Medical Assistant Initials Date Time
NAME: D.O.B. Date:

Date:

CHIEF
COMPLAINT(S):

HISTORY OF

PRESENT ILLNESS:

1. location

2. Duration

3. Signs./Symploms
4. Mod. Foclors

3. Severity

4. Guolity

7. Context

&. Timing

REVIEW OF S5YSTEMS:

Skim:  Cther problems elsewhere on skin? O Yes  Where OMNe OMNA
Skin rashes in reaction to O Medicotion O Food O Respiratory O Mo O MA

Add’l: Wheezing OYes OMNa QOMNA Shorness af breath OYes QMo OMNA
Hyperension QOYes Obho ONA Exc. thirst or hunger OYes ORe OMNA
Musculoskeletal OYes Describe O Athealgia O Limied monce O O Mo O MA
Gastraintestingl O Yes Describe O Cromping O Pain 0 Nousea/Nomiting 0 O Mo O MNA
Crher

PAST/FAMILY/SOCIAL HISTORY: [See Sheet Dated A 4 |
Sig. Findings,/Changes:

AREA(S) EXAMINED: [Maormal] - |Abnoema]
D Scalp/Hair
O Heod,/Foce

O Conj. /Eyelids

0 hleck

3 lips,/Teeth /Gums

0 Ches!/Breast/ Ao

Q Bock

0O Abdomen

0O Genitalia,/ Groin/Butiocks

0O R 1 Extrem

0O | TExtrem.

O B Estremn.

01l Extrem,

Q Digits/ Mgils

0O Crrol Mucoso/ Tongue

O lymphatic [Meck/ Asxills /Grain)

0 Peripheral Vascular
[m]

MEDICAL DECISION MAKING: 1. Diog/Diff 2. Daota Reviewed 3. Mgmt. Oplions 4. Risk Discussed 5. T Flan

Minor Procedures:

Signature Date



Date:

D.O.B.

NAME:




