Genitourinary Physical Exam

Patient Name: Helen McClay
ID: ABC123

poB: 05/25/1957

Sex: F

Subjective

Genitourinary history:
History of urinary tract infections, 3 in past year.

Presenting complaint:
Hematuria, dysuria, some abdominal discomfort.

Objective

Male

Body Part Examined Normal? Comments

General

g
Abdominal

g
Kidney

4
Back

g
Bladder

g

Pubic/Inguinal Region



Penis

U
Scrotum
O
Prostate
O
Female
Body Part Examined Normal? Comments
General Feels "ill", low energy, thinks it is partially from lost sleep
0O due to getting up in the night to urinate.
Abdominal
©
Kidney No tenderness on palpation
©
Back
O
Bladder
a
Pubic/Inguinal Region Suprapubic tenderness on palpation
O
Vulva
O
Vagina
d
Cervix
a
Uterus



Assessment _ _ _ o
Helen has a urinary tract infection, confirmed via urine sample.

Plan

Start course of amoxicillin, recommend lots of water and rest. If she doesn't feel better in 24-48
hours have asked her to call me.

Clinician Name: Jane Young
Date: 01/16/2023
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