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RN201 Health Assessment Health History

November 29, 2010, patient presents with history of left knee pain.  Patient states “My left knee has been hurting since I fell down stairs.”  Patient is a 46 year old white married male.  He was born in Charleston, Illinois.  He is currently an undercover police officer in Champaign, Illinois.  He attends Antioch Baptist Church regularly and is active in his church.  Patient provided history and is a reliable historian.
History of Present Illness: Patient states last week while at work he was chasing a suspect down a stair case.  The patient stated he slipped on step half way down stairs and fell rest of way to bottom of steps.  Patient complains he immediately had burning sensation in lateral aspect of knee but was able to bend knee without difficulty.  The next day knee was bruised and swollen.  Patient rated pain 6 out of 10 when ambulating but pain decreases with rest.  Patient states he put ice on knee and took ibuprofen 600mg.  States had an ace wrap has wrapped knee.  Above home remedies decreased pain to 3 out of 10.
Past History: Patient denies any relevant past health history issues. Patient denies childhood illness.  He does admit to having chickenpox when he was in his early 20’s and this past summer was diagnosed with pertussis.  Patient denies psychiatric or mental health issues.  Patient admits to a vehicle accident in 1999 but did not receive treatment or have any injuries from vehicular accident.  Patient admits to bilateral knee injuries.  Left knee during high school football injury and received surgery in 1992.  Right knee injury work related and had a torn plyca repair.  Patient admits to inguinal hernia repair at 18 months of age and umbilical hernia repair 2009.  Patient denies any inpatient hospitalizations.
Current Health Status:  Patient admits to taking over the counter pain relievers as needed and occasional cold medicines as needed.  He denies prescription medications, herbal or other supplements.  Patient denies allergies to medicine, states has had allergic reaction to cranberries as evidenced by lips and throat swelling.  Patient states has recently had DPT booster after having pertussis this past June and received all childhood immunizations.  Patient seeks annual preventative health care each year and admits to elevated cholesterol screening.  States elevated cholesterol is being treated through diet control.   Patient admits to use of seat belts when driving in vehicle.  Patient is involved in softball league that plays from spring through fall but is somewhat sedentary during the winter months.  His sleep patterns vary stating he usually does not go to sleep until around midnight and rarely sleeps through the night waking around three in the morning and returns to sleep around five before waking at seven to get ready for work.  Patient admits to use of smokeless tobacco approximately four to six times per day.  He admits to drinking 24 beers per week on average.
Family History: Father is deceased due to stroke.  He had history of hypertension and heart disease.  Mother is alive and suffers from Parkinson’s disease but denies any other health history.  Patient has three sisters.  Oldest sister is a recovering alcoholic and drug abuser.  She has history of asthma and bronchitis.  Second sister has juvenile diabetes and is on insulin.  Youngest sister has history of epilepsy as a child.  She is not currently on medications and has not had any seizures since childhood.  Patient denies family history of kidney disease, arthritis, anemia, headaches, mental illness or tuberculosis. 
Psychosocial History:  Patient has been married for the last 20 years.  He has five children, two daughters from first marriage ages 24 and 21.  He has three children with his current wife, a son age 17, and two daughters ages 15 and 12.  States currently preparing for 21 year old daughter’s wedding.  Patients usual activities of daily living consists of leaving for work at seven in the morning.  He commutes one hour to work five days a week.  He is an undercover narcotics officer for Champaign Police and works for the DEA at least eight hours a day or more.  When he returns home from work, he is active in his family life including helping with house hold chores and parenting.  He feels his important life experiences include spending time with his wife and children along with close friends and other close family members.  He feels it is important to attend all his children’s extracurricular activities which include football, gymnastics and volleyball games.  He also believes it is very important to take a yearly family vacation to spend time away from all the activities that occur daily at home. He is very active in the police union and is chairman of the local Fraternal Order of Police.  He has a deep faith in God and is active in his church with fund raising and cooking for church camp every summer.  Patient states he is very happy with his current life at the present and is looking forward to retirement in the next 4 years.  He plans to take up farming on the family farm with his father in law and son.
Review of Systems:
General Overall Health State:  Patient states he feels his health overall is “good”.  Denies any sudden weight gain or loss.  Denies fever chills, night sweats, weakness fatigue or malaise.
Skin:  Patient denies history of skin diseases such as eczema or psoriasis.  Patient denies rashes, pruritus, lesions, unusual dryness, or bruising.  Patient admits to history of nevus on back between shoulder blades that were biopsied seven years ago with benign results.  Denies changes in color or skin pigmentation.  Patient admits to using sun screen when he knows he will be exposed to sun for long periods of time, denies daily use of sun screen when outside.  Admits to having indoor job with minimum daily sun exposure.
