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Lakeshore
Hospital




	PATIENT INTERVIEW 

AND EXAMINATION FORM 


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: William Rand
Age: 18
Gender: Male 
Height:  5’10”  

Weight:  185 lbs.
	Blood Pressure: 100 / 64    Temp:  98.4
Heart Rate/ Pulse:  76 beats/min.           

Respiration:  14 breaths/min.
Allergies: None     Immunizations:  N/A 

Current Medications: None

	CHIEF COMPLAINT(S):

	 Patient has pain in right hip.


	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 you walk on it? Can you 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 with sudden onset of pain in his right hip.  Patient reports inability to walk without pain.  Difficulty bending down.  Pain most severe when walking/running and when standing up from sitting.  Pain interfering with sleep; alleviated by Tylenol.   Intense running before onset of pain.  Never felt this pain before.  No numbness or tingling.



	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)
None

	· Relevant Family Medical History (e.g., cancer, diabetes)
       None

	PHYSICAL EXAMINATION

	Notes from Physical Examination

Patient walks with severe antalgic gait.

No pain felt on palpation of hip.

Unable to raise leg when lying down.

Limited range of motion (flexion 90 degrees, Thomas test shows flexion deformity with leg 20 degrees off the table, abduction 10 degrees, adduction 10 degrees, internal rotation 0 degrees, external rotation 20 degrees)
Unable to perform muscle strength tests on the involved hip.

Normal circulation.

Normal reflexes and sensation.

Normal range of motion in knee and ankle.

Normal leg length measurement.










