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Lakeshore
Hospital




	PATIENT INTERVIEW 

AND EXAMINATION FORM

Triage Nurse: Shelley Ceder, RN

Physician: Dr. Jessica Chang
Follow-up: Dr. Sumitra Shah



Instructions:  Triage nurse should complete the first 3 sections: Patient Identification, Intake Notes, and Chief Complaint.  Physician should complete the next 3 sections: History of the Present Illness, Medical History, and Physical Examination.

	PATIENT IDENTIFICATION                                                  
	INTAKE NOTES

	Name: Jenny Anderson

Date of Birth: 10/5/1992

Gender: Female 

Height:  5’4”  

Weight:  118 lbs.
	Blood Pressure: 110 / 70    Temp:  98.2
Heart Rate/ Pulse:  100 beats/min.           

Respiration:  22 breaths/min.

Allergies: None     Immunizations:  N/A 

Current Medications: None

	CHIEF COMPLAINT(S):

	 Patient has ankle pain from injury and can’t walk.
Follow-up two weeks later: Patient has continued ankle pain and swelling.


	HISTORY OF THE PRESENT ILLNESS 

	Provide a clear, chronological narrative account of the problem(s) for which the patient is seeking care.  Include (1) the onset of the problem, (2) the setting in which it developed, (3) the symptoms (see details to include below), and (4) any past occurrences or treatments of the problem.  For each symptom, record:

· Location: Where is it? Is there pain anywhere else?      

· Severity: How bad is it? 

· Timing

· Weight-bearing: Can the patient walk or put weight on it? 

· Aggravating or alleviating factors
· Other Symptoms: e.g., numbness or tingling

· Effect on patient’s daily life/activities



	Notes from Interview

Patient presents one day after a twisting injury to her ankle during a tennis match. She reports her ankle giving way and twisting under her as she was running to return a shot.  She fell on the court and has had trouble bearing weight since the injury.  Overnight she did apply ice to the ankle, but has had significant swelling and pain, with no improvement.  Region of maximum pain is located anterior to the lateral malleolus.  Patient does not report any numbness or tingling.

Follow-up two weeks later: Patient presents with inability to use leg without pain. She reports reduced bruising.  Able to bear weight, but painful. Swelling persists.  Has not been able to return to sports activity.




	MEDICAL HISTORY

	· General State of Health

Patient is in good general health.


	· Past Accidents and Injuries

       No previous accidents or injuries.

	· Serious Illnesses (Serious Past or Active Medical Conditions, Surgeries, or Hospitalizations)
Hospitalized only for croup, age 2.

	· Relevant Family Medical History (e.g., cancer, diabetes)
       Diabetic uncle

	PHYSICAL EXAMINATION

	Notes from Physical Examination

On examination, there was severe swelling and bruising to the anterior and lateral aspect of the ankle joint. There was no broken skin/ open fractures.  No obvious deformity. 

Color in toes is pink, showing normal circulation, and sensations are intact.
With palpation, pain and tenderness was localized to the region anterior to the lateral malleolus.  There is no tenderness over the bony prominences of the lateral malleolus or medial malleolus. No point tenderness on the base of the fifth metatarsal.

Active range of motion - very limited due to swelling and pain.  About 5 degrees in dorsiflexion and plantarflexion; about the same in eversion and inversion.  Passive range of motion also very limited compared to the unaffected side. 

Tibialis anterior tendon, tibialis posterior tendon and peroneal tendons felt normal to palpation.

Strength of peroneus longus was normal.

Thompson test was negative.

Patient is unable to bear weight on the foot.

Notes from follow-up two weeks later: 

On examination, there was severe swelling at the anterior and lateral aspect of the ankle joint. There was no laceration or open wound.  No obvious deformity. 

With palpation, pain and tenderness was localized anterior to the lateral malleolus.  There is no tenderness over the lateral malleolus or medial malleolus. No point tenderness on the base of the fifth metatarsal.

Active range of motion - limited due to swelling and pain.  5-10 degrees in dorsiflexion and plantarflexion; about the same in eversion and inversion.  Passive range of motion also limited compared to the unaffected side. 

Tibialis anterior tendon, tibialis posterior tendon and peroneal tendons felt normal to palpation.

Strength of peroneus longus was normal.

Thompson test was negative.

Patient walks with an antalgic gait.










