	Dr.� FORMDROPDOWN ��      Date:__________    Pt._________________________


	VITAL SIGNS


	Height:� FORMDROPDOWN �� ft� FORMDROPDOWN ��in., Weight:_______Ibs., Sex: M � FORMCHECKBOX �� F� FORMCHECKBOX ��


	Temperature: oral ____°F, rectal_____°F, axillary_____°F


	Pulse: ____Beats/min. Rate: � FORMDROPDOWN �� Strength� FORMDROPDOWN ��Rhythm: � FORMDROPDOWN ��Countour:� FORMDROPDOWN ��   


	Respiration: _______Breaths/min. Rate: � FORMDROPDOWN ��Rhythm:� FORMDROPDOWN ��





Palpatory Blood Pressure: Left:                mmHg, Right:               mmHg 


Auscultory Blood Pressure: Left:        /         mmHg, Right:         /        mmHg


Comments:(auscultory gaps / respiration;   rate, rhythm, depth, effort / pulse; contour, rhythm, amplitude) __________________________________________________________________________________________________________________________________________________________________________________


GENERAL INSPECTION (upper body)


	Observe: Head/Face, Hair, Neck, Chest, Back, both arms/hand,, Fingernails.


	Comments:________________________________________________________________________________________________________________________________________________________________________________________________________


	SUPERFICIAL PALPATION(upper body)


                                   HEAD AND NECK                    THORAX                    UPPER EXTREMITY


	Temperature changes:____________________________/__________________________/________________________________


	Edema:________________________________________/__________________________/________________________________


	Muscular tonus:_________________________________/__________________________/_______________________________


Tenderness/trigger points:____________________________________________________________________________________ 


Comments:(lesion; size, shape, consistency, tenderness, temperature, location)_____________________________________________________________________________________________________________________________________________________________________________________________________________


	ARTERIAL PULSES (upper body)


	Temporal:__R__L                                                       Antecubital:__R__L


	Mandibular:__R__L                                                    Radial:__R__L


	Carotid:__R__L                                                          Ulnar:__R__L


	Brachial:__R__L


Comments: (pulse; amplitude, symmetry)________________________________________________________________________





	THYROID INSPECTION


Swollen  Y  N            Any Fixed Tissue Y N           Asymmetrical movement Y N          Is it Midline Y N       Masses/nodules Y N


Comments: (Consistency, size, shape, tenderness, location) ________________________________________________________________________________________________________


LYMPH NODES


HEAD AND NECK                            AXILLARY                                INGUINAL              


	Sub-occipital:__R__L                                      Pectoral:__R__L                                   Vertical:__R__L


	Posterior Auricular:__R__L                             Subscapular:__R__L                            Horizontal:__R__L


	Anterior Auricular:__R__L                              Humeral:__R__L


	Sub mandibular__R__L                                    Thoracic:__R__L


	Sub mental:__R__L


	Anterior chain:__R__L                           Comments:(size, shape, consistency, tenderness, temperature, location)__________


	Posterior chain:__R__L                           ___________________________________________________________________


	Deep chain:__R__L                                 ___________________________________________________________________


Supraclavicular__R__L
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GENERAL INSPECTION (Back, Chest and Lower Extremity)





SUPERFICIAL PALPATION


                                       BACK                                  CHEST                            LOWER EXTREMITY


	Temperature changes:______________________/_______________________________/_________________________________


	Edema                       ______________________/_______________________________/_________________________________


	Muscular tonus:         ______________________/_______________________________/_________________________________


Tenderness/trigger points:____________________________________________________________________________________


Comments:(lesion; size, shape, consistency, tenderness, temperature, location)_________________________________________


_________________________________________________________________________________________________________


	ARTERIAL PULSES (Trunk and Lower extremity)


PMI             __R__L                Posterior Tibial   __R__L               Comments:(pulse; amplitude, symmetry)___________________


Abdominal   __R__L               Dorsalis Pedis      __R__L              ____________________________________________________


	Iliacs           __R__L                                                                      ____________________________________________________


	Femorals     __R__L


	Popliteals     __R__L


MOUTH AND THROAT EXAMINATION


INSPECTION: 


__ External                  __ Teeth and gums


__ Buccal mucosa        __ Soft and hard palate


__ Tongue                    __ Oral pharynx


__ Wharton's ducts       _______Tonsils 


__ Stenson's ducts 


OTHER PROCEDURES: ___Tongue protrusion   ___ Vernet Rideau   ___ Gag reflex


OPTIONAL PROCEDURES: ___Palpation Other


Comments: (lesion: size, shape, location):________________________________________________________________________


