Abdominal Assessment Documentation

Patient information

Name: Luka Garcia Date of birth: April 21, 1986
Gender: Male Age: 37

Address: 1234 Healthcare Drive, MedCity, FL 33000

Contact information: luka.garcia@email.com | (555) 123-4567

Assessment date: January 15, 2025

Patient history

|. Medical history:

No history of gastrointestinal diseases; appendectomy performed in 2010.

Il. Medications:

None currently.

[ll. Allergies:

No known allergies

Assessment details
|. Reason for assessment:

Routine check-up; patient reports occasional mild abdominal discomfort.

Il. Pre-assessment preparations (if applicable):

Patient fasted for 8 hours prior to the assessment.



Assessment results
l. Inspection:

Abdomen flat, no visible lesions or scars, skin color consistent with general pigmentation, no
signs of jaundice or cyanosis.

Il. Auscultation:

Bowel sounds normoactive in all quadrants, approximately 5-6 rounds per minute, no bruits
detected

Ill. Percussion:

Tympanic sounds prevalent throughout, indicating normal air distribution; no signs of fluid
accumulation or masses.

IV. Palpation:

Abdomen soft and non-tender in all quadrants, no masses palpable, liver and spleen not palpable,
no guarding or rigidity.

Overall findings

No abnormal findings were noted during the assessment. The abdominal exam shows no signs of
acute distress or significant pathology. The patient's abdominal discomfort could be related to diet
or minor gastrointestinal upset.

Additional notes

Recommend dietary review and possible follow-up if symptoms persist or worsen. Patient advised
to monitor for changes in bowel habits or development of new symptoms.

Healthcare professional information
Name: Dr. Emily Stanton License ID number: 123456789

Signature: Dr. Emily Stanton Date: January 15, 2025
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