
M2 Physical Diagnosis Course 
Guidelines for Obtaining and Writing Up the History and Physical 

 
 

Students sometimes get confused about how to write up a history and physical because by the time the 
write-up is completed, the diagnosis has already been made and treatment started, making the diff erential 
diagnosis obsolete. You should approach your write-up as if you are writing it immediately after the 
patient has arrived on the floor, using only the information that would have been available to you at that 
time. Then give the diff erential diagnosis these findings suggest, ignoring the patientÕs ultimate diagnosis. 
 
There are a few different ways to organize the history and physical write-up; the most important thing is 
to be complete. Your write-ups should include the following sections: 
 
• Chief Complaint (CC) 
• Source 
• History of the Present Il lness (HPI) 
• Past Medical History (PMH) 
• Medications 
• Drug allergies 
• Family History 
• Social History 
• Review of Systems (ROS) 
• Physical Exam (PE) 
• Studies/Tests 
• Summary Statement 
• Problem List 
• Impression and Plan 
 

Chief Complaint 

The CC is what brought the patient to seek help. The CC represents the patientÕs perspective; if possible, 
it is expressed in the patientÕs own words: 

CC: ÒI feel like an elephant is sitting on my chestÓ (not ÒRule out MIÓ) 

CC: ÒMy emphysema is getting worseÓ (not ÒCOPD flareÓ) 

Source 

Note where you obtained the information in the history Ð e.g., the patient, a family member or friend, a 
medical chart, other physicians, etc. You may include a comment on how complete or reliable you feel 
the information is; if you do, specify why you have questions about the history. 

Source:  The patient, who appeared intoxicated, and the patientÕs wife, who has only very 
limited knowledge about the patientÕs health history. 

 

History of the Present Illness 
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GIVE THE STORY IN AS LINEAR A FASHION AS POSSIBLE. 
 
Make an opening statement:  The opening statement describes the patient and the setting in which the 
present illness occurred. It usually includes the patientÕs age, sex (ÒmanÓ or ÒwomanÓ is preferable to 
ÒmaleÓ or ÒfemaleÓ), ethnic background/race (some choose to leave this out here and include it in the PE), 
and major medical history. 

HPI: Mr. Ng is a 60-year-old Asian man with a past medical history significant for 
diabetes who is admitted for a two-week history of cough with two episodes of 
hemoptysis. 

Characterize the chief complaint on a time line:  Begin the story at the point at which the patient last felt 
well or was last in his or her usual state of health. 

HPI: É Mr. Ng was in his usual state of health until two weeks prior to admission when 
he began to be bothered by a dry cough. 

Characterize the chief complaint Ð seven traditional dimensions: 
1. location Ð applies to any symptom that may be restricted to one location, particularly pain (e.g., 

wouldnÕt apply to a cough) 
2. quality Ð an adjective that describes the symptom Ð again, usually pain: stabbing, sharp, dull, 

throbbing, continuous, vague, pressure, etc. 
3. severity   
4. timing Ð duration, pattern 
5. setting or context Ð what the patient was doing when the symptom started 
6. modifying factors (aggravating/relieving factors) 
7. associated symptoms  

HPI: É Mr. Ng describes the cough as dry and hacking. It has become progressively 
worse over the past two weeks, to the point where he has been unable to sleep for 
more than a few minutes at a stretch for the past three nights. It is for the most part 
nonproductive, but on two occasions he noticed bright red blood on his Kleenex. 
The cough is worse at night, especially when he is lying down. He has had coughing 
in the past with colds, but this cough is more severe and persistent, and an over-the-
counter Òcold remedyÓ did not alleviate his symptoms. Around the same time that 
the cough began, Mr. Ng also noticed that he was feeling intermittently feverish, 
though he has not taken his temperature. He also thinks he may be losing weight, 
because he has had to tighten his belt an extra notch. 

Determine what impact the present illness has had on the patientÕs baseline level of functioning:  Every 
patient, whether CEO or nursing home patient, has a baseline level of functioning.  The chief complaint 
usually impacts that level of functioning. It gives a measure of the severity of illness. 
 
