
sample written history and physical
examination
sample written history and physical examination is a fundamental component in
the medical field, serving as a detailed record of a patient's medical
background and current physical state. This document is essential for
accurate diagnosis, treatment planning, and continuity of care. A well-
crafted history and physical examination report combines clinical data,
patient-reported symptoms, and objective findings to provide a comprehensive
overview of a patient's health status. This article explores the essential
elements of a sample written history and physical examination, highlighting
the importance of thorough documentation and effective communication.
Additionally, it discusses the structure, key components, and best practices
for creating exemplary medical records that support clinical decision-making
and improve patient outcomes. The following sections provide an in-depth
guide to understanding and constructing a professional sample written history
and physical examination.

Understanding the Purpose of History and Physical Examination

Components of a Sample Written History

Elements of the Physical Examination

Best Practices for Documentation

Sample Format and Example

Understanding the Purpose of History and
Physical Examination
The sample written history and physical examination is a crucial diagnostic
tool used by healthcare providers to gather comprehensive information about a
patient. It serves multiple purposes, including establishing a baseline
health status, identifying potential or existing medical conditions, and
guiding further diagnostic testing or treatment. A detailed history allows
clinicians to understand the patient's symptoms, risk factors, and past
medical events, while the physical examination provides objective data
through inspection, palpation, percussion, and auscultation.

Accurate documentation in a history and physical examination report enhances
communication among medical professionals and supports legal and billing
requirements. Moreover, it ensures that all relevant clinical details are
available for ongoing patient management. The integration of subjective and



objective findings in a sample written history and physical examination
facilitates a holistic approach to patient care.

Components of a Sample Written History
The history section of the sample written history and physical examination is
a structured narrative that captures the patient's medical background and
presenting complaints. It typically includes several key elements designed to
provide a complete clinical picture.

Chief Complaint (CC)
The chief complaint is a concise statement describing the primary reason the
patient seeks medical attention. It is usually recorded in the patient's own
words and reflects the main symptom or concern.

History of Present Illness (HPI)
The HPI elaborates on the chief complaint, detailing the onset, duration,
intensity, and progression of symptoms. It includes associated factors,
aggravating or relieving circumstances, and any previous treatments or
interventions.

Past Medical History (PMH)
This section documents the patient’s previous illnesses, hospitalizations,
surgeries, chronic conditions, and immunizations. It also covers any history
of allergies or adverse reactions to medications.

Family History (FH)
Family history records the health status and diseases of immediate family
members, focusing on hereditary or genetic conditions that may impact the
patient’s risk profile.

Social History (SH)
Social history includes lifestyle factors such as tobacco use, alcohol
consumption, drug use, occupation, living arrangements, and sexual history.
These details are important for assessing environmental and behavioral risks.



Review of Systems (ROS)
The ROS is a systematic inquiry into the presence or absence of symptoms
across various organ systems. It helps to identify additional complaints not
previously mentioned and to screen for underlying conditions.

Elements of the Physical Examination
The physical examination segment of the sample written history and physical
examination provides objective evidence of the patient’s health status
through direct assessment. It follows a logical order, typically from general
appearance to specific organ systems.

General Appearance
This initial observation assesses the patient’s overall condition, including
consciousness, distress level, and signs of malnutrition or distress.

Vital Signs
Vital signs include measurements of temperature, pulse, respiratory rate,
blood pressure, and oxygen saturation. These indicators offer critical
information about the patient’s physiological state.

Head and Neck Examination
Examination of the head and neck involves inspection and palpation of the
scalp, eyes, ears, nose, throat, and lymph nodes, looking for abnormalities
or signs of infection.

Cardiovascular and Respiratory Systems
Assessment of the heart and lungs includes auscultation for heart sounds,
murmurs, breath sounds, and respiratory effort. Peripheral pulses and
extremities are also evaluated.

Abdominal Examination
The abdomen is examined through inspection, palpation, percussion, and
auscultation to detect tenderness, masses, organomegaly, or abnormal bowel
sounds.



Neurological and Musculoskeletal Systems
This part of the exam evaluates mental status, cranial nerves, motor and
sensory function, reflexes, coordination, and musculoskeletal integrity.

Best Practices for Documentation
Effective documentation in a sample written history and physical examination
is essential for clarity, accuracy, and legal compliance. Several best
practices ensure that the medical record is comprehensive and useful.

Use Clear and Concise Language: Avoid ambiguity and jargon to ensure
understanding by all healthcare team members.

Maintain Objectivity: Record factual findings and patient statements
without personal bias or assumptions.

Follow a Consistent Format: Use a standardized template to enhance
readability and efficiency.

Include Relevant Details: Document all pertinent positives and negatives
to support clinical conclusions.

Ensure Timeliness: Complete the history and physical examination
promptly to facilitate immediate clinical decisions.

