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General Information:

Name: Occupation:

Age: Education level:

Gender: Marital status:

Date of care: Admission date:

Source of referral: Source of history: reliability

Chief Complaint:

1.
2.

The most important sign or symptom as a chief complaint.
The duration, frequency or interval of the chief complaint.

Present lllness:

1.

2.
3.
4.

Location, Quality, Quantity/time course, Onset mod, Precipitating factors,
Exaggerating/exacerbating factors, Relieving factors, Accompanying/associated symptoms
(LQQOPERA) of present illness.

The response to medical treatment for the present illness.

The final result of serial work up and outcome of the last treatment.

The last assessment result and current treatment plan.

Past History:

1.
2
3
4.
5

6.

The general state of patient’s health before this time.

. The patient’s childhood illness, vaccination, and psychiatry illness.
. The patient's history of chronic disease, current treatment by medication and treatment.

The patient's operation, hospitalization, or accident/injury.

. Menstruation history (onset of menstruation, amount of flow, interval and cycle of the

menstruation, dysmenorrhea).
Allergy history (food reactions, drug reactions, environmental allergies).

Personal, Social, Occupational and History:

1

2.
3.
4.

The patient's traveling history.

The patient's occupation or work (if retiring, please mention the last occupation or work)
The patient’s contact cluster history.

The patient's habits or addiction (alcohol consumption, betel nut chewing, cigarette
smoking, substance use)

Family History:

1.

The general health of patient's parents, siblings, children; alive or dead. If dead, what age
and what was the cause and its relative factor to present illness of the patient.

2. To draw the Family tree (including third generation, living together and main care giver).
Review of Systems:
Systems Yes/(+); No/(-)
General weakness, fatigue, anorexia, fever, insomnia

Integument (skin/hair/ nails) changes in color, pruritus, rash, hair loss

11



Head headache, dizziness, vertigo

Eyes visual acuity, color vision, corrective lenses, photophobia, diplopia, pain
Ears pain, discharge, hearing loss, tinnitus

Nose epistaxis, discharge, stuffiness, sense of smell

Throat status of teeth, gums, dentures, taste, soreness, hoarseness, lump
Respiratory system cough, sputum, hemoptysis, wheezing, dyspnea

Cardiovascular system edema, chest tightness, chest pain, palpitation, intermittent claudication,
cold limbs, cyanosis

G-I system dysphagia, nausea, vomiting, abdominal distress/pain, change in bowel
habit, hematemesis, melena, bloody stool

Genitourinary system  frequency, hesitancy, urgency, dribbling, incontinence, dysuria,
hematuria, nocturia, polyuria, impotence

Hematological system anemia, easy bruise/bleeding, lymphadenopathy, transfusion

Musculoskeletal joint pain, stiffness, limitation of motion, muscular weakness, wasting

Endocrine system growth, development, weight change, heat/cold intolerance,
nervousness, sweating, polydipsia

Neuropsychiatric dizziness, syncope, seizure, speech disturbance, loss of sensation,

paresthesia, ataxia, weakness/paralysis, tremor, anxiety

Physical Examination:
Vital sign: date: time:
BT: PR: /min RR: /min BP: /mmHg, SpO2 % BW: Kgs BH: cm

General appearance: Consciousness Level:
HEENT:
Conjunctiva: Sclera: Extraocular muscle: Vision:
Hearing: Nasal obstruction or nasal discharge:  Tongue movement:

Neck: supple, no jugular vein engorgement.

Chest: symmetrical expansion, breath sounds clear bilateral.

Heart: regular heartbeat, no murmur, no gallop.

Abdomen: flat and soft, no superficial vein engorgement, liver and spleen are impalpable,
no tenderness, no rebound tenderness, normal bowel sound.

Extremities: freely movable, pitting edema (-), cyanosis (-), clubbing digits (-).

Digital examination: no palpable mass, external hemorrhoid.

Neurological examination: within normal limits.

