GHENT FAMILY PRACTICE, INC.

HISTORY FOR COMPLETE PHYSICAL EXAM
PATIENT TO FILL OUT AND BRING IN AT TIME OF APPOINTMENT

Name

Marital Status: S M W D

Occupation:

Oretired Education:

IMMUNIZATIONS: Date of last tetanus:
PAST MEDICAL HISTORY: (please list all significant medical diagnoses and surgeries)

Date form filled out

Pneumovax:

Hepatitis B: Other:

MEDICATIONS: (name/dose/frequency) [include over the counter meds also]

ALLERGIES: (please note type of reaction)

FAMILY HISTORY: ODiabetes OHypertension OStroke OHeart disease OOsteoporosis OCancer

OAlcohol or drug abuse OBleeding disorder
RISK FACTORS: Smoking:

Alcohol:

llicit drugs:

Exercise:

ONever smoked
ODon’t drink
OINever used
OINever exercise

Date of last Bone Mineral Density test
Ol smoke  cigarettes/day  OQuit-year
ODrink 1 oz/day or less
Oused in past, but not last 3 yrs  [Have used in last 3 yrs
OExercise <3days/week

ODrink more than 1oz/day

OExercise 3 + times wkl

Your insurance company may deny payment for services they do not consider “reasonable and necessary”. If your insurance denies payment for this
physical you are to be personally and fully responsible for payment. You may also be responsible for your co-pay and co-insurance payment. Your

signature signifies your agreement with this statement:

REVIEW OF SYMPTOMS:

1. Eyes/Ears/Nose/Throat
ODecreased hearing

Overtigo (dizziness)
OBlurred/double vision

OChr nasal or sinus congestion
OFrequent sneezing/itching spells
ORecurrent nose bleeds
ODifficulty chewing
OPainful/swollen gums/painful teeth
OChronic hoarseness

2. RESPIRATORY

OHx of pneumonia or TB
OChronic cough/wheeze (asthma)
OBring up >1tbsp phlegm/day
ODiscolored/bloody sputum
OsShortness of breath

3. CARDIOVASCULAR

OAngina (pressure in chest)/Pain
OPalpitations

OEasy fatiguability
OLightheadedness

OLoss of consciousness

OHeart murmur/hx Rheumatic fever
Ovaricose veins

OBlood clots-legs

OChronic swelling of feet/ankles
OLeg pain or cramping

4. GASTROINTESTINAL
ODifficulty swallowing
OHeartburn/indigestion/nausea
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OAbdominal pain

OChronic constipation

ODiarrhea

OBlood or mucus in stool

OAnal itching or burning

5. MUSCULOSKELETAL
OReddened/inflamed joints
OShoulder pain OHip/knee pain
ODifficulty using hands

OPainful feet/ankles

OINeck or back pain

ODeformed joints

6. NEUROLOGIC
ONumbness/tingling

Oweakness

OHeadaches

OTremors (shakes)

ODifficulty with memory

ODifficulty with speech

Oimbalance

7. REPRODUCTIVE

Oirregular Menses OHeavy menses
OAbnormal spotting/bleeding
OContraception
OPost-menopause [Taking estrogen
Ovaginal/penile itching or discharge
OLesions of vulva or penis

8. UROLOGIC

OBurning or pain on urination

Oincontinence of urine

OINocturia (voiding at night)
ODecreased force/caliber of stream
OSexually active? Y__ N__

OINot orgasmic w/ intercourse
OPain with intercourse

Opifficulty getting/maintaining erections
9. DERMATOLOGIC

ORash or chronic itching
OSuspicious moles or other lesions
OAbnormal hair loss

10. PSYCHOLOGICAL
OAnxiety/depression

OSleeping problems

OLoss of interest in activities/sex
OPanic spells

OThoughts of suicide

11. CONSTITUTIONAL
OcChange in appetite

Oweight change (>5Ibs.)
OFever/sweats/chills

OTiredness

OEasy bruisability/bleeding
OSwollen glands

12. HEM/LYMPH

OAnemia

OSwollen glands

OBruise or bleed easily

13. ALLERGY/IMMUNE
OSeasonal allergies



Name:

PHYSICAL EXAM

Age:

Date:

CONSTITUTIONAL: WT Ibs HT in

BP

/

/ Temp,

Resp

APP:
EYES:

EARS:

MOUTH:

NECK:

LYMPH:
CARD:

RESP:
CHEST:
GU:
Male

Female

ABD:

SKIN:

MS:

6/14/05

Pulse
O=neg/norm Q= defect

Nourishment/development/well groomed
PERRLA
Conjunctiva
Fundi

Ext canal
™
Nose-no lesions

Hearing grossly nl
Lips/teeth/gums

Oral mucosa/palate/tongue/tonsils
Pharyngeal wall/pyriform sinus
Speech
Masses

O O Nasal mucosa/septum/turb

O QO  Trachea position
Thyroid OO  Crepitus
Appearance oo Symmetry
Palpation of neck/axillae/groin/cervical/post occip
Palpitation/PMI/no thrill or heave
RR, no M, nl S1, S2, neg S3, S4
Carotids oo
Abdominal aorta oo
2+ bilat femoral arteries oo
2+ bilat pedal pulses

Feet- warm/nl color
Edema/varicosity in arms/legs
Lungs clear to auscultation

No respiratory distress

No fremitus or dullness to percussion
Inspection/palpation/masses
Breast-neg discharge/dimpling/tenderness/masses
Penis OO  Urethral meatus

Palp prostate, size , o nodules

Testicles neg masses/tenderness/swelling
Epididymus

External genitalia/urethra/vagina
Cervix/Uterus/adnexa

Cysto/rectocele

No H/S megally, masses, tenderness

Hernia

NI anus/rectum/sphincter tone, no masses, rhoids
Stool occult blood

Erythema/suspicious lesions/induration
Ulcers/subcu nodules/tightening

Toe nails

Finger nails

Clubbing/cyanosis/inflammation
Petechiae/ischemia/infections

no bruits
no bruits
no bruits

R
oo
oo
oo
ao

Elbows/shoulder: inspect/ROM/tender/lax
Hands/wrists: inspect/ROM/tender
Knee/hip: inspect/ROM/tender/lax
Feet/ankles: inspect/ROM/tender/lax

Neck/Spine nl/no pain/ROM

NEURO: OO  cN1-xIl
OO  Sensation touch/pin
Q  Vibe/proprioception
R
O O UE: Strength
OO OO LE: strength
OO 0OQ uUpperDTR's: Biceps /br. Rad
OO OO LowerDTR's: Patella /Ankle
OO  Babinski
Romberg/F to N/H to S
O QO  Attention span/lang/knowl
O QO  cCoordination/gait
PSYCH: O Q  Judgement/insight
OO  Alert/oriented X 3
OO  Recent/remote memory
OO  sSpeech
oo Mood/affect/thought processes
oo Hallucinations/delusions/loose assoc
COMMENTS:
ASSESSMENT: PLANS:
OConsult
Olnsurance Authorization Y ___ N ___
Education:

OSee Health Maintenance sheet

ODiscussed diet

OOsteoporosis /BMD

OOther

ORisks/side effects of meds
OExercise
OSmoking cessation/options

OReturn to office:

Tests:
OHgb

OTSH

ORPR
aT4/FTI
OHgbAlc
OChem 7
OChem 12
OFolate/B12
OX-ray

OLipid Rx Profile OHemmocults

OLipid Profile OFlex Sig

OCBC w/ diff OPap

OPSA OMammogram

au/A OdT

OPFT's OPneumovax

OAudiogram OFlu Vaccine

OEKG OBMD
OOther:
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