Review and Revise: Double-check for accuracy, completeness, and
legibility before finalizing the document.

Sample Format and Example
A typical sample written history and physical examination follows a
structured format that integrates all the components discussed. The following
outline represents a standard approach:

Patient Identification: Name, age, sex, date of examination.1.

Chief Complaint: Brief statement of the main issue.2.

History of Present Illness: Detailed narrative of the presenting3.
problem.

Past Medical, Family, and Social History: Comprehensive background4.
information.

Review of Systems: System-by-system symptom check.5.



Physical Examination: Findings organized by body system.6.

Assessment and Plan: Preliminary diagnosis and treatment recommendations7.
(if applicable).

For example, a sample written history and physical examination for a patient
presenting with chest pain might include a detailed description of the pain
characteristics, relevant past cardiac history, risk factors such as smoking,
and a thorough cardiovascular and respiratory exam documenting heart sounds
and breath sounds. Such an organized and detailed record ensures
comprehensive patient care and facilitates interdisciplinary communication.

Frequently Asked Questions

What is the purpose of a written history and
physical examination in clinical practice?
The purpose of a written history and physical examination is to
systematically document a patient's medical history, symptoms, and clinical
findings to aid in diagnosis, guide treatment, and facilitate communication
among healthcare providers.

What are the key components included in a sample
written history?
A sample written history typically includes the chief complaint, history of
present illness, past medical history, family history, social history, and
review of systems.

How is the physical examination section structured
in a sample written history and physical?
The physical examination section is structured by systematically assessing
different body systems such as general appearance, vital signs,
cardiovascular, respiratory, gastrointestinal, neurological, musculoskeletal,
and skin, documenting relevant findings for each.

What are best practices for writing a clear and
effective history and physical examination report?
Best practices include using clear, concise, and objective language;
organizing information logically; avoiding jargon; ensuring accuracy; and
including pertinent positives and negatives to provide a comprehensive
clinical picture.



How can electronic health records (EHR) improve the
documentation of history and physical examinations?
EHR systems can improve documentation by providing standardized templates,
facilitating easy access to previous records, enabling quick input through
dropdowns and checkboxes, reducing errors, and allowing seamless sharing of
information among healthcare providers.

Additional Resources
1. History and Physical Examination for Health Professionals
This comprehensive guide offers detailed instructions on taking patient
histories and performing physical examinations. It emphasizes clinical
reasoning and patient communication, helping students and practitioners build
confidence in diagnostic skills. The book includes numerous case studies and
sample documentation for practical application.

2. Clinical Examination: A Systematic Guide to Physical Diagnosis
Focused on systematic approaches, this book covers the essentials of history
taking and physical examination across various body systems. It features
clear illustrations and step-by-step procedures to enhance understanding.
Medical students and residents will find it particularly useful for mastering
clinical assessment techniques.

3. Sample History and Physical Exam Documentation Made Simple
Designed as a practical workbook, this title provides templates and examples
for documenting patient encounters accurately. It breaks down complex medical
jargon into easy-to-understand language and offers tips for efficient note-
taking. Ideal for healthcare students and new clinicians seeking to improve
their documentation skills.

4. Essentials of Clinical Examination: History Taking and Physical Diagnosis
This concise text highlights the core components of history and physical
examination necessary for accurate diagnosis. It integrates clinical pearls
and common pitfalls to avoid during patient assessment. The book is well-
suited for quick reference during clinical rotations.

5. Mastering the History and Physical Exam: A Step-By-Step Approach
This resource guides readers through each phase of patient evaluation with
structured techniques and clinical reasoning strategies. It includes sample
histories and physical exam notes, enabling learners to compare and refine
their own documentation. The text also addresses cultural sensitivity and
communication barriers.

6. Practical Guide to History Taking and Physical Examination
Renowned for its user-friendly layout, this guide covers a broad spectrum of
medical specialties with sample histories and examination formats. It
emphasizes patient-centered care and ethical considerations during clinical
encounters. Visual aids and checklists support retention and application of



knowledge.

7. Sample H&P Documentation for Medical Students and Residents
Tailored for trainees, this book presents real-world examples of history and
physical exam write-ups from diverse clinical scenarios. It discusses
documentation standards and billing considerations relevant to healthcare
systems. Readers gain insight into creating thorough and legally sound
medical records.

8. Comprehensive History and Physical Examination Workbook
This interactive workbook combines instructional content with exercises and
sample cases to reinforce learning. It encourages critical thinking through
self-assessment questions and feedback on sample documentation. Suitable for
both classroom use and individual study.

9. The Art and Science of History Taking and Physical Examination
Blending theoretical knowledge with practical skills, this book explores the
nuances of patient interviews and clinical assessments. It highlights the
importance of empathy and observational skills alongside technical
proficiency. Sample histories and exam notes illustrate best practices in
clinical documentation.
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