wash your hands



Male Genitourinary Examination Checklist 
 

                     Clinical Training Center for Family Planning 2009 
 

 
Introduction 

 Explain exam and purpose 
 Wash hands 
 Gloves 
 Check equipment-lubricant, specimen collection 

Visual Examination-Penis 
 Tanner Staging 
 Skin, shaft of penis, Glans, Foreskin, Urethral opening 

Palpation 
 Base, shaft and glans for lumps or masses 

Visual Examination-Scrotum 
 Ask patient to lift penis for better view of scrotum 
 Check skin and hair for nits, blood vessels, rashes, scars, ulcers, lumps and rugae 

Palpation-Scrotum and contents 
 Feel each testis, epididymis, and spermatic cord for lumps and/or swelling 
 Instruct patient in TSE 

Hernias and Lymph 
 View of lower abdomen, genitalia and upper thigh is necessary 
 Inspect femoral areas for bulges, scars and asymmetry; ask patient to bear down 
 Inspect then palpate for inguinal nodes and masses 
 Palpate for hernias: 

Use right hand for patient’s right side and left hand for left side 
Find spermatic cord as it enters the external inguinal ring and follow (gently) as far into 
inguinal canal as possible; ask patient to bear down 
Find femoral artery below inguinal ligament; move medially 1-3 cm and feel for bulge 
while patient bears down 

Rectal and prostate examination 
 Explain process and purpose of exam 
 Position patient 
 Inspect sacrococcygeal area for pilonidal cyst 
 Separate buttocks and inspect skin on and around anus 
 Ask patient to bear down and inspect for rectal prolapse or internal hemorrhoids 
 Apply lubricant; explain sensation of bowel movement on insertion 
 Insert finger slowly into anal canal 
 Palpate rectum 
 Explain sensation to urinate with prostate palpation 
 Palpate prostate 

Outline gland: width, length, central groove, consistency, mobility and tenderness 
Note enlargement, nodules, tenderness 

 Closing 
Summarize findings and tests taken, if any 
Answer client’s questions 
Further discussion, as needed , after client dresses 

Facilitator Comments: 
 
 
 
 



Preparation:
� Check all materials and equipment
� Wash hands in the presence of the patient 
� Position patient:

� offer pillow
� raise table back
� drape appropriately
� place patient's feet in foot rests
� have patient move buttocks to end of table

� Adjust the light and drape
� Put on gloves
� Explain in advance each step of the examination

and warn patient when you begin

External Examination:
� Inspect and palpate the mons pubis, labia

majora and perineum

� Separate the labia and inspect:
� labia minora
� clitoris
� urethral meatus
� vaginal opening 
� Skene's glands
� Bartholin's glands

� Inspect the anus
� Ask patient to bear down to assess for cystocele/

rectocele if indicated

Bimanual Rectovaginal Examination:

� Reglove and apply lubricant to index and
middle fingers

� Alert patient that the rectovaginal exam will
begin

� Place middle finger on anus and ask patient
to bear down

� Insert middle finger into rectum and index
finger into vagina

� Repeat the palpation and characterization of
the cervix, and other structures from this
position

� Sweep posterior pelvic wall with rectal finger

� Palpate rectovaginal septum between fingers

� Remove fingers smoothly

� Help patient assume sitting position 

PELVIC EXAMINATION Checklist PELVIC EXAMINATION Checklist
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Speculum Examination and Pap Test:

� Alert patient that speculum examination is about
to begin

� Warm and lubricate speculum with water

� Insert speculum:
� Hold speculum at 45 degree angle
� Open labia with opposite hand and introduce 

speculum into vagina  avoiding urethral meatus
� Insert blades gently and slowly into the vagina, 

pointing downward
� Rotate at full insertion so that handle is vertical
� Open speculum slowly, exposing cervix
� Tighten screw to hold in open position

� Observe cervical size, color, outer os configuration,
noting any erosion, cyst, polyp, tumor, eversion,
etc.

� Obtain and fix cervical specimens according to
manufacturer's recommendations for performing
pap smears and handling specimens

� Hold blades open and release screw

� Withdraw speculum

Bimanual Pelvic Examination:

� Apply lubricant to index and middle fingers of
gloved hand

� Alert patient that you are about to begin
� Introduce index and middle fingers into vagina
� Insert both fingers slightly into vagina and turn

hand to palm up position
� Palpate vaginal rugae and cervix
� Starting at the umbilicus, press on outer abdomen

with the pads of the fingers of the outside hand and 
move towards pubis

� Palpate uterus between vaginal and abdominal
hands

� Move vaginal fingers into one lateral fornix
� With abdominal hand, attempt to palpate the ovary

and parametrial tissues and check for pelvic
masses

� Repeat on other side
� Remove fingers from vagina

PELVIC EXAMINATION Checklist PELVIC EXAMINATION Checklist
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	Neurological: (Known disease? Sudden loss of neurological function? Abrupt loss/change in level of consciousness? Witnessed seizure activity? Numbness? Weakness? Dizziness? Balance problems? Headache?)
	Endocrine: (Known Endocrine disorder? Polyuria, polydipsia, polyphagia? Fatigue? Weight loss? Weight gain?)
	Infectious Diseases: (Known disease? Fevers, Chills, Sweats?)
	Musculoskeletal: (Known disease? Joint pain and/or Swelling (general comments)? Muscle ache? Low back pain? Knee pain/swelling? Hand Symptoms? Elbow symptoms? Hip area symptoms? Shoulder pain or symptoms? )
	Mental Health: (Known mental health disorder? Do you feel sad or depressed much of the time? Alcohol, other substance abuse? Anxious much of the time? Memory problems? Confusion? )
	Skin and Hair: (Hair Loss? Known disease? Skin eruptions/rashes? Growths? Sores that grow and/or don't heal? Lesions changing in size, shape, or color? Itching?)
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	male_gu_checklist-01-28-09.pdf
	Wash hands
	Gloves
	Check equipment-lubricant, specimen collection
	Visual Examination-Penis

	Tanner Staging
	Skin, shaft of penis, Glans, Foreskin, Urethral opening
	Palpation

	Base, shaft and glans for lumps or masses
	Visual Examination-Scrotum

	Ask patient to lift penis for better view of scrotum
	Check skin and hair for nits, blood vessels, rashes, scars, ulcers, lumps and rugae
	Palpation-Scrotum and contents

	Feel each testis, epididymis, and spermatic cord for lumps and/or swelling
	Instruct patient in TSE
	Hernias and Lymph

	View of lower abdomen, genitalia and upper thigh is necessary
	Inspect then palpate for inguinal nodes and masses
	Palpate for hernias:
	Rectal and prostate examination

	Explain process and purpose of exam
	Position patient
	Inspect sacrococcygeal area for pilonidal cyst
	Separate buttocks and inspect skin on and around anus
	Ask patient to bear down and inspect for rectal prolapse or internal hemorrhoids
	Apply lubricant; explain sensation of bowel movement on insertion
	Insert finger slowly into anal canal
	Palpate rectum
	Explain sensation to urinate with prostate palpation
	Palpate prostate
	Closing
	Facilitator Comments:
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