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PHYSICAL EXAMINATION FORM

	Client’s Name: ______________________________   Date of Exam: _________

Referring Therapist: ________________________________________________


	Current Complaints & Active Medical Problems:




	Significant Past Medical Issues:




PHYSICAL EXAMINATION:

1. Allergies:

2. Pertinent Review of Symptoms:

3. Women Only:  GRAVIDA ___________PARA _________LMP _________

4. General Appearance

5. Psychiatric Concerns/Medications

6. Vital signs:  T ________  P _________  R __________ BP ____________

7. HEENT:

8. Neck:

9. Lungs

10. Abdomen:

11. Heart:

12. G-U:

13. Rectal:

14. EXT:
15. Neuro:

16. Most recent labs:

PPD:

CXR:

EKG:

17.  Is Patient High Risk for TB?  Yes / No

Recommend PPD:  Yes / No

18.  Based on your physical examination, and the historical data, are there any other laboratory or diagnostic tests needed at this time?  Yes / No

If yes, please explain: __________________________________________
____________________________________________________________

____________________________________________________________

____________________________________________________________

__________________________________________   ___________________

Physician’s Signature





Date

Please note: You may feel free to have the patient return this form to our office, or you may fax/mail the form yourself:
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