
ID
NAME:
AGE:				 							 												Y/O
NATIONALITY:

SEX:		MALE	☐			- 	 FEMALE	☐
KCI (	known	chronic	illness	)		☐											-										Non	KCI		☐
HBP	☐						-					DM	☐					-				other	:	
……………………………………………………………………… .... ..............................
Since	when?........................................................................................
Diagnosed	in	which	hospital:..............................................................
Based	on	what:........................................................................…........
Medication?
……………………………………………………………………………………………………....

Admission	
When?...............................................................................................		

ER			☐							-							OPD		☐																						

Chief	Complaint	(C.C)	
……………………………………………..............................................................
...................................................................................................…......

THE	duration:
……………………………………………………………………………………………………....

HPI (History	patient	illness)		
1- SOCRATES
SITE:

ONSET:									Sudden	☐								-								Gradually	☐
CHARACTER:	
………………………………………………………………………………………………………
…………...............................................................................................
COURSE:	
………………………………………………………………………………………………………
………………..........................................................................................
RADIATION:	
…………………………………………………….…………………………………………………
………………............................................................................................
Alleviating	factors↓: ...........................................................................
TIME	:

Is	this	the	first	episode?		Yes	☐   -  No ☐ -
....................................................................................................
ON-OFF		☐ 			-				Continues		☐   -

At	morning		☐					-					At	night		☐-
Exacerbating factor↑: ......................................................................
SEVERITY:	
-Pain	scale	(out	of	10)	
-Previous	hospitalizations	for	the	same	complaint?
-Is	it	interference	with	sleep	or	daily	activities?

Associated	symptoms	2-

All	symptoms	other	than the	chief	complaint	in	the	same	system	

.............................................................................................................

.............................................................................................................
RISK	FACTOR related	to	C.C3-

........................................................................................................................

...................................................................................................................
Related	system	(Systemic	review)	don't	forget	Constitutional	4-

Fever	☐  Loss of weight ☐  Loss of appetite ☐  Night sweat ☐
.....................................................................................................................

Patient's	ID	:	................................ ...... ................................................................................
Ward	/	Room	:	........... .. ......................... .......... ..................................................................

Past	medical	history	and	surgical	history	
Medicines	(Dose/Duration):
...........................................................................................................................................
...........................................................................................................................................
Chemotherapy		☐    -     Radiotherapy  ☐   -   Physiotherapy  ☐
Dietary supplement  ☐  -  Restrictions  ☐  -  Oral contraceptive ☐
Past surgical history?   Yes	☐  -  No ☐
Time?......................................................................................................................................................
Which	hospital?.................................................................................................................
Type?				C-Section	☐			-			Endoscopy	☐			-			Biopsy	☐			-			Abortion ☐
		.........................................................................................................................................
Previous admission?  No	☐   -  Yes ☐
When?...................................................................................................................................................
Were?....................................................................................................................................................
Why?......................................................................................................................................................
What?.....................................................................................................................................................

Trauma?		No	☐   -  Yes ☐
History	of	previous	illness?		No	☐   -  Yes ☐
……………………………………………………………………………………………………………………………

Blood	transfusion?			No	☐   -  Yes ☐
When/Where/Why/Number of Units/Complication?
..................................................................................................................................................................
..................................................................................................................................................................
..................................................................................................................................................................
Allergy:			Animals	☐		-		Food	☐ - Drugs ☐ -		Not	known	to	have	☐  
……………………………………………………………………………………………………………………………
Social	history
Drug	abuse	☐		Alcohol	☐		Smoking	☐ How	many	times/How	long	 ................................
Education?			Uneducated		☐ - Elementary ☐ - Middle ☐ - High ☐ - Collage ☐
Occupation?......................................................................................................................
Marital	status?			Yes	☐  -  No ☐     Number of children?....................................................
Animals At home?  Yes	☐		-		No	☐ …………………………………………………………………………....		
Recent	overseas	travel?			Yes	☐  -  No ☐ ...................................................................................
Immunization?  Yes	☐		-		No	☐ …………………………………………………………………………………..
Residency?	…………………………………………………………………………………………………………………..		

