DATE: ____________

PATIENT ENCOUNTER FORM

Patient Information – HISTORY - To be completed by the patient.

1. Reason for your visit today.___________________________________________________________ ___________________________________________________________________________________

2.
Please indicate if you are having any problems, signs or symptoms in any of the following areas:

Patient    


Physician comments


Constitutional

___________________________________________________


Eyes


___________________________________________________


Skin


___________________________________________________


Ears, Nose Throat

___________________________________________________


Gastrointestinal

___________________________________________________


Respiratory


___________________________________________________


Cardiovascular

___________________________________________________


Muscular


___________________________________________________


Neurological

___________________________________________________


Allergies


___________________________________________________


Genitourinary

___________________________________________________


Endocrine


___________________________________________________


Psychiatric


___________________________________________________


Hematological/Lymph
___________________________________________________


All other negative

Office Use:  ROS - 1 problem pertinent
2-9 extended
10+ complete

3. What is your Previous Health History?

Medication(s)/Dosage: ____________________________________________________________

________________________________________________________________________________

Previous Surgeries/Date:  ___________________________________________________________

_________________________________________________________________________________

Allergies:  _________________________________________________________________________

4. What is your Social History?

Marital Status:  
Single 

Divorced   
Married     
Widow/Widower

Current Occupation/Employer: __________________________

Do you smoke?
______
How many packs a day? __________

Do you drink alcohol?  ______
How many drinks a day? ______

Are you sexually active? ______

Do you use illicit drugs? _______  If yes, what kind? ______________

5. What is Your Family Health Status?

Health Status of:

Mother: ____________________________

Father: _____________________________

Brothers/Sisters: _____________________

Family Illnesses:

History of Breast cancer? no
yes 
History of Colon cancer? no
yes 
History of Uterine cancer? no
yes 
History of Hypertension? no
yes 
History of Diabetes? no




Physician Initials:
yes 
3-5 Office use: 1=pertinent     2= complete (established pt)    3= complete (new pt)

To Be Completed By the Physician

History of Present Illness (1-3 brief; 4+ extended):

Location:_____________________________     Quality:__________________________

Timing: ______________________________     Severity: _________________________

Duration: ____________________________      Context: _________________________

Modifying Factors: ____________________________________________________

Associated Signs and Symptoms: ____________________________________________

_________________________________________________________________________

_________________________________________________________________________

OR

Status of Chronic or Inactive Conditions (3 or more = extended w/o HPI)

Problem



Status






EXAM

GENERAL:
BP______
Pulse________      Height________
 Weight____

APPEARANCE:
Well Developed

Cachectic

Terminal
EYES:

Conjunctivae and lids

Normal

Abnormal_______________________

Pupils and Irises:


Pupils Equal
Abnormal_______________________





Round/Reactive 
Abnormal_______________________





Light/ Accom.
Abnormal_______________________

EARS/ NOSE/ MOUTH/ THROAT:

Ears



Normal

Abnormal_______________________

Nose



Normal

Abnormal_______________________

Throat



Normal

Abnormal_______________________

NECK:

Neck



Normal

Abnormal_______________________

Thyromegaly 


Absent

Present
_________________________

RESPIRATORY:
Respiratory Effort

Normal

Abnormal_______________________

Breath Sounds 


Normal

Abnormal_______________________

CARDIOVASCULAR:

Rate



Regular

Irregular________________________

Cardiac Murmur


Normal

Abnormal_______________________

Carotid Arteries Bruits

Absent

Present_________________________

Pulses:

Radial



Normal

Abnormal_______________________

Femoral



Normal

Abnormal_______________________

Pedal



Normal

Abnormal_______________________

Varicosities:


Absent

Present_________________________

BREAST:

Symmetric


Yes

No___________________________

Nodularities


No

Yes___________________________

Nipple Discharge


No

Yes___________________________

GASTROINTESTINAL:

Tender



No

Yes__________________________

Hepatomegaly


No

Yes__________________________

Splenomegaly


No

Yes__________________________

Bowel Sounds


Normal

Abnormal_____________________

Hernia



Absent

Present_______________________

PELVIC EXAM:

Pap Performed

Yes



No__________________________

Introitus


Normal



Abnormal_____________________

Vagina


Normal



Abnormal_____________________

Cervix


Normal

Absent

Abnormal_____________________

Uterus 


Normal

Absent

Abnormal_____________________

Adnexa 


Normal

Absent

Abnormal_____________________

Parametrium

Normal

Absent

Abnormal_____________________

Rectovaginal

Normal 



Abnormal_____________________

Guiac


Negative


Positive ______________________

LYMPHATICS:

Neck



Normal

Abnormal_____________________

Axilla



Normal

Abnormal_____________________

Groin



Normal

Abnormal_____________________

MUSCULOSKELETAL:

Head/Neck


Normal

Abnormal_____________________

Spine, Ribs, Pelvis

Normal

Abnormal_____________________

RUE



Normal

Abnormal_____________________

LUE



Normal

Abnormal_____________________

RLE



Normal

Abnormal_____________________

LLE



Normal

Abnormal_____________________

SKIN:
Rashes



Absent

Present_______________________

Lesions



Absent

Present_______________________

SQ Nodules


Absent

Present_______________________

NEUROLOGIC:

Cranial Nerves


Normal

Abnormal_____________________

Deep Tender Reflex

Normal

Abnormal_____________________

Sensation


Normal

Abnormal_____________________

PSYCHIATRIC:

Oriented: Person, Place, Time
Yes

No___________________________

Memory Intact


Yes

No___________________________

Depression


No

Yes___________________________

Anxiety



No

Yes___________________________

IMPRESSION:

PLAN:

Select the level of HISTORY:

Level


       HPI

  ROS

      PFSH



Problem Focused
       brief        N/A

      N/A



Expanded Problem         brief        1 system        N/A

Focused
            



Detailed

      Extended      2-9 systems     1 history



Comprehensive
      Extended      10+ 
      2/3 est, 3 new 

HISTORY

LEVEL OF CODE           NEW PT OR CONSULT          

EST. PT
           1


Problem Focused


N/A

           2


Expanded Problem Focused

Problem Focused

           3


Detailed




Expanded Problem Focused

           4


Complete



Detailed

           5


Complete



Complete
EXAM

LEVEL

NEW PT OR 
 

EST. PT

OF  CODE
CONSULT





   1

1-5 elements


N/A

2
6-11 elements


1-5 elements


3
12 elements


6-11 elements

4
2 elements from 9 systems
12 elements

5
2 elements from 9 systems
2 elements from 9 systems
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