Hair:  Patient states has had gradual balding since he was 21 years old and currently shaves head.  Denies changes in nails shape, brittleness or color.
Head:  Denies history of headaches or head trauma, no vertigo or dizziness.
Eyes:  Patient admits to difficulty seeing objects clearly without wearing glasses.  Denies eye pain, redness, swelling or discharge.  Denies history of glaucoma or cataracts.
Ears:  Patient denies hearing loss, history of ear infections, drainage or pain.  Denies tinnitus or vertigo.
Nose and Sinuses:  Patient denies history of frequent colds or sinus infection.  Denies difficulty breathing, nasal obstruction, nose bleeds or change in smells.  Admits to trauma to nose when playing football in high school and has been told he has a deviated septum.  Patient admits to loud snoring while sleeping.  Denies environmental allergies.
Mouth and Throat:  Denies frequent sore throats, difficulty speaking or swallowing.  Denies toothaches, bleeding gums or lesions on tongue or mucosa.  Patient states brushes teeth one to two times daily and flosses occasionally.  He states he sees dentist every six months for cleanings and dental checkups, denies any prosthesis. 
Neck:  Patient admits to full range of motion of neck, denies tenderness of lymph nodes, lumps or swelling.
Breasts:  Denies history of breast pain, nipple discharge or lumps.
Axilla:  Denies lumps, swelling or tenderness, admits to noting skin tags under left axilla.
Respiratory System:  Patient denies history of lung diseases or pneumonia.  Denies shortness of breath, chest pain, wheezing or cough.  Patient does not recall ever having a chest x-ray.
Cardiovascular:  Denies chest pain, heart palpitations, dyspnea with exertion, nocturia, edema, heart murmur, hypertension, anemia or coronary artery disease.  Patient admits last ECG was in 1995 for pre-employment physical, denies other heart testing.
Peripheral Vascular:  No numbness tingling, swelling of legs, coldness, discoloration of hands or feet.  Denies varicose veins, ulcers or history of phlebitis.
Gastrointestinal:  Patient admits to good appetite with without food intolerances.  Denies history of indigestion, heartburn, dysphagia or abdominal pain.  No history of gallbladder disease, jaundice, colitis or appendicitis.  Patient states was diagnosed with an ulcer when he was a child, has no problems with ulcers as an adult.  States often has loose stools after eating meals, denies rectal bleeding, hemorrhoids or fistulas.
Urinary System:  Denies history of urinary difficulties, denies pain, kidney stones, urinary tract infections, blood in urine or prostate problems.  No pain in groin, flank, suprapubic area or back.
Male Genitalia:  Patient admits to recent left testicular pain that began one week ago of unknown cause lasting approximately 3 days.  States no longer has pain as it resolved without treatment.  Denies sores, lesions, penile discharge, lumps or hernia.  Patient admits to inguinal hernia repair at 18 months of age.
Sexual Activity:  Patient states he is in a monogamous relationship with wife of  20 years and has an active sex life.  States had a vasectomy 12 years ago before the birth of his fifth child.  Denies history of sexual transmitted diseases or exposure to STD’s.
Musculoskeletal System:  Patient denies history of arthritis or gout.  Admits to pain in left knee from recent trauma.  Denies regular pain in joints or stiffness.  Admits to surgery of knees bilaterally with noise in joint of left knee on movement.  Patient denies current muscle pain, weakness or difficulty with gait.  Patient admits to history of back pain occasionally related to muscle spasms.  Denies disk disease.   Patient denies any limited range of motion or difficulty performing usual activities of daily living.  Patient does not use any mobility aids.
Neurologic System:  Patient denies any history of seizures, stroke, fainting or blackouts.  Denies any motor weakness, tremors, paralysis or coordination difficulties.  No memory loss or mood changes.  Patient denies depression or other mental health dysfunctions.
Hematologic System:  Denies history of bleeding disorders, bruising, lymph node swelling or blood transfusion.  Denies exposures to toxic agents or radiation.
Endocrinology:  Patient denies diabetes or thyroid disease.  No changes in weight, appetite, skin changes, excessive sweating or skin texture.  Denies tremors, nervousness or hormone therapy.
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Physical Exam

Skin:  pink, warm and dry to touch.  Patient has fading tan lines from summer.  
