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Health History
	Date of History:  November 21, 2010
Biographical Data
	Age:  41 years of age
	Sex:  Female
	Race: Caucasian	
	Place of Birth:  Decatur, Illinois
	Marital Status:  Married
	Occupation:  Office Support Associate
	Religion:  Catholic
	Source:  Patient; seems reliable.
	Chief Concern/Reason for Seeking Care: 
		“My shoulder is sore.  I can only move a certain way without hurting.”
	History of Present Illness:  
Started about one year ago waking in a.m. with dull aching pain in left shoulder anterior and posterior just medial from shoulder joint. Denies injury or strain. Pain rated 7/10 on the pain scale. Pain continued throughout the day. Aggravating factors included movement, lifting objects, and certain positions.  Alleviating factors included position changes and ibuprophen 400 mg po twice daily.  Pain lasted two weeks.  Tingling radiating from left shoulder down arm and into fingers noted periodically.  Changing arm position alleviated numbness and tingling. Pain has continued intermittently for last year. Today states, “Left shoulder became sore beginning last week.” Location just medial from shoulder joint anterior and posterior.  Described as dull and achy in nature; rating pain 3/10 on pain scale. States, “When I raise my arm a certain way, it feels like it catches.”   Aggravating factors include leaning on arm, lifting above head, pressing at site, and position changes.  Alleviating factors include ibuprophen 400 mg po every four to six hours, resting arm, and position changes. Denies injury, strain, radiation or numbness and tingling.  
Past History
	General State of Health:  States general health is “pretty good.”  Denies weight  	changes, fatigue, general myalgia or distress. 
	Childhood Illnesses:  Chickenpox unsure of age. No measles, mumps, rubella, pertussis, 		 rheumatic fever, scarlet fever, or croup.
	Adult Illnesses:  Strep throat, bronchitis, gallbladder disease, common colds and  	influenza.
	Psychiatric/Mental Health Issues:  Depression
	Accidents or Injuries:  1974, 5 years of age, while playing leap frog on the playground  	ran into a boy and was knocked unconscious.  No treatment necessary.  1985, 16 years of  	age, car accident, hit head on windshield, ribs on steering wheel, body part way out of car  	window. Not wearing seatbelt.  Denies medical treatment.  1985, 16 years of age,  	broken right wrist while participating in basketball practice.  Running backwards, started  	to fall, caught self on hand and broke right wrist.  Surgery not required. Reset per  	orthopedic MD (unsure of name) and placed in cast for eight weeks.  2005, 35 years of  	age, toothpick in right foot.  Seen in ER. Small incision made in right foot, toothpick  	removed, two stitches placed.
	Previous Surgeries:  1999, The Dental Circle, wisdom teeth removed, unable to 			 remember doctor’s name, recovered at home, no complications. 2001, tonsillectomy,  	unable to remember doctor’s name, Carle Foundation Hospital, recovered at home  	without complications. 2002,	cholecystectomy, unable to remember doctor’s name, Carle  	Foundation Hospital, performed laprascopically, recovered at home without 			complications.
	Previous Hospitalizations:  Age 25, birth of first child, Carle Foundation Hospital.  Age
27, birth of second child, Carle Foundation Hospital.  Age 31, birth of third child, Carle  	Foundation Hospital. 
Obstetric History:  Gravida 4, Term 3, Preterm 1, Abortions 0, Living 3.
Current Health History
	Current Medications:  Zoloft, 150 mg, 1 tab po, qd,  qhs, x 5 years, depression, 			Amitriptylline, 30 mg po, qd, qhs x 4 years, migraine prevention, Synthroid, 75 mcg, po,  	q a.m. x 2 years, hypoactive thyroid, Darvocet, 650/N100, po, prn, x 1 year, migraines.  	Ibuprophen 400 mg po prn, Tylenol 1000 mg po prn.  Denies vitamin and herbal use.
	Medication Allergies:  Imitrex, stiff and painful neck.  Pain in neck worse than  	migraine.  Verapamil, rapid pulse.  Sulfa, severe migraines. Phenergan, red hot poker 		feeling. 
	Allergies:  Seasonal “usually in the fall.”  Latex, red welts, skin pulled off.  Denies food  	allergies.
	Immunization History:  Childhood immunizations up to date.  Last influenza injection  	1999.  Last TB test, tetanus injection or Hepatitis B unknown.  Denies HPV vaccine. 
