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Physical Form/History 
 
Name: _____________________________ Date: _______________________________ 
 
Present Illness: __________________________________________________________ 
 
 
Surgeries/Hospitalizations: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Diseases: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Medications: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
PRN’s: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Allergies: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
Is A Special Diet Required?   YES __________________ NO ____________________  
 
 
Review of Systems: 
 
General: _______________________________________________________________ 
 
GI: ____________________________________________________________________ 
 
Skin: __________________________________________________________________ 
 



GU: ___________________________________________________________________ 
 
Heent: _________________________________________________________________ 
 
Blood/Endocrine: ________________________________________________________ 
 
Pulmonary: _____________________________________________________________ 
 
Musculoskeletal: _________________________________________________________ 
 
Cardiovascular: _________________________________________________________ 
 
Neuro/Psych: ___________________________________________________________ 
 
Tuberculin Test?  Positive __________________ Negative ______________________  
 
 
Does this person require limits in physical activity or lifting? YES ____ NO ____  
 
 
 

Physical Examination 
 
General: _______________________________________________________________ 
 
Vital Signs – Temp: __________ Pulse: __________ RR: __________ BP: _________ 
 
Skin: __________________________________________________________________ 
 
Head: __________________________________________________________________ 
 
Eyes: __________________________________________________________________ 
 
Ears: __________________________________________________________________ 
 
Nose: __________________________________________________________________ 
  
Throat: ________________________________________________________________ 
 
Neck: __________________________________________________________________ 
 
Chest: _________________________________________________________________ 
 
Lungs: _________________________________________________________________ 
 
Heart: _________________________________________________________________ 



 
Vasculature: ____________________________________________________________ 
 
Abdomen: ______________________________________________________________ 
 
Genitalia (Male): ________________________________________________________ 
 
Genitalia (Female): ______________________________________________________ 
 
Rectal: _________________________________________________________________ 
 
Musculoskeletal: _________________________________________________________ 
 
Neurological: ___________________________________________________________ 
 
Assessment: _____________________________________________________________ 
 
             
Physician’s Signature ___________________________________ Date _____________ 
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