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History & Physical
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Primary Diagnoses (Include ICD10 Code):      								
ALLERGIES:       
MEDICATIONS - Including all prescription, PRN, and OTC Medications (Please list or attach list):
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Participant Can Self-Administer Medications:   Yes      No
PHARMACY INFORMATION:
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HEALTH MAINTENANCE (enter date or check WS for ‘will schedule’)
	Immunizations
	Date
	Lab
	Date
	OTHER
	Date

	Td
	                    WS
	CBC
	                    WS
	Pap
	                    WS

	Flu
	                    WS
	Chem
	                    WS
	GC/CT
	                    WS

	Pneumovax
	                    WS
	TSH
	                    WS
	Mammogram
	                    WS

	Hep. B
	                    WS
	PSA
	                    WS
	Bone density
	                    WS

	Hep. C
	                    WS
	Lipid profile
	                    WS
	Flex. sig.
	                    WS

	Varicella
	                    WS
	U/A
	                    WS
	Treadmill
	                    WS

	 FORMTEXT      	                    WS
	Hemoccult
	                    WS
	Ophthalmology
	                    WS

	 FORMTEXT      	                    WS
	Hgb A1c	                    WS
	PPD	                    WS


	

ROS
	Derm.
	     
	Cardiovascular
	     
	Neuromuscular
	     

	Gastrointestinal
	     
	Genitourinary
	     
	Psychiatric 
	     

	General
	     
	HEENT
	     
	Respiratory
	     


PHYSICAL EXAM
	Head
	     
	Heart
	     
	Extremities
	     

	Eyes
	     
	Lungs
	     
	Scrotum
	     

	Ears
	     
	Breasts
	     
	Penis
	     

	Nose
	     
	Abdomen
	     
	Hernia
	     

	Throat
	     
	Vulva
	     
	Prostate
	     

	Thyroid
	     
	Vagina
	     
	Rectal
	     

	Nodes
	     
	Cervix
	     
	
	     

	Carotids
	     
	Uterus
	     
	
	     

	Skin
	     
	Adnexa
	     
	
	     


BIMS
	Date Administered:       

	Score      



Diet (Please circle)
	Chopped
Pureed
Soft
	Low Sodium
Renal
No Sugar Added
	Ground
Low Fat
Regular



	Activity restrictions:  
	     

	Assisted Devices:
	     

	Functional Limitations:
	     

	Treatments: 
	     

	Special Needs:  
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