[image: ][image: ][image: ][image: ] 
[image: ]
image1.png
5

ANNUAL PHYSICAL

PLAN:

Centers for Disease Control and Prevention (CDC) (2017) recommends to perform
routine annual physical examinations and laboratory tests to help identify health problems
for immediate treatment and management. This patient needs to have her annual physical
for this year.

Encounter for immunization
ICD 723

It is recommended that adults receive a single dose of Tdap and followed by Td or a Tdap
booster every 10 years (Centers for Disease control and Prevention [CDC], 2020). Patient
is updated with immunizations except for Tdap.

. Encounter for screening for infections with a predominantly sexual mode of transmission

ICD 711.3

U.S. Preventive Services and Task Force (USPSTF) (n.d.) recommends STD screening
which also includes HIV and syphilis based on the patient’s history. Patient is sexually
active and admits to not using protection. She has not had any STD screening.

Laboratory tests/Diagnostic tests:

CBC

CMP

FLP

TSH

UA

Vitamin D
STD panel test

These are recommended to assess for risk factors for common health problems such as
diabetes mellitus, hyperlipidemia, hypertension, vitamin def 1 ciencies, thyroid issues and
sexually transmitted illnesses (Viera, 2020).

Medication/Vaccination: Tetanus/Reduced Diphtheria toxoids, acellular pertussis vaccine

(Tdap)

(Boostrix) 0.5 mL IM x1 (Hibberd, 2020).

Education:

1.

Consume healthy balanced diet with low carbohydrates, fat and sodium, lessened red meat
and high in vegetables and fruits (Viera, 2020). Continue to drink 8-10 glasses of water
each day (Viera, 2020).

Physical activity: Aerobic exercises 3 times each week, total of 150 minutes per week
(Viera, 2020).
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General - Patient is alert and oriented. She looks well kempt. She has no signs of acute
distress. She answers questions appropriately and maintained good eye contact. She is a good
historian.

HEENT -

Head: Evenly distributed hair with thick texture. No lumps, cysts, depressions and
hematomas palpated.

Face: Face is symmetrical with no signs of trauma. No facial drooping. TMJ is nontender
with mobility intact. Facial sensation intact.

Eyes: No ptosis or redness on eyelids. No excessive lacrimation. Eyelashes evenly distributed.
Conjunctiva is pink. Nontender lacrimal ducts. Sclera is white. Iris is intact and round. Clear
cornea, no signs of abrasion. Positive red ref 1ex. Visual acuity: 20/20 OS, OD, OU. Visual
f ield intact. EOM intact. +PERRLA. <0.5 cup to disc ratio, optic disc yellow/orange in color.
Ears: Nontender ears. Ear canals pink with no excessive cerumen. Pearly grey tympanic
membrane. 5 o’clock and 7 o’clock cone of light. AC>BC. Positive whisper test. Weber
midline.

Nose: Nares intact. No deformities. Nontender sinuses. Pink nasal mucosa without boggy
turbinate. Smelling intact.

Mouth/Throat: Oral mucosa is pink and moist. No dental deformities, oral sores, signs of
infection or bleeding. Tongue is intact. Palate intact. Uvula midline and rises during “ahh”
test. +1 Grade tonsils. Swallowing ref 1 ex intact. Gag ref 1ex is intact.

Neck - No palpable masses. Trachea is midline. Nontender, symmetrical thyroid gland which
elevates on swallowing. ROM intact in neck and shoulder with 5/5 strength.

Cardiovascular — S1 and S2 heart sounds. No murmurs or extra heart sounds. +2 radial pulses
and pedal pulses. Cap ref 11l is less than 3 seconds. No bruits on carotid.

Respiratory - No cyanosis, chest wall deformities or use of accessory muscles. Chest rises
symmetrically. Resonance present on percussion. Clear lung sounds.

GI/GU — Abdomen is nondistended. Normoactive bowel sounds. Tympanic on percussion.
Liver span is 7 cm. No organomegaly. Negative CVA tenderness and kidneys nonpalpable.
Musculoskeletal —

Head and Neck: Symmetrical with ROM intact.

Upper Extremities, Hands, Fingers, Elbows and Shoulders: ROM intact, no swelling or
tenderness. Symmetrical.

Lower Extremities, Knee and /Ankles: ROM intact. Symmetrical. No tenderness or swelling.
Hips and Spine: ROM intact. No pain or swelling.

