HEALTH HISTORY DOCUMENTATION GUIDELINE (OUTLINE)

I.
BIOGRAPHICAL DATA

A.
 Name, age, gender, family/marital status, religion, ethnic group

B. Date, address, occupation, HEALTH INSURANCE

C. Advance Directives


D.
Referral source, informant (reliability) (document)

II.
CHIEF COMPLAINT:  Brief, pertinent

If annual exam, state why chose this time to come

III. 
PRESENT ILLNESS/PROBLEM:  Or Current Health Status

A.
When:  Last well: Onset, duration & chronologic sequence of symptoms 


B. 
What:  Quality, intensity, related symptoms


C. 
Where: Location, range of symptoms


D. 
How:   Associated factors, communicable exposure


E. 
Why:   Possible solutions, Rx, (aggravating/alleviating)

IV.
PAST MEDICAL HISTORY

A. 
General health & strength


B. 
Major childhood & adult illnesses


C.
Immunizations & dates:  Hep B, Hib, DTP/DTaP/Td, OPV/IPV, MMR, Varicella, Flu,  TB skin tests, reactions to immunizations—other



http://www.aap.org/family/parents/immunize.htm

D. 
Surgery:  Dates, Hospital, Dx., Complications


E. 
Injuries:  


   
1. 
Resulting disability


   
2. 
Medical-legal relationships


F. 
Medications:  Current, past month, past:  Rx., OTC, herbs, complimentary therapies


G. 
Allergies:  Meds, environmental, food.   Must  include "kind of" reaction


H. 
Transfusions:  Reactions, date & # of units if known


I. 
Emotional status:  Mood disorders, psychiatric attention

V.
FAMILY HX

A. 
Any family members with patient's illness


B. 
Age of parents: Age & cause of death if deceased


C. 
Age & # of siblings:  Health Status


D. 
Hx of heart disease, hypertension, cancer, TB, diabetes, asthma, STD's, kidney, thyroid disease


E. 
Major genetic disorders & health problems: 


   
GENOGRAM TO GRANDPARENTS

VI.
PERSONAL & PSYCHOSOCIAL HX
A.
Personal status:  Birthplace, socioeconomic group, general life satisfaction, interests, sources of stress 

B. 
Habits:  Diet, sleeping, exercise, coffee, alcohol, drugs, tobacco, safety issues (seat belts, helmets, other precautions)


C. 
Sexual Hx:  Satisfaction/concerns


D. 
Home conditions:  Housing, economic conditions


E. 
Occupation:  Work & conditions or hazards


F. 
Environment:  Travel, milk & water supply


G. 
Military record:  Dates & geographic location


H. 
Religious preference if concerns medical care

VII.
ROS (REVIEW OF SYSTEMS)
GENERAL: Fever, chills, sweats, weight changes, weakness, fatigue, heat/cold intolerance, bleeding, radiation

SKIN, HAIR, NAILS: Rashes, lumps, sores, itching, color or texture changes, bruising, abnormal growths, tatoos, piercings

HEAD: Headaches, injury, dizziness, syncope, LOC, stroke

EYES: Vision/correction, blurring, diplopia, eye meds, trauma, redness, pain, glaucoma, cataracts 

EARS: Hearing/loss, pain, discharge, infection, tinnitus, vertigo/"dizziness"

NOSE: Smell, obstruction, injury, epistaxis, discharge, colds, allergies, sinus pain

MOUTH & THROAT: Hoarseness, sore throats, gum problems, tooth abcess, dental care, sore tongue, taste

NECK: Lumps, "swollen glands," goiter, pain/stiffness

LYMPH NODES: Enlargement, tenderness, suppuration

RESPIRATORY: Pain, dyspnea, SOB, cyanosis, wheezing, cough, sputum (color & quantity), asthma, bronchitis, emphysema, pneumonia, TB/BCG, last CXR & results, smoking

CARDIOVASCULAR: Chest pain/distress, palpitations, SOB, dyspnea, orthopnea (pillows needed), paroxysmal nocturnal dyspnea, MI, rheumatic fever, murmur, exercise tolerance, ECG or other cardiac tests, hypertension, edema, leg pains/edema/coolness/hair loss, varicose veins, thrombosis, ulcers

GASTROINTESTINAL: Appetite, digestion intolerance, heartburn, N&V, hematomesis, bowel irregularity, stool appearance, flatulence\belching, hemorrhoids, jaundice, ulcer, gallstones, abdominal enlargement, previous X-ray 
ENDOCRINE:  Thyroid enlargement/tenderness, heat/cold intolerance, unexplained weight change, diabetes S/S, striae