	Last Examination Dates:  Physical includes blood work: 06/2010, Dental: 09/2010,  	Vision: 04/2009, Gynecological includes pap and mammogram: 04/2010, Hearing, EKG,	 	and CXR unknown.
	Self-Concept:  Graduated from high school. Attended 2 years at a community college 		 received an Associate Degree in Accounting, currently works in Human Resources  	department for local University.  Believes working to full potential with constant drive to  	achieve more. States, “I am honest, dependable and hardworking.”  Lives with husband  	and 3 children.  Strong belief in God and attends church.  Verbalizes limitations as  	“weight and depression.”
	Activity & Exercise:  Typical day starts at 6:30 a.m. Kids up and ready for school.  	Ready for work.  0750 leaves for work, thirty minute drive.  Works 0830 to 1700.  Drives  	home, 30 minute drive.  Chores around house, dinner, kids to activities.  Verbalizes  	“Don’t have time to fit exercise into my schedule with the kids’ activities and daily  	responsibilities.”  Able to perform ADL’s without complications/complaints. Verbalizes  	ability to bathe and dress self, walk without mobility aids, perform chores around house,  	and drives self to and from work.  Hobbies include reading, baking, listening to music, 		spending time with friends and watching movies.
	Sleep Patterns:  “I sleep about 7 hours a night.”  Bedtime is 2300. Denies use of sleep  	aids. 
	Nutrition:  24-hour recall:  breakfast, none, snack 4 cookies, lunch, ham sandwich with 		 lettuce, tomato and mayonnaise, chips and iced tea, snack, bag of popcorn (microwave),  	dinner baked ham, peas, bread and butter and milk. Verbalizes, “We eat out more than we  	should but with the kid’s schedule and work, it’s just easier to grab something to go.”  		Denies food allergies.
	Alcohol:  Drinks 1 glass of beer every 2 months.  Denies hard liquor use.
	Tobacco:  Denies use of tobacco or street drugs.  
	Interpersonal Relationships: “Grew up in large family. It was very chaotic.”   	Verbalizes chaos due to number of people living in household. “There were 9 children  	and both of my parents.” Maintains “close relationship with siblings and parents. I have  	one strained relationship with my oldest sister.” Now, married with 3 children in own 		home.  Has one inside dog.  Friends at work and in the community. Active in school 		parent groups and teacher support groups. “Can’t go out with my friends much because  	of the kid’s schedules.”
	Coping & Stress Management:  Suffers from depression. Dr. prescribed antidepressants  	used.” Attend church, pray, and confide in friends and siblings for support.”  
Family History
	Heart Disease:  Maternal and Paternal Grandfather’s suffered heart attacks.  Paternal 		 Grandfather died from heart attack.	
	Asthma:  Mother, brother, and sister diagnosed with asthma.  Treated with inhalers.
	Bronchitis:  Denies family members with chronic bronchitis.  “My sisters and brothers  	have all had bronchitis at one time or another.”
	Hypertension:  Mother suffers from hypertension. Denies other family members with  	HTN.
	Stroke:  Maternal Grandmother has suffered 2 strokes with no long-term effects.  Denies 		speech, ambulatory, and fine motor difficulties.
Cancer:  Maternal side: one aunt, breast cancer, unilateral mastectomy, treated with chemotherapy, remission, resurfaced twenty years later with metastasis to liver and lung, died within 3 months. Paternal side:  two aunts diagnosed with breast cancer. Double mastectomy with one aunt. No further treatment required.  Second aunt breast cancer metastasized to bone, lungs, and liver. Treated with chemotherapy.  Died within 1 year.
Kidney Disease:  Denies history of kidney disease. Verbalizes history of kidney stones with 2 sisters and 1 brother, and one paternal uncle.
Arthritis:  Denies family history of rheumatoid arthritis, psoriatic arthritis, or general arthritis.
Anemia:  Mother diagnosed with anemia. Takes po iron tablets. History of fatigue.
Headaches:  Maternal and Paternal Aunts and Uncles all suffer from “occasional headaches.”  “I have 4 sisters and one brother who suffer from migraines.”  Denies siblings taking “preventative medications for migraines.” Denies parents history of migraines but states “they both get headaches occasionally as do all of my siblings.”