Family	history	
Similar	complaint:			Yes	☐  -  No ☐
Consanguinity:  Yes	☐  -  No ☐
Hereditary disease:  Yes	☐		-		No	☐ …………………………………………………………………………
Sudden	death:		Yes	☐  -  No ☐ 
Cancer	in	family:		Yes	☐  -  No ☐

More	notes:
.................................................................................................................................................................................
.................................................................................................................................................................................
................................................................................................................................................................................
................................................................................................................................................................................
.................................................................................................................................................................................
................................................................................................................................................................................
...............................................................................................................................................................................
................................................................................................................................................................................
................................................................................................................................................................................
.................................................................................................................................................................................
.................................................................................................................................................................................
.................................................................................................................................................................................
.................................................................................................................................................................................
.................................................................................................................................................................................
.................................................................................................................................................................................
.................................................................................................................................................................................

Done	by:	Lama	Alharbi	- Amjad	Almahyawi	History	taking	 



GIT

Abdominal	pain	☐
Nausea	☐
Vomiting	☐
Hematemesis	☐
Heartburn	☐ 
Regurgitation	☐
Dysphagia	☐
Odynophagia	☐
Abdominal	distension	☐
Rheumatology	

Joint	pain	☐
Joint	swelling	☐
Deformity	☐
Loss	of	function	☐
Limitation	of	movement	☐
Morning	stiffness	☐
Instability	☐
Bone	pain	☐
Myalgia	☐
Back	pain	☐
Dry	mouth	☐ 
Dry	eye	☐
Red	eye	☐
Mucosal	ulcers	☐
Rash	☐
Fatigue	☐			-		Fever		☐
CVS

Chest	pain	☐
Dyspnea	☐
Orthopnea	☐ 
Paroxysmal	nocturnal	dyspnea	(PND)	☐	
Easy	fatigability	☐
Cold	extremities	☐
Syncope	☐
Intermittent	claudication	☐
Palpitation	☐
Ankle	swelling	☐
Cyanosis	☐

CNS	

Headache☐
Back	or	neck	pain	☐
Convulsions	☐
Loss	of	consciousness	☐
Dizziness	☐
Tremor	☐
Swallowing	disturbance	& sphincter	control	☐
Sensation	loss	☐ Numbness	☐ Paresthesia	☐ 
Weakness	☐ 
Vertigo	☐
Gait	disturbance	☐
Speech	abnormalities	☐ 
Facial	pain	☐ 
Chewing	difficulty	☐
Vision		☐		Double	vision	☐
Hearing	☐ 
Smell☐ 
Taste	☐ 
Mouth	deviation	☐
Difficulty	closing	the	eye	☐
Horsiness	☐
Urinary	

Loin	pain	☐
Dysuria	☐
Urgency	☐
Frequency	☐
Weak	stream☐ 
Hesitancy	☐
Terminal	dribbling	☐
Urethral	discharge	☐
Anuria	☐ 
Polyuria	☐
Oliguria	☐
Nocturia	☐		
Hematuria	☐		
Incontinence	☐		

Respiratory	

Cough	☐
Sputum	☐
Hemoptysis	☐
Sore	throat	☐
Wheeze	☐
Chest	pain	☐
Dyspnea	☐
Shortness	of	breath	☐
Horsiness	☐
Nose	(runny	…)	☐		

Endocrine	

Appetite	change	☐
Weight	change	☐
Sweating	☐
Skin	changes	☐
Galactorrhea	☐ 
Abnormal	pigmentation	☐
Polyuria	☐
Polydipsia	☐
Polyphagia	☐ 
lethargy	☐		
Impotence	☐		
Heat	or	cold	☐		
Intolerance	☐		
Neck	swelling		☐		
Menstrual	irregularity	☐		

Hematology	

Anemia	
Dizziness	☐ Fatigability	☐ Headache	☐ Dyspnea	☐
Palpitations	☐ Postural	☐ Dizziness	☐ Faintness	☐

Jaundice	☐
Bone	pain	☐
Bleeding	☐
Easy	bruising	☐
Skin	rash	☐
Lymph	node	swelling	
Neck	☐ Axillary	☐ Inguinal	swelling	☐
OB/GYN	

Menstrual	irregularity	☐ 
Menorrhagia	☐ 
Oligomenorrhea☐
Polymenorrhea	☐
Amenorrhea	☐
Dysmenorrhea	☐
Vaginal	discharge	☐
Genital	rash	☐
Infertility	☐
Breast	pain	☐
Nipple	discharge	☐
Integumentary	system	(Dermatology)

Rash	☐
Skin	change	☐
Pigmentation		☐
Change	in	hair	distribution	☐

Systemic	review	


