
 

Signs and Symptoms (Is any of this recent/not normal?) 

Chief Complaint: ______________________  for ________  

min/hr/day/weeks/months, constant/waves 

 

ALOC     Bleeding     Chest Pain     Constipation     Diaphoresis     Diarrhea 

Diuresis     Dizziness     Fever     Headache     Lightheadedness     LOC     Nausea     

Pallor     SOB     Trauma     Vomiting     Weakness 

LS ___________                            Positioning _____________ 

Allergies (1: Mild, 2: Moderate, 3: Severe)                □ NKDA 

 

Medications: 

 

Environmental: 

 
 

Medications (N=New, C=Changes, NT=Not taking, NTP=Not taking as 

prescribed)       □ Denies Meds 

 

 

 

□  Unprescribed medications 

 

□  Drug use 

 

 

Past History  Last seen by doctor ________ days/weeks/months/years for 

routine/____________ 

 

A-fib      Allergies     Asthma     CHF     COPD     Diabetes     Fracture     HLD     

Hospitalization     HTN     Infection     Intubation     MI    Pregnancy: G___ P____     

Psych     Recent Trauma     Seizures     Smoking     Stroke     Substance Abuse     

Surgery     □ Denies medical history 

 

Additional: 

 

 

Female: Last menstrual period __________   Sexually Active Y/N 

Birth Control Y/N 

If Pregnant: 1st Pregnancy Y/N     Prenatal Care Y/N     Complications Y/N     

______ weeks 

 

Last Oral Intake _______________________________ at _________ 
today/yesterday/______ days ago. 

 
Eating normally        Drinking Normally         Not eating for ______ days        Not 

drinking for ______ days 

 

 Color Smell Contents Amount 

Urine     

Feces     
 

 
 
 

Event 
 
 
 
 
 
 
 
 
 
 
Pain ____/10 in the chest/abdomen/extremity/ 
head/back/spine/____________              □ 1st occurrence 
 
Provoked to ____/10 by        
movement/breathing/palpation/manipulation/positioning/nothing 
 
Palliated to ____/10 by positioning/pressure/bearing 
down/heat/cold/meds/nothing 
 
Radiating ____________________              □ Non-radiating 
 
Aching     Burning     Diffuse (Visceral)     Dull     Pinpoint (Somatic)     Pressure     
Sharp     Shooting     Stabbing     Stinging     Throbbing     Worse than last time 
 
This pain has been going on for _______ 
min/hours/days/weeks/months/years constantly/on and off. 
 

 
 
 

Initial VS                                     Recent VS 
 

HR:                                                 HR:   

BP:                                                  BP:        

RR:                                                 RR: 

SPO2:                                                 SPO2:          

EtCO2:                                                 ETCO2:      

BG:                                                  BG: 



 


