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The purpose of this paper is to provide a thorough documentation of a physical exam I have done on a participant. I would begin with the general survey and assess the patient’s level of consciousness and their overall nutritional status. This person is a male approximately 6’1” or 6’2”, with a muscular build. He states he is 24 and does appear to be in his mid-twenties. Overall his posture is mostly straight, with a bit of slouch. He does not seem to have any obvious physical deformities. On watching his gait while he walks into the room, he has good range of motion and requires no assistive device to walk. 


I would then move on to assess the skin. This person is Caucasian, and does have a pale white skin color, with several freckles on his arms. This pale color is normal for him. By touching his skin with my own hands, I can feel his body temperature is warm. The skin feels smooth and dry. The oral mucosa looks smooth and moist. There is no dependent or generalized edema. To assess his skin turgor, I pinched a fold of skin from under the clavicle and assessed its ability to return to its normal place. He has good skin turgor. 

There are no lesions noted on the skin. The hair color is blonde with some premature balding noted. The hair is thin, but coarse. Body hair seems symmetrically distributed. The nails are smooth and rounded. The edges are clean. I would depress the nail edge to assess the capillary refill, which is less than three seconds. The toe nails are thick with dry skin in between the toes. He does have several moles on his arms that are slightly raised. Since he is so fair skinned, I educated him on the importance of examining those moles periodically and looking for any change in the size, shape, or color of them.


I would then move on to inspect the head. The size and shape of the skull is round and symmetrical. There is no tenderness on palpation. The temporal artery is palpable above the cheek bone. There is no tenderness or crepitation in the temporomandibular joint. The facial structures are symmetrical. There is no abnormal swelling or involuntary movements. 

I inspected the range of motion of the head and neck by having this person touch their chin to their chest, turn their head to the right and the left, extending the head backward, and by trying to touch each ear to the shoulder. There is no pain with this movement, but some stiffness. I tested his muscle strength by putting my hands on his shoulders and having him shrug as I pushed down. There is no enlargement of the salivary or lymph glands present. The carotid artery is pulsating.


I used gentle pressure to palpate the lymph nodes with both of my hands to examine symmetry. No nodes were palpable. There was no tenderness noted. I then assessed the trachea. Tracheal shift was symmetrical on both sides. I then went behind the patient to palpate the thyroid gland. I had them take a drink of water while I was doing this. The thyroid tissue moved up while swallowing with no problem. The thyroid gland was not enlarged. 

I then went on to assess the eyes. The eyeballs are aligned normally with no protrusion or sunken appearance. I used my thumbs to slide the lower lids down along the rim, and had this person look up. The eyeball was moist and glossy and revealed several small blood vessels. Conjunctivae was clear, the lids were pink, and the sclera was white. I used my penlight to check the cornea for smoothness and clarity. There was no cloudiness. The iris was flat, round, and blue in color. Pupils were equal and reacted to light. They were both three mm. in size. I tested for accommodation by asking him to look at an object across the room. His pupils did dilate. 


I then went on to test his visual fields. I first did the confrontation test. The person covered his eye with a piece of construction paper, and looked right at me with the other eye. I then covered my opposite eye. The person was able to see my finger about 40 degrees upward, 90 degrees temporal, and 50 degrees downward. I did not have a Snellen chart to test his near sightedness. I went through the six cardinal positions of gaze to look for any extraocular muscle weakness. This person followed in every direction with both eyes. 


I then moved on to test his ears. The ears are equal in size and have no swelling. The color is normal for the patient’s tone. While examining the pinna and pushing on the tragus there is no pain. There is no swelling, redness, or discharge at the opening of the external auditory meatus. I then examined the patient’s ear with the otoscope. I did this by pulling the pinna up and back. The ear canal has some yellow wax noted, but no swelling, redness, or lesions. The eardrum is pearly gray. It is shiny and translucent. The membrane of the drum is intact. 

I then went on to test the hearing acuity. I did the whisper voice test in both ears.  I whispered ‘bunkbed’ into each ear while masking hearing in the opposite ear. He repeated the word back to me correctly. I then did the Weber test by placing the vibrating tuning fork in the middle of the skull. He stated he heard the vibration in both of the ears equally. I also did the Rinne test by placing the stem of the fork on his mastoid process until he couldn’t hear it vibrating anymore. And then I transferred the vibrating part to his ear when he couldn’t hear it anymore by the mastoid process. He had a positive test. 


Next, I examined the nose, mouth, and throat. The nose is symmetrical. There were no deformities, asymmetry, inflammation, or lesions present. I tested the patency of each nostril, and both were clear. Looking up the nose there was some swelling noted, and he does have a deviated septum. There is clear, watery discharge. The nasal mucosa is smooth and red. There is no swelling on the bony turbinates. 