Integumentary — Skin is intact. No open lesions, discoloration, bruises or rashes.
Neurological — Refer to HEENT for Cranial nerves assessment. Speech is clear. Balanced
gait. Sensation on extremities intact. 5/5 strength. +2 dtr.

Hematologic and Lymphatic: No lymphadenopathy.

ASSESSMENT:

1. Encounter for general adult medical examination without abnormal f i ndings
ICD Z00. 00
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SUBJECTIVE:

ID:

Client’s Initials: MA

Age: 31 years old

Gender: Female

Race: Asian, Filipino

Date of Birth: October 18, 1989

Marital status: Single
Medical Insurance: Blue Shield

CC: “T am due for an annual physical and I need to be established for a new doctor”.

HPI: Patient’s last annual physical was January 2020. According to the patient, there were no
abnormal physical f i ndings and laboratory tests at that time. She performs BSE mostly everyday
but sometimes forgets when she is in a hurry for work. Her last dental exam was December 2020
and last eye exam was September 2020. Otherwise, no other complaints or concerns.

Past Medical History: No past medical history, psychiatric illnesses or infectious diseases.

Past Surgeries/Hospitalizations: Denies any recent surgeries. Denies recent hospitalizations.

Medications: She is not taking any prescribed or OTC medications. She also does not take any
supplements or any herbal supplements.

Allergies: No drug allergies. No environmental and food allergies.

Immunizations: Inf 1uenza vaccine - 11/2020. Tdap booster — 09/2011. Complete with childhood
immunizations but she does not remember the exact dates. She will email copies for the clinic.

Diet: She avoids fast food, salty food, sweets and soda. She eats a whole plate of salad every
meal, and she rarely eats pork but mainly, has chicken and f i sh. She drinks between 8-10 glasses
of water each day. She does not drink energy drinks or cof f ee.

Exercise/Sleep/Stress: She does power yoga and meditation every morning, which helps with her
stress. She has no problems with sleeping and has at least 7 hours of sleep each night.

Substance use/Smoking History: Nonsmoker and she does not drink alcohol. No history of use
of illicit drugs.

Social History/Sexual History: Patient is single and lives in an apartment with her cousins. She
works as yoga instructor and an on-call registered nurse. She considers herself as a heterosexual
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with a male partner for 5 years. She admits to rarely using protection and they have not gotten
tested for STDs recently.

Family History:

MGM is 85 years old with history of hypertension and bph.
MGEF died at age 84 years old due to stroke and had hypertension.
PGM - unknown.

PGF - unknown.

Mother is 63 years old, no known medical illnesses.

Father - unknown.

Review of Systems:

Constitutional — Denies weight, weakness, fever or chills

Eyes - Denies changes in vision, blurry vision, excessive eye discharge, dry eyes, f 1 oaters or
eye pain.

Ears/Nose/Mouth/Throat - Ears: Denies tinnitus, earache and decreased in hearing. Nose:
Denies runny nose, epistaxis or decreased in smelling. Throat/Mouth: Denies sore throat, oral
lesions or sores, voice hoarseness dif f i culty/painful swallowing, facial pain, postnasal drip or
jaw pain.

Cardiovascular — Denies chest discomfort, palpitations, chest pain, or leg edema.

Respiratory — Denies shortness of breath, hemoptysis, wheezing, pleuritic pain or coughing.
GI — Her normal bowel pattern is every day. Denies any nausea, hematemesis, melena,
diarrhea, vomiting, constipation or any bloody stool.

GU - Denies painful urination, frequent urination, nocturia and hematuria.

Musculoskeletal — Denies joint pain, muscle pain, back pain, swollen joints, stif f joints or
walking dif f i culties.

Integumentary — Denies rashes, itching, dryness or any genital lesions.

Endocrine — Denies increased thirst, hunger, cold or hot intolerance and excessive sweating.
Neurological — Denies numbness, dizziness, headache or paresthesia.

Psychiatric/Mental Health — Denies thoughts of suicide, sadness and anxiety.
Hematologic/Lymphatic — Denies any swollen and painful lymph nodes.

Allergies — No new allergies.

OBJECTIVE:

Vital signs:

e Temperature — 97.7

* Heart rate — 86 bpm

® Respiratory rate — 20

* Blood pressure — 112/86
* Oxygen —100%

Height - 5°2”
Weight — 119 pounds
BMI -21.8
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3. Monitor any changes in health. For life threatening issues, call 911.

Follow up: Return to clinic after two weeks for review of laboratory results. May call or make an
appointment earlier for urgent health concerns. Schedule next annual physical for January 2022.
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