Mental Illness:  Denies family history of bipolar disorder, schizophrenia, or manic depression.  Verbalizes 3 sisters with depression and 2 sisters with anxiety.  Maternal Aunt “has depression.” Sisters and Aunt treated with antidepressants.
Seizure Disorder:  Denies family history of seizures.  Denies grand mal seizures and epileptic seizures.
Addictions and Tuberculosis:  Denies family history of addictions to prescription or street drugs, alcohol, and tuberculosis.  States “I have 2 sisters and 2 brothers who smoke cigarettes and one brother who chews tobacco.  My dad used to smoke a pipe but he gave that up about thirty-five years ago.” 
Psychosocial History:
	Home Situation & Significant Others:  Lives with husband of eighteen years in own 		home. They have 3 children, two boys and one girl.  The boys are both teenagers and the  	girl is 9 years old.  There is one family pet, “Jack our dog.”
	Daily life over 24-hour period: See previous documentation.
	Important Life Experiences:  States, “My marriage to my husband the birth of my 3 		 children.”  “I am also very proud of my education and successes with my job and 			children. My kids are growing up to be strong, well-educated, independent people with  	good morals and ethics.”
	Outlook on Present & Future:  Believes has “ability and fortitude to continue being 		successful in the workforce.  Kids will continue to show strong independent successes 		and will be productive members of society and marriage will continue to strengthen and  	stand through the years.”  Verbalizes beliefs are strong due to her faith.
Review of Systems
Measurement: 
		Height:  5’6” (66 inches)
		Weight:  227 lbs.  (103.18 kg)
		BP:  
			Right Arm Sitting: 126/76
			Left Arm Sitting: 124/72
		Temperature:  97.6 F (36.4 C)
		Pulse:  112 regular
		Respirations: 18 unlabored		
	General Overall Health Status:  Overweight white female. Denies weight gain or loss  	recently.  No fatigue, weakness, malaise, fever, chills, sweats or night sweats.
	Skin:  History of eczema x 10 years; flares in fall and winter months.  No skin color  	changes, itching, rashes, lesions or bruises. Uses sunscreen at all outdoor events. No  	tanning beds.  No history of skin disease. No artificial nails. No nail ridges, splitting, or  	tearing.  Freckles on face, chest anterior and posterior, arms, ears, and legs. No moles. No 	tenting.  Elbows dry and cracked.  Skin has 4 scars in arch formation starting at umbilicus  	arching up and over RUQ.  (Cholecystectomy).
	Hair:  Shiny and healthy. No brittleness, split-ends, or breaking. Hair grey at roots  	colored posterior to roots. No hair loss or thinning. Colors hair every 8 weeks by a  	professional.  No change in hair texture.
	Head:  History of migraines.  Takes preventative medication see medication list. Occurs 		periodically throughout the month. Occurs 4-5 times / month.  No aggravating factors. 		Takes Darvocet prn for migraines.  No head injury, dizziness, syncope or vertigo.  No  	swollen glands. No bumps or protrusions.  No tenderness with palpatation. No lesions. 
	Eyes:  Wears glasses. Sees opthamologist yearly.  History of nearsightedness.  No 		double-vision, eye pain, inflammation, discharge, lesions. No history of glaucoma or 		macular degeneration. No redness, swelling, itching or burning.  Sclera white. Corneal  	light reflex intact. Eyebrows present bilaterally. Eyelashes uniform bilaterally. No  	protrusion or sunken eyes.  No lid lag. No corneal abrasions. Iris’s regular in shape.
	Ears:  No hearing loss or difficulty hearing.  No history of earaches, discharge, tinnitus 		or vertigo. Hygiene includes using q-tips and washcloth to ears. No dizziness or vertigo.  	Equal in size and shape bilateral.  No tenderness when palpating.  Small amount of  	cerumen present. Eardrum pearl grey.  No redness, swelling, fluid in and around eardrum. 	 Tympanic membrane intact.  No scarring. Whispered voice repeated accurately. No 		 foreign body bilaterally.
	Nose:  No drainage, redness, swelling, sinus pain, or epistaxis.  History of allergies 		(seasonal).  No nasal obstructions. Septum midline. Nares palpable without tenderness.  	No lesions.  Breathing through nose without difficulty.