MALE REPRODUCTIVE: Puberty onset, erections, emissions, testicular pain or masses, hernias, lesions/discharges, libido, sexual activity, contraception, infertility, prostate, STDs, STE

FEMALE REPRODUCTIVE: Menses: Menarche, regularity, duration & amt. of flow, dysmenorrhea, LMP, last Pap AND RESULTS,  sexual activity, libido, contraception, fertility, menopause, discharge, itching, sores, STDs

Gravida/para: SAB, TAB, preg. duration, antepartum problems 

BREAST: Pain, tenderness, discharge, lumps, galactorrhea, mammogram AND RESULTS, SBE

GENITOURINARY: Dysuria, pain, frequency, urgency, nocturia, hematuria, stress incontinence, hernias, STDs         

MUSCULOSKELETAL: Joint stiffness, pain, motion restriction, weakness, paresthesias, cramps, deformities, back problems

HEMATOLOGIC: Anemia, lymph swelling, bruising/petechiae, fatigue, blood dyscrasia, transfusion, radiation 


NEUROLOGIC: CNS disease, syncope, blackouts, dizziness, numbness, tingling, seizures, weakness/paralysis, tremors 
coordination, memory, cognition, headaches, head injury

PSYCHIATRIC: Depression, mood changes, difficulty concentrating, nervousness, tension, suicidal thoughts, irritability, sleep disturbances

VIII.
CONCLUDING QUESTIONS: "Is there anything else that you think would be important for me to know?"

ADVANCED HEALTH ASSESSMENT:  GRADE GUIDE

GUIDELINE FOR EVALUATING HEALTH HISTORY INTERVIEW, DICTATION AND DOCUMENTATION

STUDENT NAME:                                      
TOTAL POINTS:



BIOGRAPHICAL DATA (maintain confidentiality)

0                       
1                          
2


                                                  
Omits                   
Identifies 1-2 areas        
Identifies all information

CHIEF COMPLAINT

0                       
2                           
4


                                                  
Omits                   
Not in patient's words or in 
Identified concisely &/or using

                        
diagnostic terms      
patient's words                          

PRESENT  ILLNESS:  CURRENT HEALTH STATUS

0                       
3                           
6


                                                
Omits or identifies 1-2 characteristics     
Identifies 3-4  or significant omission         
Identifies all significant 

 

characteristics

PAST MEDICAL HISTORY

0                       
7                          
12


                                                
Omits or identifies 1-3 areas     
Reports 4-6 areas or significant omissions   
Includes significant data in all

                                                                                                       
areas

FAMILY HISTORY

0                        
5                         
8


                                                
Omits or identifies 1-2 areas   
Identifies 3-4 areas or  some areas
Identifies all areas 

               
incomplete    
Significant data complete         

PERSONAL & SOCIAL HISTORY

0                        
6                         
10


                                                
Omits or identifies     
Identifies 3-5 areas        
Identifies all areas

1-2 areas               
or significant omissions    
Significant data complete

ROS

0                       
16                          
20


                                                
Omits, identifies 1-10  
Includes 11-12 systems or   
Includes all systems 

systems, data           
or all systems with         
without significant      

insufficient            
omission of significant     
omission   

EMPATHY

0                       
2                           
4


                                                  
Mechanical
Matter of fact 
Warm/caring

VERBAL RESPONSES

0
3
5




Majority of questions & responses
More facilitative than nonfacilitative
All questions & responses 

 nonfacilitative
questions & responses
facilitative & fit phase & need of                                                                                                                             
interview

INTERVIEW STRUCTURE

0
2
4




Little orientation to phases of interview
Partially orients with semblance of phases
Full orientation & phases

LANGUAGE

0
6
10


Unable to alter vocabulary to age,
Sometimes able to alter vocabulary to age,
Begins with or quickly alters

Culture & education of client
culture & education of client
vocabulary to age, culture & 

  

Education of client

GENERAL DOCUMENTATION/DICTATION AND INTERPRETATION

0                       
9                           
14 


                                               
Incorrect sequence,     
Understandable,             
Complete, understandable,

incomplete, not well written    
lack in documentation,      
correct sequence/grammar

No interpretation/plan   
data base or sequence       
well written.  Interpretation of


Incomplete interpretation/plan   
data & plan of care

