             

Adult History and Physical                  


Date and Time:

 



Hospital No:
Name:






Father’s Name: 









Marital Status:





Age:

Chief Complaint (patient’s own words): 
History of Present Illness (chronological narrative: describe symptoms in terms of location, quality, quantity, severity, onset, duration, frequency, setting, aggravating and relieving factors, associated manifestations):

Past Medical History (major medical illnesses, previous surgery):
Gynae / Obstetric History (age at menarche / menopause, menstrual cycle, LMP, G and P, contraception, discharge, dyspareunia):


Drug History (current medication, allergies):
Social History (occupation, tobacco, alcohol, drug use):
Family History (inherited disease, CA, MI, CVA, TB, DM):
Review of Systems:
General: 



GI:



Endocrine: 
ENT: 




GU:



Breast:

Cardiac:




Neuro:



Skin:

Respiratory:



MS:
Physical Examination:
Temp:
   Pulse:      PO2:  
 BP:       RR:
  Weight:     Height:       BMI:


General:
Skin:




Heart:
ENT:




Abdomen:
Neck:




Genitalia:
Back:




Vaginal:

Lungs:




Rectal:

Breasts:




MS:

Lymphnodes:



Neuro:

Previous Lab/ Imaging:
Investigation :( Lab,ECG, USG,X-ray,Spirometry …)
Assessment:
Working Diagnosis:


Differential Diagnosis:


Other Problems:
Management Plan (further studies, treatment plan, follow-up):

Relevant Health Education (What is the most important thing the patient needs to learn?):







Name and Signature of the doctor: Dr.Asem