	Mouth and Throat:  No mouth pain, bleeding gums, swelling, soreness or lesions on  	tongue or in mouth.  No dysphagia, hoarseness or sore throat.  Tonsils removed (see 		surgical history). Uvula centered; no deviations.  Brushes teeth twice daily. Flosses 1-2  	times weekly.	No toothaches.  Pink under tongue. Mouth shiny and pink in color.   	Tongue center when  	sticking out.  No cracked lips or lesions. Hard palate pink and  	shiny.
	Neck:  No pain, lumps, or swollen glands. Full ROM.  No pain, tenderness or crepitation  	in cervical region. Carotid and jugular pulsations visible.  No bruits heard.  Carotid and  	jugular pulses palpable.
	Spine and Back:  History of chronic back-pain (lumbar, sacrum, and hips).  No scoliosis  	or kyphosis.  Shoulders equal elevation. Spine is straight.  Equal, horizontal position  	shoulders, scapula and iliac crests.  Knees and feet aligned with trunk. Pronounced  	lumbar curve noted. Unable to touch toes from standing position. No pain with ROM.
	Thorax and Lungs:  History of bronchitis once q 2-4 years. No history chest pain with  	breathing, lung disease, wheezing, shortness of breath, or cough. No asthma, pneumonia,  	COPD, or emphysema. No smoking.  No abnormal pulsations or heaves. No thrills or  	murmurs.  Apical pulse not visible or palpable. No barrel chest. 
	Breast:  No history of breast disease, cancer, nipple discharge, rashes or swelling.  4  	sonometer lump palpated 2 inches posterior left mid-clavicular line and 2 inches left 		lateral sternum. Soft, non-tender, no redness, itching; movable.  No self-breast 		exam. Yearly obstetrics and gynecology visit with breast exam and mammogram.
Cardiovascular:  History of tachycardia due to medication side effects.  No chest pain, 		cyanosis, edema, hypertension, nocturia, paroxysmal nocturnal dyspnea, orthopnea.   	History of fatigue with exertion related to reduced physical activity and obesity. 
Abdomen:  History of gallbladder disease. History of heartburn, or indigestion. Abdomen soft.   Bowel sounds x 4. No history chron’s, colitis, constipation, bowel obstructions, or decreased peristalsis.  No pain in abdomen, nausea, vomiting.  No history of ulcers, liver disease, jaundice, or appendicitis.  BM x 1-2/day soft and brown in color.  No rectal bleeding or  	pain. Uses antacids prn for heartburn. Skin has 4 scars in arch formation starting at umbilicus arching up and over RUQ.  (Cholecystectomy).  No lesions, masses, or tenderness to palpation. 
Extremeties:  Numbness and tingling down left arm radiating from left shoulder occurs with shoulder pain.  No coldness, discoloration, varicose veins, infections or ulcers.  Full range of motion in all extremities except for left shoulder. Left arm lifted to shoulder level without assist.  Left arm above shoulder with strain and assist per pt.  Facial wincing and audible groaning with ROM exercises.  
[bookmark: _GoBack]Musculoskeletal:  Crepitus in left hip, knee, and ankle.  No pain in hips, knees, or ankles. No crepitus bilateral shoulders.  No swelling bilateral shoulders. History of broken right wrist. Neck has full ROM.  No pain, tenderness, or swelling in spinal column.  No scoliosis or deformation.  Arms and legs symmetric. No crepitus bilateral arms, shoulders, wrists, elbows, hands, or fingers.  No crepitation in right hip, knee, or ankle.  Muscle flexion maintained with resistance. Pain with palpation to left shoulder just medial to left shoulder above clavical.   
	Neurologic:  No history of seizures, stroke, or fainting.  History of benign familial  	tremors.  No weakness, difficulty speaking, or swallowing.  Numbness and tingling with  	recent chief complaint. History of depression with mood changes. No memory problems. 		Gag reflex intact. Shoulder shrug equal bilateral.  Tongue midline, no tremors. PERRLA,  	no nystagmus. Cranial Nerves III, IV, and VI intact. Grips equal bilateral. Walks 			unassisted. Able to touch nose with finger bilateral. Uvula midline with phonation. 		Reflexes normal. No Babinski’s sign. No ataxia, staggering or loss of balance. 
	Genitalia: Menarche 14 years of age.  LMP:  10/27/10. Cycle 28-30 days, duration 3-4  	days.  No vaginal soreness, itching, or lesions.  No vaginal discharge, odors, or  	dysmenorrhea.  Monogamous relationship x 18 years.  No STD’s. Husband had  	vasectomy.
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