History and Physical Form

Clinic / Hospital Information

Name: Emily Johnson

Address: 123 Main Street, Springfield, IL
Contact Number: 555-0100

Physician / Examiner: Dr. Lisa Carter
Date of Examination: 2/21/24

Time of Examination: 9:00 AM

Patient Information

Name: Emily Johnson

Age: 32

Gender: @ Female O Male O Other:
Date of Birth: 2/21/24

Patient ID: 456789

Insurance Information: HealthCare Plus, Policy #987654321

Medical History
Chief Complaint: Persistent headaches and occasional dizziness over the past month.
History of Present lliness: Headaches began gradually, increasing in frequency. Describes as throbbing, |
Past Medical History: Hypertension diagnosed 2 years ago.
Surgical History: Appendectomy at age 20.
Medications: Lisinopril 10mg daily.
Allergies: Penicillin - rash.
Family History: Mother with history of migraines, father with type 2 diabetes.
Social History (Tobacco use, alcohol consumption, drug use, occupation living situation):
Non-smoker, moderate alcohol use on weekends, no recreational drug use. Works as a graphic designer, i\
Review of Systems (General health, recent weight changes, fever, etc.):

General health: Good, apart from current complaint.Recent weight changes: None.Fever: No.



Physical Examination

Vital Signs

Blood Pressure: 130/85 mmHg /mmHg
Heart Rate: 78 bpm /bpm
Respiratory Rate:16 breaths/min breaths/min
Temperature: 98.6°F (37°C) °F/°C
Oxygen Saturation: 98% %

General Appearance

Constitutional (State of nutrition, apparent distress, eftc.):
Well-nourished, no acute distress.

Skin (Color, moisture, lesions, wounds):

Fair color, no rashes or lesions noted.

HEENT (Head, Eyes, Ears, Nose, Throat)

Head (Shape, symmetry): Normocephalic, atraumatic.

Eyes (Pupillary response, visual acuity): Pupillary response normal, visual acuity intact.

Ears (Hearing acuity, tympanic membrane appearance): Hearing acuity normal, tympanic membranes cle
Nose (Patency, mucosa): Nasal passages patent, no discharge.

Throat (Oral mucosa, tonsils, pharynx): Oral mucosa moist, no tonsillar enlargement or pharyngeal erythe

Neck
Thyroid (Enlargement, nodules): No enlargement or nodules palpated.

Lymph Nodes (Enlargement, tenderness): No enlargement or tenderness.

Cardiovascular
Heart Sounds (Rate, rhythm, murmurs): Regular rate and rhythm, no murmurs.

Peripheral Pulses (Presence, symmetry): Symmetrical.



Respiratory
Breath Sounds (Clear, wheezes, crackles): Clear bilaterally, no wheezes or crackles.
Respiratory Effort (Use of accessory muscles, retractions):

Normal, no use of accessory muscles.

Gastrointestinal

Abdomen (Distention, tenderness, bowel sounds): Soft, non-distended, no tenderness, normal bowel sou

Musculoskeletal
Extremities (Deformities, range of motion, strength): No deformities, full range of motion, normal strengtt

Spine (Alignment, tenderness): Straight, no tenderness.

Neurological

Mental Status (Orientation, speech, memory): Alert and oriented x3, speech clear, memory intact.
Cranial Nerves (Function): Intact

Motor (Strength, tone): 5/5 in all extremities.

Sensory (Touch, pain, vibration sense): Intact to touch, pain, and vibration.

Reflexes (Deep tendon reflexes): Deep tendon reflexes 2+ throughout.

Psychiatric

Mood and Affect:Mood is euthymic, affect appropriate to situation.



Assessment and Plan
Preliminary Diagnosis:

Tension-type headaches with consideration of migraine without aura.

Differential Diagnosis:

Hypertension, visual strain.

Plan: (Further tests, consultations, treatment recommendations)

Initiate headache diary to identify potential triggers. Recommend ophthalmology evaluation for
visual strain. Consider trial of prophylactic migraine medication if symptoms persist. Follow up in 4
weeks or sooner if headaches worsen.

Physician's Signature

Date: 2/21/24

Patient Consent

| Emily Johnson

treatment plan.

, consent to the proposed diagnostic and

Patient's Signature

Date: 2/21/24
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