Health History

Biographic Data

Name: 

Gender: 

Address: 

Phone Number: 

Birth date: 

Birthplace: 
Race/Ethnicity: 

Religion: 
Marital Status: 

Occupation: Contact person: 

Source of interview data: Patient

Reason Seeking Care
“Relief from back pain, stress management, and heart burn.”
History of Present Illness

Current Medical conditions/Chronic illnesses:

Overall health described as “no problems.” Experiencing lower back pain throughout the day and acute heart burn after food intake. Chronic Illnesses:  None. Medications: Takes Prilosec OTC, Vitamin D, and Microgestine. Allergies: None. Current Medical treatments: None. 

Past Health History

Childhood illnesses: Rubella, Chicken Pox, Influenza, Strep Throat, Mononucleosis. Surgeries and hospitalizations: vaginal deliveries 94, 2001. Accidents/Injuries: None. Surgeries: None. Immunizations: Tetanus, Diphtheria, Pertussis, Mumps, Rubella, Poliomyelitis, Hepatitis B, Influenza. Last examinations: Physical December 08. Vision examination September 08. Dental Examination January 09. Obstetric history: LMP January 20th 2009. G2, P2. Both vaginal deliveries without complications. Last pap smear: December 08. Last mammogram: N/A. 

Family History 

MGM deceased age 76, HA; MGF deceased age 65, HA; PGM deceased age 60, fire; PGF deceased age 60, brain tumor; Mother alive age 67, HTN, High Cholesterol; Father deceased age 67, CA; MB deceased age 55, HA; Mother’s brother age 53, CA; Client’s spouse age 42, kidney stones. Client daughter age 14, kidney stones, digestive problems; Client son age 7, kidney stones.

Personal and Psychosocial History 

Personal Status 

Removed to protect client identity.
Diet/Nutrition

Client reports a well balanced diet. Meals are consumed on a consistent schedule. 24-hour recall-pumpkin flax cereal with 1% milk, diet coke, boloney sandwich on whole wheat bread with mayonnaise and mustard, carrot, whole wheat bagel with peanut butter.

Functional Ability

Client is fully functional without assistance.

Mental Health

Client experiences frequent anxiety due to the stresses of being a nursing student and a mother. Has been irritable and easily annoyed by the lack of clarity in Pathophysiology. Has used exercise and prayer as a means to handle the anxiety. 

Personal Habits

No drug use; 1 alcoholic beverage a week; previously smoked cigarettes as a teenager with less than one cigarette a day; has not smoked for 15 years. 

Health Promotion Activities
Reports lifting weights and running on the treadmill 4 times a week for about 1 hour, to stay healthy. Does not participate in self- examination. 

Environment

Client believes home, school, and work environment are safe and without hazards.

Review of Systems

General Symptoms 

Client complains of lower back pain that interferes with sleeping. Pain relief with Tylenol.  

Integumentary System

Skin: Denies lesions, masses, discolorations, or rashes to skin. Hair: Denies texture changes or loss. Nails: Denies changes in texture, color, shape. Health Promotion: Does not use sunscreen. 

HEENT

Client complains of headaches when menstruating. Eyes: Wears contacts for a stigmatism. Ears: Denies ear pain, drainage, recurrent infections, excessive ear wax, changes in hearing, ringing in ears, sensitivity to noise, and use of hearing device. Nose, Nasopharynx, and Sinuses: Denies nasal discharge, frequent nosebleeds, sneezing, nasal obstruction, sinus pain, postnasal drip, change in smell, or snoring. Mouth and Oropharanynx: Client complains of canker sores inside lip which appear when stressed. Neck: Client denies lymph node enlargement, swelling or mass in neck, neck, or neck stiffness. Health Promotion: Client brushes teeth 2 times a day and flosses once a day. 

Breasts

Information removed. 

Cardiovascular System
Client has small murmur and an irregular heart beat. 

Gastrointestinal System

Client has frequent heartburn without Prilosec OTC. 

Urinary System

Client denies hesitancy, frequency, change in stream, nocturia, pain with urination, flank pain, excessive urinary volume, or decreased urinary volume. Client describes urine as straw colored , voiding frequently 4-6 times a day with no pain. 

Reproductive System
Information removed 

Musculoskeletal System

Client complains of muscle pain and limited range of motion in lower back. Pain score of 5. Pain frustrates client and can be relieved with Tylenol. 

Neurologic System

Denies changes in cognitive function, coordination, or sensory deficits. 

Physical Examination

General Survey 
Cooperative, orientated, alert women, sitting with erect posture; appropriately groomed and dresses. Vital signs: BP: 110/68; P 72: R 16: Oral T 98.6 degrees F; wt 148 lb (67.27); ht 5 ft 5 inches. 
 Skin, Hair, Nails
Macules, smooth, soft, warm, fair toned, intact skin with elastic turgor. Mid length, brown, thin, groomed hair. Manicured, round, medium thickness nails. R thumb nail short from chewing. 

Head

Skull symmetric; scalp intact; face and jaw symmetric. 

Eyes
Vision 20/20 OS with eyes glasses; vision 20-15 OD with eye glasses; vision 20/15 OU. EOM intact; brows, lids, and lashes symmetric; lacrimal ducts pink and open without discharge. Conjunctiva clear, sclera white, moist, and clear; cornea smooth and transparent, iris transparent and flat, PERLA. Corneal light reflex symmetric. Ophthalmic examination: Red reflex visualized.

Ears
Hearing intact as noted in general conversation, pinna aligned with eyes, ears symmetric. Cone of light reflex visulalized. 

Noses and Sinuses 
Septum midline, nasal passages patent; turbinates pink with little drainage. No pain with sinus palpation. 

Mouth and Throat
TMJ moves without difficulty, no halitosis. Lips symmetric, moist, smooth; 32 white, smoothed teeth. Mucous membranes pink and moist, clear saliva. Tongue symmetric, pink, moist, and movable. Hard palate smooth, pale; soft palate smooth, pink and rises, uvula midline, posterior pharynx pink, smooth, tonsils slightly enlarged. 
Neck

Trachea midline; thyroid smooth, soft, size of thumb pad; full ROM of neck, no palpable lymph nodes. 

Chest and Lungs 
Posture is tall and erect. Nails, skin, lips are pink. Breathing is quiet and effortless. Respiratory effort symmetric, equal excursion, resonant percussion tones throughout, lungs clear to auscultation throughout lung fields with no adventitious sounds. Respirations 14. 

Heart and Peripheral Vascular

BP 110/68. Pulse 72, +2. No distention of jugular vein. Immediate capillary refill. Grade 2 heart murmur hear during S2. 

Breasts

Abdomen

Flat, skin smooth with no lesions; bowel sounds in all 4 quadrants; abdomen soft, no tenderness or masses. Aortic pulse noted with deep palpation. Umbilical ring round with no irregularities or bulges. Liver and kidneys palpable. 

Musculoskeletal 
Full ROM except in lumbar spine and hips. Pain in lower back while sitting. Full muscle strength; extremities aligned and symmetric; vertebral column straight; coordinated gait. 
