



Pt. Name: _____________________________________

DOB: _____________





Patient ID# ____________________________________

Date: ______________





Payment (circle one): No Insurance
TennCare
Medicare
Insurance





Type of Visit (circle one): New   or  Established; Appt    or     Walk-In





Time Registered ___________
Time in Room ________
Time at Cashier _____

REVISED 08-1-2 --wmr
	Chief Complaint is:

	

	

	

	History of Present Illness/History of Symptoms

1.    Region Where is it?

	2.    Does it Radiate?  Where?

	3.    When did it start?

	4.    1st Time ever had this Pain?   Yes    No

	5.    Constant or Intermittent?

	6.    Onset Sudden or Gradual?

	7.    Quality:  What’s it like?  Sharp/Dull

	8.    Quantity 1-10 with 10 terrible

	9.    Duration of This Episode

	10.  Anything make it better?

	11.  Anything make it worse?

	12.  Change in ADL (eat, sleep, work, sex)?

	Summarize Review of Systems (ROS) below

	ROS positives:

	

	ROS negatives:

	

	ROS of uncertain significance:

	



	ROS
	      Normal
	       See Note

	1.     Constitutional
	
	

	        a.  Any Fever?
	
	

	        b.  Any Weight Change?
	
	

	        c.  Anorexia?
	
	

	2.    Eyes
	
	

	3.    ENT/.Month
	
	

	4.    Cardiovascular
	
	

	5.    Skin/Breast
	
	

	6.    Respiratory
	
	

	7.    GI (N, V, D, etc.)
	
	

	8.    GU-Dysuria, frequency
	
	

	9.    Any OB/GYN Issues
	
	

	10.  Musculoskeletal
	
	

	11.  Neurologic
	
	

	12.  Psychiatric
	
	

	13.  Thyroid/Endocrine
	
	

	
	
	

	
	
	


PLEASE FILL OUT THE BOX BELOW BEFORE PRESENTING THE CASE









	BP: __________          P: __________        T: __________

	

	HT: _____      WT: _________     Resp Rate ________

	Any Allergies:                            Yes                 No

	If so, what?

	

	Any Surgeries:                           Yes                 No

	If yes, what?

	

	Taking Any Medications?          Yes               No

	List them—Please update the med list in the computer

	

	

	

	

	Family History

	

	Social History

	Smoker?                                       Yes                No

	ETOH daily?                                Yes                No

	Women:                     LMP:

	Gravida Para:

	Contraception

	Examination
	    Normal
	 See Note

	Head/Face
	
	

	Eyes
	
	

	ENT
	
	

	Neck
	
	

	Respiratory/Lungs
	
	

	Cardiovascular
	
	

	Chest wall/Breasts/Axillae
	
	

	Abdomen
	
	

	
	
	

	Genitals/Groin/Buttocks
	
	

	GU
	
	

	Back/Spine
	
	

	Extremities
	
	

	Musculoskeletal, Other
	
	

	Skin
	
	

	
	
	

	Neurologic 
	
	

	Psychiatric
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



ISSUES AND DIAGNOSES				LAB/X-RAY ORDERED and today’s results:	

















MEDS ORDERED











					








REFERRAL						FOLLOWUP
































Physician’s Signature ____________________________








