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On November 24, 2010 a 54 year old Caucasian divorced female entered Provena United Samaritans Medical Center for emergency room visit.  Patient has a main complaint of “continuous cough and all over pain”.  Patient states she was born in Jackson Michigan.  Patient states her occupation is a    Registered Nurse.  Patient states she is a Christian but non-active member of church.  Patient appears to be a reliable source.   
Patient complains of ongoing cough for past two weeks becoming progressively worse now with productive yellow sputum.  Patient complains of “all over pain” for past few days, with increased lower back pain with cough.  Patient also complains of coughing with incontinence of urine.   Patient continues to use over the counter cough medicine and states she used leftover prescription of Penicillin from brother.   Patient also complains of severe head pain on every occasion of coughing spell.  
	Patient is alert and oriented with general good health.  Patents childhood illnesses consisted of mumps and measles but are up to date on all childhood vaccines and takes annual flu vaccination.  As an adult, patient was previously hospitalized for viral meningitis also has history of thyroid dysfunction.   After going through divorce patient was prescribed Lexapro for depression.  Patient denies any previous surgeries other than one vaginal birth and two caesarian births.  
	Patient takes Lexapro 10mg, patient is also prescribed an “unknown” thyroid medication but refuses to take it.  No known medical allergies.  Patient states she is up to date on all childhood immunizations and takes annual flu vaccination.  Patient states she gets an annual pap smear as well as mammogram.  Patient also states she gets annual heath screening from her employer, which consists of blood pressure, and cholesterol checks.  Patient states she is an active runner and recently completed a half marathon and is training for another.  Patient states as a R.N. she practices frequent hand washing at work as well as at home, along with alcohol based sanitizers.  Patient states she works as a Registered Nurse in an intensive care unit on the night shift from the hours of 1900-0700. Patient states she “sleeps horribly” with an inadequate sleep schedule.  Patient denies any alcohol or tobacco use.  
	Patient states her father has been deceased for four years.  Patient states her father was 82 years old at time of death and suffered from prostate cancer as well as congestive heart failure.   Patient states her mother is still living and suffers from adult onset diabetes as well as high blood pressure.  Patient states her two brothers have died from HIV/AIDS.  Patient states she also has a brother who has recently died from sudden cardiac arrest.  
	Patient states she lives at home with 17 year old daughter.  Also have two other daughters who are grown and married but live close to patient.  Patient states she has five grandchildren and is very active in their lives.  Patient states on an average workday she will go to bed at 1000 and will wake up at 1700 and eats dinner with daughter before returning to work at 1900.  Patient states on non working days she usually goes to bed at 1200 but continues to wake up at 1700 and has difficulty going to bed at night time, 2100-0300.  Patient states that after divorce she struggled severely with depression and consequently struggled with relationship with daughters.  Patient stated that presently she has a very good relationship with her daughters as well as her grandchildren.  Patient stated that she very much enjoys being a grandmother as well as a “season nurse”.  Patient states that she is a Christian but is presently not attending a church.  	Patients’ current weight is 135 pounds.  Patient states she recently lost 35 pounds due to intense marathon training.  Patient states she is fatigue and has generalized pain.  Patient has low grade temp of 99.1 due to current disease state.   
	Patient’s skin appears to be pink, warm, and dry.  Patient denies any recent hair loss.  Patients’ nail beds are pink with good cap refill.  Patient states she uses frequent sun protection.  Patient is alert and oriented and complains of headache accompanied by coughing.  Patients’ eyes are equal and reactive.  Patient wears glasses.  Patient has no drainage or discharge or any redness to inner ear canal.  Patient has yellow and green discharge from nares and also complains of congestion.  Patient has moist oral membranes and complains of sore throat due to coughing but no redness noted.    Patient denies any pain in neck and is able to rotate neck; patient has no swelling in nodes noted.  Patient chest is warm and no rash noted.  
	Patient lung sounds are course ronchi to right lower lobe and inspiratory wheeze to bilateral upper lobes.  Patient complains of yellow sputum with productive cough.  
	Patient denies any chest pain or excertional dyspena, normal sinus rhythm noted on monitor.  Strong pulses noted to all extremities with good cap refill.  Patient has varicose veins on lower extremities; states would like them surgically removed.  
	Patient abdomen is soft and non tender.  Patient bowel sounds are active in all quadrants.  Patient states a recent small formed bowel movement.  Patient states there is a decrease in appetite due to illness.  Patient denies any urinary symptoms.  Patient’s urine is clear and yellow.  Patient is post menopausal and denies any vaginal bleeding.  
	Patient complains of lower back pain accompanied with cough.  Patient denies any difficulty with her ADL’s.  Patient states she is an active runner at least three times weekly.         
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Name of Student: 

------------------------------ 

_ Date of History (1 point) 

_ Biographical Data [No Names or Initials] (5 points) 

	Age 	Sex 	Race Place of Birth Marital Status Occupation Religion 

_ Source of History (1 point) 

_ Reliability of Historian (1 point) 

_ Chief Concern/Reason for Seeking Care (3 points) 
Must be in quotes 

_ History of Present Illness (8 points) 

A clear, chronological narrative that includes the onset of the problem, the setting in which it developed, its manifestations and 
any treatments used to solve the problem. Principal symptoms should be described in terms of location, quality, quantity, timing, 
setting, factors that aggravated or relieved symptoms, and associated manifestations. 

_ Past History (12 points) 

General state of health 
Childhood Illnesses 

Adult Illnesses 
Psychiatric/Mental Health Issues 
Accidents or Injuries 

Previous surgeries 

Previous hospitalizations 

_ Current Health Status (15 points) 

Current Medications, Herbals and Supplements 
Medication Allergies 

Relevant Immunization history 
Use of screening tests 

Use of safety measures 
Exercise and Leisure Activities 
Sleep Patterns 

Use of tobacco, alcohol and other substances 

_ Family History (12 points) 

A narrative that specifically includes answers regarding heart disease, diabetes, asthma, bronchitis, hypertension, stroke, cancer, 
kidney disease, arthritis, anemia, headaches, mental illness, seizure disorder, addictions and tuberculosis. 

_ Family Genogram (6 points) 

_ Psychosocial History (9 points) 

Home situation and significant others 
Daily life over 24 hour period 
Important life experiences 

Religious beliefs if relevant 

Outlook on the present and future 

_ Review of Systems (17 points) 

Must list all systems and identify even negative responses to questions asked. 

_ APA Format (10 points) - Must include cover page, source page, and proper headings. 




