	NAME
	Date of Birth 

         /      /
	Age         

               M   F
	Date of visit

        /        /

	Time:  Start:                       Stop:                        (   ) More than 50% of visit spent counseling about::

	CC:
	Nurse

	HPI
	MEDICATIONS

	
	

	
	

	PAST MEDICAL HISTORY/SURGERIES:

	PAST,  FAMILY & SOCIAL HX
	o reviewed  o no change
	Smoker: o Y  o N  o Quit

	SYSTEM
	rAbnl     ( WNL
	( r
	PHYSICAL EXAM

	Vitals
	
	
	BP
	            /
	Temp
	
	Pulse
	
	Resp
	
	Ht
	
	Wt
	

	Appear-ance
	nutrition, habits, grooming
	
	

	Eyes
	Conjunctiva, 

Lids
	
	
	NECK
	appearance, symmetry, trachea
	
	

	
	Pupils/iris/PERRLA
	
	
	
	Thyroid
	
	

	
	Fundus exam
	
	
	Lymph
	neck 
	
	

	ENMT
	Appearance
	
	
	Nodes
	axilla
	
	

	
	canals/ TM's
	
	
	
	Groin
	
	

	
	Hearing
	
	
	
	Other
	
	

	
	Nasal mucosa, septum, turbinates
	
	
	RESP
	resp effort
	
	

	
	Lips, teeth, gums
	
	
	
	percussion
	
	

	
	Oral mucosa, salivary glands, hard/soft palate, tongue, tonsils
	
	
	
	palpation
	
	

	
	
	
	
	
	auscultation
	
	

	CARD
	Palpation
	
	
	Chest/

breast
	inspection breasts,

chest wall
	
	

	
	Auscultation
	
	
	
	Palpation
	
	

	
	Carotid arteries
	
	
	GU
	external genitalia
	
	

	
	Abdominal aorta
	
	
	
	Urethra
	
	

	
	Femoral arteries
	
	
	
	Bladder
	
	

	
	Pedal pulses
	
	
	
	Cervix
	
	

	
	edema/varicose.
	
	
	
	Uterus
	
	

	GI [Abd]
	masses/tender
	
	
	
	Adnexa
	
	

	
	Liver and spleen
	
	
	
	Exam of scrotal contents
	
	

	
	Bowel Sounds
	
	
	
	
	
	

	
	Exam for hernia
	
	
	
	Exam of penis
	
	

	
	Anus, rectum
	
	
	
	Prostate  exam
	
	

	
	Stool sample/ob
	
	
	Skin
	inspection
	
	

	MS
	gait and station
	
	
	
	Palpation
	
	

	
	Digits and nails
	
	
	Neuro
	cranial nerves 
	
	

	
	Specify joint(s) 
	
	
	
	DTR's
	
	

	
	Align, asymmetry, crep/tender/mass,
	
	
	
	Sensation
	
	

	
	
	
	
	Psych
	Judgment/ insight
	
	

	
	Range of motion
	
	
	
	Orientation x3
	
	

	
	Stability
	
	
	
	Recent/ memory
	
	

	
	muscle strength 
	
	
	
	Mood and affect
	
	

	TESTS ORDERED
	TEST RESULTS
	OTHER Time Spent

	______________________________________

HOLTER    CEM    ABI   ANSAR    PFT
	
	o Chart Review done

o Health Maintenance Review

o Consultation with physician

	PROCEDURE/

TREATMENT
	   

	DIAGNOSIS


	

	PLAN


	o Referral  ________________________________

o med dose change ___________________

o continue present medications 
	Physician

Signature:  