The lips are red, dry, and cracked. The teeth are white, straight, and clean of debris. The gums are pink. There is no swelling or bleeding. The tongue is smooth, pink, and even. Saliva is present. Inspecting both sides of the tongue are no white patches or lesions found. The buccal mucosa is pink, smooth, and moist. The anterior hard palate is pinkish white with rugae. The posterior soft palate is pink and smooth. The uvula is fleshy and rises when the person says “ahhh.” This person has had their tonsils and adenoids removed.  

Next, I inspect the chest. The spinous process appears to be in a straight line. The thorax is symmetrical. The man has normal breast tissue for his gender. No evidence of swelling or redness of the nipple. There are no rashes evident in the axillae. There are no lumps or bumps in the breast tissue or axillae.

This person takes a deep breath easily. While placing my hands on the posterior chest wall, I can feel symmetrical chest expansion. There is good palpable vibration, or tactile fremitus while using the base of my fingers. There are many freckles on the back. 

I then move on to auscultation of the lung fields. This person has deep breath movements. I go from left to right and back again making my way down the back. He has some adventitious wheezes in the bases of the posterior lung fields. All other lobes of the lungs anterior and posterior are clear. While percussion of the anterior chest was done, tympany was evident over the heart, liver, and gastric space.  

Next is the heart. His apical impulse is present in the fifth intercostal space at the midclavicular line. I listened to the heart sounds by inching my stethoscope over different areas of the heart. The apical rate is 76 bpm. The rhythm is regular. S1 and S2 heart sounds are present, with no extra heart sounds or murmurs.


The abdomen is symmetrical, and has between a flat and rounded in contour. Bowel sounds are gurgling in sound and positive in all four quadrants. I first lightly palpated the abdomen. There was no voluntary guarding. The skin surface is smooth. Then deep palpation was done. There is no abnormal enlargement of organs, tenderness, or masses. I was not able to palpate the liver. 

Next, I inspected the upper extremities. The shoulders are symmetrical and have equal bony landmarks. There is no redness or swelling. There is no shoulder pain. I tested the ROM by having him swing his arms in a circle, which he had no problem with. The elbow is free from deformities, redness, and swelling. He had no problem bending and straightening the elbow. The wrists and hands are free from pain, swelling, or deformities. He had no problem flexing and extending his wrist, and moving each one of his fingers. Phalen’s and Tinel’s tests were negative.

Overall, the size and contour of the joints are within normal limits. The tissue is intact and not swollen. He performs active and passive range of motion with no problems. I next inspected the lower extremities. I had him lie down and raise each leg with the knee extended and then bend the knee up to the chest. Currently there is no pain in the knees, but he expresses they sometimes get sore easily. There is no swelling or redness on any of the lower extremities. I had the patient flex and extend the ankle. 


Lastly, I inspected the spine and hips. The spine is straight and knees and feet are aligned with the trunk. The spinous processes are straight and nontender. When he bends over and touches his toes, he forms a C-shaped curve. I had him bend sideways back and forth, which he did with no problem. The iliac crests and gluteal folds of the hips are symmetrical. The joints feel stable, with no crepitus. 

I tested his neurological system by testing each cranial nerve. I held a candle under each nostril while occluding the other and asked him to sniff. Cranial nerve I was intact. I did not have an ophthalmoscope to examine cranial nerve II. To check cranial nerve III, and IV, I checked his pupils for size and equality, and tested his six cardinal positions of gaze. To test cranial nerve V, I palpated his temporal muscles, which felt normal. And, I did the corneal reflex with a cotton ball, and both eyes were normal. For cranial nerve VII, I had him smile, lift his eyebrows, and frown, which he did.  I already tested VIII when I did the Weber and Rinne test. To test cranial nerves IX and X, I examined his uvula as he said “ahh.” For cranial nerve XI, I had him shrug his shoulders. For cranial nerve XII I had him wiggle his tongue. All cranial nerves were intact. 

I examined his gait while walking from one side of the room. He had no problem with this. I had him perform the Romberg test. He stayed in position without swaying for 30 seconds. I then asked him to hop up and down on one leg, which he did well. Neurological system was intact.


Lastly, I examined his genitals. The penis skin is wrinkled and free of lesions. The meatus is positioned in the middle. Hair distribution is symmetrical. Rugae are present on the scrotum. Testes are asymmetrical. No scrotal lesions are present. 


Thus is my physical assessment of an individual.
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