Lymphadenopathy: cervical (-), supraclavicular (-), axillary (-), inguinal (-)

Laboratory Findings:
1. Iltusually includes blood, urine, stool, and sputum routine examination.
2. The most important positive and negative findings this might be related to the diagnosis.

Results of Image Study:
The most important positive and negative findings this might be related to the diagnosis.

Diagnosis and Management:
Problem list including active problems and inactive problems.

Care plan:
The diagnostic plan, therapeutic plan, and patient education.

12
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Time / Date:
1. List each medical problem separately.
2. Give each problem a code number (1, 2, 3, etc.).

3. Evaluate each problem by number in the following SOAP format

Problem number/problem:

Subjective data: Description of symptom as told by the patient.

PP

Objective data: List each item separately on separate line. Including vital signs, finding of

physical examination, Lab data, image study or biopsy related to the problem.

Assessment:

1. Justification of upgrading a problem to a higher level of resolution

. Progress in establishing the patient’s diagnosis, prognosis, response to management.

2

3. Discussion of conflicting, confusing or unexpected data/report.
4. Evaluation of the data and any conclusions that can be drawn.
5

. Progress in terms of therapeutic goals.

Plan: List of interventions (list in order: diagnostic, educational, therapeutic interventions)

13
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844z g5 pp:
Name: Age:

Gender: Bed NO.: ID NO.:
Admission date: Discharge date:

Admission diagnosis:

1. The main diagnosis of chief complains, it was present, relieve or subside.

2. All the next important known diagnosis as the second, third or fourth impression which were
receiving treatment.

Discharge diagnosis:

The same as "Admission note"

Any new diagnosis made during hospitalization.
Post operation diagnosis.

Chief compliant:
The same as "Admission note"

Present illness:
A brief review of the main points of history, findings of physical exam and result of lab tests before
admission. To summarize the most important information about patient's admission.

Past History:
The same as "Admission note"

Physical Examination:(The same as " Admission note ")

Vital sign:  BT: PR:/min RR: /min BP: [/ mmHg, SpO2: %

General: consciousness level

HEENT: conjunctiva: pale, sclera: not icteric, extraocular muscle intact, no hard of hearing, no
nasal obstruction or nasal discharge, normal tongue movement.

Neck: supple, no jugular vein engorgement.

Chest: symmetrical expansion, breath sound clear bilaterally.

Heart: regular beat, no murmur, no gallop.

Abdomen: obese, flat and soft, no superficial vein engorgement, liver span: spleen is impalpable, no
tenderness, no rebound tenderness, normal bowel sound.

Extremities: freely movable, pitting edema (-), cyanosis (-), clubbing digits (-).

Digital examination: no palpable mass, extremal hemorrhoid (-)

Neurological examination: within normal limits.

Lymphadenopathy: cervical (-), supraclavicular (-), axillary (-), inguinal (-).

Operation and Therapeutic procedure:
Including date and the name of operation and/or therapeutic procedure.

14



Hospital course:
Briefly summarize course of hospitalization including physical assessment, treatment modalities,
patient's response to the treatment, and progression of disease.

Complications:
If patient have complications, please mention the type of complication, treatment and responses.

Laboratory data:

Review lab results obtained since admission.

General test (including blood, stool, urine, culture, etc.)

Specific test (including EKG, sonography, endoscopy, biopsy, expertise consultation, etc.)

Image studies results:
Review image results obtained during hospitalization.

Surgical finding/Pathology report:
Including Surgical Findings, Biopsy pathology report (Gross, Micro), Cytology, etc.

Discharge status:
Maybe discharge AAD On critical Expired Transfer to other institutes.

Follow up instruction and medication:

1. Date of discharge.

2. Follow up: date of return to clinic, blood examination, image study, etc.
3. Discharge medications: a list of medications, dosing, and refills.

4. Discharge education.

Attending physician: Nurse Practitioner:

15
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