	COMPLETE CRANIAL NERVE EXAM


CRANIAL NERVE I: Nostrils Patent? Y____________ / N______________        Nostrils obstucted ? Y    N


R(scents correctly identified)_____________________________________________________________________________ L(scents correctly identified)_____________________________________________________________________________ 


  NOSE EXAMINATION:


   Inspection: __________________________________________________________________________________________


   Palpation: ___________________________________________________________________________________________


   Rhinoscopy:__________________________________________________________________________________________


Comments: ____________________________________________________________________________________________


CRANIAL NERVE II:       Snellen: [ With corrective lenses ]        R____/____     color _____   L____/____  color  ______


Pinhole test: Snellen: [ Without corrective lenses ]                           R____/____                           L____/____


Pinhole test: Snellen: [ Without corrective lenses and pinhole ]        R____/____                           L____/____


Central and Peripheral Visual fields:__________________________________________________________________________


Direct and Consensual Light reflex: (CNII & CNIII ) ______________________________________________________________


Ophthalmoscopic exam 


Anterior: ________________________________________________________________________________________________


Posterior:_________________________________________________________________________________________________


Comments: _______________________________________________________________________________________________


CRANIAL NERVE Ill. IV. Vl 


(Ciliospinal________________________________________________________)


Corneal light reflex:__________________________________________________________________________________________


Cover test:_________________________________________________________________________________________________


Levator Palpebrae___________________________________________________________________________________________


Cardinal fields of Gaze (extraocular muscles):_____________________________________________________________________


Accommodation:____________________________________________________________________________________________


Comments: ________________________________________________________________________________________________
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CRANIAL NERVE V 


Sensory: Light toucho_________________________________________________________________________________________


              Pain (sharp and dull) _________________________________________________________________________________


              Temperature________________________________________________________________________________________


 Motor: Inspection___________________________________________________________________________________________


            Mandibular gait_______________________________________________________________________________________


             Palpation___________________________________________________________________________________________


             Masseter/Temporalis __________________________________________________________________________________


             Pterygoids R__________________________________________L______________________________________________


Deep Tendon Reflex: Jaw jerk       __________   Jendrassik maneuver ________


Superficial Reflex: Corneal (present/absent) R_________L_________


Visceral Reflex: Oculocardiac                 R_________L_________


Comments: ________________________________________________________________________________________________


CRANIAL NERVE VII	


Sensory :Tastes (anterior 2/3 tongue) correctly identified: Sour: R________________________L__________________________


                                                                                        Sweet:R________________________L__________________________


Motor: Inspection     ________________________________________________________________________________________


            wrinkle forehead_____________ close eyes_____________ close eyes against resistance_____________________


            smile_____________ frown____________ puff cheeks_____________ pucker___________grimace (platysma)__________


Autonomic function--Lacrimal


                                 Submandibular_____________________________________


                                 Sublingual_________________________________________ 


Comments: ________________________________________________________________________________________________


CRANIAL NERVE VIII


   EAR EXAMINATION:


    Inspection: R____________________________________ L_______________________________________


    Palpation:  R____________________________________ L________________________________________


    Otoscopy:   R____________________________________ L________________________________________


 COCHLEAR DIVISION 


	Gross hearing:(distance):R_______________	L_________________ 


Weber's test:______________________________   Bing's test:_______________________________ Schwabach's:__________


	Rinne's test: R = _____sec: _____ sec	L = _____sec: _____ sec	


                            BONE        AIR                                 BONE        AIR	


	VESTIBULAR DIVISION 


Nylen Barany R_____________________ L___________________ 


Comments: ________________________________________________________________________________________________


CRANIAL NERVE IX 


Sensory :


	         Tastes (Posterior 1/3 tongue) correctly identified: R____________________________/_______________________________


                                                                                      L____________________________/_______________________________


Superficial Reflex --Gag (Present/absent)     R________ L_________


Visceral Reflex -- Carotid sinus                     R________ L_________


Autonomic function -- Parotid  __________________________________________________________


Comments: ________________________________________________________________________________________________


CRANIAL NERVE X


 Motor:    Vernet Rideau   ____________________________________________________________________________________


                 Swallow           ____________________________________________________________________________________


                 Speech             ____________________________________________________________________________________


Visceral Reflex:Oculocardiac     R__________ L__________ 


Comments: ________________________________________________________________________________________________


CRANIAL NERVE XI


 Motor :   Sternocleidomastoid   R_____ L_____


                 Upper Trapezius         R_____ L_____


Comments: ________________________________________________________________________________________________
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CRANIAL NERVE XII


 Motor : Inspection __________________________________________________________________________________________


              Tongue protrusion ___________________________________________________________________________________


              Tongue against cheek R_____ L_____


Comments: ________________________________________________________________________________________________
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