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Date of History: February 4th, 2013
Biographical Data:

Age: 21

Sex: Female

Race: Caucasian

Place of Birth: St. Anthony’s Hospital: Effingham, IL

Marital Status: Single

Occupation: Service Trainer at Steak ‘n Shake/Student

Religion: Agnostic
Source of History and Reliability: Patient, and she seems reliable
Reason for Seeking Care: “I have severe chest pain and cannot sleep.”
History of Present Illness: Patient states chest pain is in the middle of the chest in the lower half. Everywhere else is fine. Patient states it is dull and occasionally has a sharp sensation. Also states it is severe and is causing her to stay up all night. It started a couple hours prior to coming in and has escalated since then. The person was at work when it started. Sitting up seems to be the only way to alleviate the pain. No known relieving factors. No other known factors are associated with pain. Rates pain on a scale of 0-10 with 0 being no pain, and 10 being the worse possible pain with a rating of 8.
Past History: 

General State of Health: Patient is generally healthy in all physical, emotional, and mental aspects. 

Childhood Illnesses: Patient has had chicken pox (unknown age)

Adult Illnesses: Patient has had multiple earaches

Psychiatric/Mental Health issues: Patient denies any mental health issues

Accidents/Injuries: Patient fractured her left foot (age 7), injured right pinky finger (age 10), has had multiple car accidents (ages 11, 16, 16, and 20) without any injury, and twisted both ankles while in sports (age 17).

Previous Surgeries: Patient recalls foot surgery (age 7, does not recall any more information) and hand surgery (age 10, does not recall additional information).

Previous Hospitalizations: She has not had any previous hospitalizations
Current Health Status: 


Current Medications/Herbals and Supplements: She is not on any medication, herbals, or supplements

Medication Allergies: She does not recall any medication allergies

Immunizations: She is unable to recall last immunization

Screening Tests: Her last exam was a vision exam, in April 2012.

Safety Measures: She claims to always wear a seatbelt while in a car

Exercise/Leisure activities: She wants to start exercising regularly in near future

Sleep Patterns: She goes to sleep easily, usually takes a nap if she works at 5 am.

Tobacco/Alcohol/Recreational Drugs: Patient does not smoke or do recreational drugs. Patient admitted to drinking 6-10 drinks every other weekend.
Family History: 

Heart Disease: No family history of heart disease.

High Blood Pressure: Her father and sister have a history of high blood pressure.

Stroke: Her grandmother has had a stroke.

Diabetes: No family history.

Blood Disorders: No family history.

Cancer: her maternal grandmother had lung cancer and mother had Hodgkin’s lymphoma

Sickle-Cell: No family history

Arthritis: No family history

Allergies: No family history

Asthma: Two of her sisters are asthmatic.

Obesity: Her father, sister, and brother are obese.

Alcoholism: No family history

Mental Illness: No family history

Seizure Disorder: No family history

Kidney Disease: Her paternal grandmother, aunt, father, and two sisters all have been diagnosed with polycystic kidney disease.

Tuberculosis: No family history

Psychosocial History:

Home Situation: She lives at home with her parents in a safe, country home.

24-hour Daily Routine: She usually wakes up, showers and gets ready for school/work, comes home, does homework, and may hang out with her boyfriend.

Important Life Experiences: 

Outlook on Present/Future: She is going to school to become a physical therapist and hopes to get married and have kids one day.
Review of Systems:


Overall Health: She is within healthy BMI range without any fatigue, fever, or chills

Skin: She does not have any skin disease, dryness, rash, or lesions

Hair: She has no loss of hair, it’s voluminous

Head: She has no reports of migraines, headaches, or dizziness
 
Eyes: She denies sudden vision loss, redness, swelling, or watering.
 
Ears: She does not have any earaches, infections, or discharge.

Nose/Sinus: She does not suffer from nosebleeds, sinus infections, or obstructions

Mouth/Throat: She reports no change in taste, sore throat, or bleeding gums

Neck: She denies pain, limiting of motion, or swelling.

Breast: She denies any lumps or rash.

Axilla: She denies tenderness or pain.

Respiratory System: She denies history of lung disease or shortness of breath

Cardiovascular: She denies a history of hypertension, orthopnea, or pain

Peripheral Vascular: There is no swelling of legs, arms, or extremities

Gastrointestinal: She has no change in appetite, food allergies or intolerance, nausea or vomiting

Urinary System: She has not noticed change in frequency or urgency of use, does not wake up in the middle of the night

Female Genital System: Her menstrual system comes every 29 days and is regular, no itching or discharge

Sexual Health: She is in a monogamous, sexual relationship and is satisfactory to both partners. Condoms used occasionally but both are STI free
 
Musculoskeletal System: She has no history of gout, arthritis, or pain

Neurological System: She has not recalled any blackouts, seizures, stroke, or fainting 

Hematologic System: She does not have excessive bruising or exposure to toxic agents or radiation.

Endocrine System: She does not have a history of diabetes, intolerance to heat or cold, or excessive sweating.
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