
 
 
 
 
 

1. Alslam alaikum        Floor# 
2. Introduce yourself        Ward# 
3. Take permission       Room# 
4. Close the curtain        Bed# 

 
Personal Data:  
Name: -----------------------------------   File Number: ------------- -----------   Age: ------ Gender: F   \   M       

Marital Status:---------- #children& age of elder1  : -------    Religion: ---------------Nationality:------------
Residency-----------------------    Occupation:------------ ----- Who give u the History? ----------------------- 
 
Chief Complaint:  
Time of admission: ----------- Route of admission: -------------What brought him today (cc): -------------
------- --------------------------------------------------------------------------------------------------------------------------- 
Site: ---------------------------------- onset: ------------------------------ for how long: ------------------------------- 
History of Presenting illness: 
 
 

1- Analysis of the complaint: 

x If intermittent, ask about Frequency: how long the episode takes? ------------ 
and the time between 2 episodes? ------------------- 

2- Constitutional symptoms? (weight loss/gain, appetite, night sweat, fever, 
fatigue, headache) ------------------------------------------------------------------------ 

3- Previous episode? If yes: -------------------------------------------------------------------- 
a. How many times? ----------------------------------- when was the 1st and last 

episode? ---------------------------------------------------------------------------------- 
b. Same or more sever episode? (progression) -------------------------- How 

did it relieve? ---------------------------------------------------------- ------------------- 
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4- Risk factors: -------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------ 

5- Hospital course  (what happened since you has arrived e.g. medications, 
investigations, hospital admission) : --------------------------------------------------------
--------------------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------ 

6- Any related chronic illnesses? ------------- when? -------------------------------- 
where? ------------------------Monitoring? If yes, How? -----------------------------------
------------------ Medications? Always taken or missed? ---------------- 
complications? If yes, their Duration? ------------------------------------------------------
-------------------------------------------------------------------------------------------------------- 

7- Systemic review (related)?  
 CVS 
 Respiratory 
 GIT 
 CNS 
 GU 
 MS 
 Male 
 Female 

 
Past History:  
Past Medical:  
Childhood problems? -----------------------------------------------------------------------------------------------------
----------- 

chronic 
illnesses 

when was 
diagnosed controlled or not Drug  &  compliance Complications (If yes, their 

duration) 
     
     
     
Past surgical:  or interventional procedures? If yes,  

What Why When Complications (If yes, their duration) 
    
    
    
o Hospital admissions OR ICU admission? 

What? -------------------------------Why? --------------------------------- --- When? ----------------------------
---------- 

o History of rehabilitation? Accident?  
B-Medication History: 

Duration Frequency Dose Route For ( the 
disease) Drug 

      
      

 
 



o Did u use herbal medications? if yes, what? --------------------- Any ADR? ---------------------------
------------- 

o Any Allergies? (food l drug) if yes mention it ----------------------------------- What kind of allergic 
reaction? --------------------------------- How does it relief? ----------------------------------------------------
------------------------- 

o Blood transfusions? If yes, Why? ------------------------------------------------------------------------------
------------------------------------------------- when ? --------------------------------------how many units?----
------------------------------------------------------- complications?-------------------------------------------------
------------------------------------ 

Family History 
Similar illnesses? If yes, their age? ---------------------------------------------Duration? ------------------------ 
Any inherited diseases? (HT, DM, Cancer) ------------------------------------------------------------------------- 
Causes of death ------------------------------------------------------------------------------------------------------------ 
Congenital abnormalities? ----------------------------------------------------------------------------------------------- 
 
Social History: 
Immunization: ----------------------- ------------------ History of contact animal? ----- --------------------------- 
Hx of travelling to endemic area? If yes, where ---------------------------or contact with infectious ppl, if 
yes, when? ------------------------------------------ Habits: -------------------------------------------------------------
----------- coffee consumption: ------------------------------------------------------------------------------------------- 
Smoking: (if yes for how long, #cigarettes): ------------------------------------------------------------------------- 
Drinking: (if yes for how long, amount) --------------------------------------------------------------------------- 
Drug abuse: ( if yes for how long, type) -----------------------------------------------   
Place of birth: ------------- Who is taking care of pt.? ---------------- Level of education? ------------------- 
 
Menstrual history for women: 
age of menarche ------------------------------------------- Age of menopause -------------------------------------
Last period------------------------------------------ Regularity ----------------------------------------------------
Amount --------------------------------------------------------- Duration---------------------------------------------- 
pregnancies ------------------------------------------------- Deliveries -------------------------------------------------
Abortions-------------------------------------------- OCP and HRT "for how long"----------------------------------
---------------------------------------------------------------------------------------------------------------------------------- 
any gynecological problems? E.g. bleeding, tumor---------------------------------------------------------------- 
 
At the end don’t forget to do a systemic review of the systems which weren’t 
involved in your DDx!  
  
Summary: 
Age ----------------------------------------- Gender -------------------- chronic illnesses ----------------------------
------------------------------------------------CC -----------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------------------------- 
Important positives and negatives: 
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------------------------- 