Patient has multiple freckles noted across back and arms.  Nevus noted on back with scarred area from biopsy of nevus located midway between shoulders.  No birth marks noted.  No cyanosis, pallor or jaundice noted.  No rashes noted.  Skin without cracks or fissures, no lesions noted.  No edema is present.  Healed scars noted on umbilicus, right inguinal area, left knee and right knee.  Patient has balding on head with rest of head shaved.  Moderate facial hair noted reddish brown in color with graying noted in beard.  Moderate body hair noted covering back, chest, arms and legs.  Nails are trimmed and clean, no jagged edges noted, no clubbing noted.  Capillary refill returns in 1 second.  Three skin tags noted in left axillary approximately 1-2 millimeters in size.  Skin recoils quickly and elastic.  No tenting noted.
Head:  Head symmetrical in shape, normocephalic, appropriate for body size.  No lesions, lumps or protrusions, no tenderness with palpation.  Patient is able to open mouth and move jaw from side to side.  No crepitation noted at temporal mandibular joints.  Face is symmetrical.  Corners of mouth raise equally when smiling.
Eyes:  Symmetrical on face.  Patient wearing glasses and states is near sighted.   Patient denies history of eye pain or injuries to eye.  No redness, swelling, watering or discharge noted.  Iris noted equal in size, brown in color.  Sclera is white in color, no hemorrhages noted.   Patient able to follow object with eyes in all six positions and eyeball align equally in midline.  No nystagmus noted with gaze.  Pupils equally constrict bilaterally with penlight moving towards side of eye.  Pupils reactive to accommodation.  Eyelashes and eyebrows present. 
Ears:  Ears noted to be equal bilaterally, no tenderness upon palpation.  Pinna firm and move easily.  No discharge note.   Small amount of cerumen is present bilaterally.  Eardrum grayish in color, no redness or drainage noted, no scaring or foreign bodies noted bilaterally.  Patient is able to repeat whispered words when whispered on both sides. 
Nose:  Nose located in midline with septum slightly deviated to left.  Patency noted bilaterally.  No swelling or discharge noted, mucus pink without polyps, denies nose bleeds.  No tenderness upon palpation of sinus areas.
Mouth:  Lips pink, moist without cracks or lesions.  Teeth appear normal with some filling noted on molars upper and lower bilaterally.  Normal occlusion noted when patient clenches jaw.  Gums pink without bleeding or swelling and margins are tight.  Tongue is pink without lesion or swelling.  Patient is able to touch roof of mouth with tongue, ventral side of tongue moist, veins present.  Saliva present without drooling noted.   Hard and soft palate pink and intact, uvula noted in midline, rises when patient said ahhh.  Tonsils noted bilaterally +1, no redness, swelling, lesions or exudate noted on tonsils.  No halitosis noted with exam.
Neck:  Head noted in midline and symmetrical.  Patient is able to move head up and down without pain.   Patient is able to move head from side to side without pain and touch ear to shoulder bilaterally.  No lymph nodes palpated in neck.  No swelling of thyroid gland noted when patient swallowed.
Spine and Back:  Patient was able to stand with spine in straight line.  Shoulders were level along with scapula and hips.  Patient was able to bend forward, backwards, side to side and twist back without moving hips.  Spine appears to have normal curvature.
Thoracic and Lungs:  Chest symmetrical, breathing non labored.  Lung sounds clear throughout all lobes, no adventitious sounds noted. Chest rises equally with breathing.
Breasts:  No lumps or swelling noted, nipples without tissue enlargement.
Heart:  Apical pulse palpated, no heave or lift noted, no thrills noted.  Heart sound noted S1, S2, no abnormal sounds noted, no murmur noted.  Heart rate 84 and regular.
Abdomen:   abdomen round, soft to palpate, normal bowel sounds noted in 4 quadrants.  Scar noted at umbilicus and in right inguinal area. Unable to palpate liver, spleen or kidneys.
Extremities:  Warm to touch, no cyanosis noted, no swelling noted.  Able to palpate pulses equal bilaterally.  No varicose veins noted.
Musculoskeletal:  Full range of motion in arms and legs. Able to flex and extend left knee, no swelling noted, healing bruise noted on lateral side of knee.  Crepitation noted in left knee when patient squats and stands up.
Neurologic:  Pupils equal reactive to light and accommodation, eyes able to move in six directions, no nystagmus noted.  No muscle weakness, able to squeeze hands equal bilaterally, gait steady, gag reflex intact, note brachial, radial, patellar at +2 reflexes, no clonus noted.
Genitalia:  Penis without lesions, swelling or inflammation, patient is circumcised, urethral meatus is central on glans and without discharge.   Testes descended bilaterally, no inguinal hernia noted, old scar noted from hernia repair as a child.
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