Give the ÒpertinentÓ review of systems:  Determine which organ system the chief complaint belongs to, 
then ask for every symptom on the ROS list for that organ system. Additionally, you may ask questions 
relating to the most likely (or most dangerous) diagnoses suggested by the chief complaint. (Some of this 
will have come out in the Òassociated symptomsÓ above.) 
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Past Medical History 

 
General:  List here any illness that is not covered under one of the specifi c headings below. Give brief 
details as to length of time illness has been present and any important treatment or testing. It may be 
helpful to include pertinent negatives in the past medical history. 

PMH: 
General: 
- Diabetes mellitus Type II, dxÕd age 55, controlled on oral medications, no end-organ damage 
- Hypercholesterolemia, controlled on medications, s/p negative exercise stress test age 59 
- GravesÕ disease, s/p ablation age 49, TSH normal three months ago 
- No history of tuberculosis 

 
Surgeries:  Give dates and hospitals 
 
Hospitalizations 
 
Obstetrical/Gynecologic:  Gravida/para, complications, onset of menopause, last PAP smear and result 
 
Psychiatric 
 
Injuries 
 
Transfusions 
 
Immunizations 
 

Medications & Drug Allergies 

Include information from the patient and, if possible, from the medication bottles themselves. Be sure to 
include alternative therapies, nutritional supplements and over-the-counter drugs.  It is most helpful to 
give medications as a list rather than a paragraph. 
 
If the patient has a drug allergy or adverse reaction, describe the reaction, because this will determine 
whether the drug can be administered again. Documentation in the chart cannot be assumed to be 
inclusive, so always ask the patient. 
 

Family History 

List major illnesses in fi rst-degree relatives (parents, siblings, children). Make sure to specifi cally 
mention diabetes, heart disease, and cancers. You may put the family history into a genogram format, or 
list each relative by his or her relationship to the patient: 

FH:  M age 62 with diabetes, hypertension; F died age 30 of head trauma; 2 siblings alive 
and well; no history of cancer or MI 
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Social History 

A patientÕs social situation can have more bearing on his or her health than most medical interventions.  It 
is often incorrectly reduced to marital status and substance use.  The social history should include the 
following: 

Family situation:  ÒWho do you live with?Ó is a better question than ÒAre you married?Ó 

How the patientÕs time is spent:  Work (type), disability, retired, homemaking, etc. 

Stress and support 

Alcohol:  Inquire about the amount per day and per week. The amount admitted to may be less than the 
actual amount, but do not automatically assume this. Helpful questions are ÒWhat would be a really heavy 
day of drinking for you?Ó or ÒWhatÕs the most you can drink in one sitting?Ó 

CAGE interview: a set of four questions used to screen for evidence of 
alcoholism.  If the answer to any of these questions is yes, further questioning to 
elicit a history of alcoholism is necessary.  (Note that answering one question 
with ÒyesÓ does not prove alcoholism.)  CAGE is an acronym for key words 
found in the four questions: 

C -  Have you ever felt you needed to cut down on your drinking? 
A -  Do you ever get annoyed when someone asks you to cut down? 
G -  Do you ever feel guilty about drinking too much? 
E -  Do you ever need an Òeye-openerÓ in the morning? 

Tobacco:  By convention the number of packs smoked per day is multiplied by the number of years a 
patient has been smoking. For example, for a patient who is 38 years old and has smoked 2 packs per day 
since age 18: Ò+tobacco, 40 pack-years, currently 2 ppd.Ó If a patient has quit, note when. 

Recreational (illicit, ÒstreetÓ) drugs and history of IV drug use:  Should be asked of all patients, even 70-
year-old grandmothers. Patients may be more likely to report use if you do not stress the illicit aspect of 
drug use.  Try to avoid taking notes while discussing this and other sensitive topics; you can write the 
information down later. Be very specifi c: ÒAny cocaine, heroin, amphetamines? Have you ever injected 
drugs, even once?Ó You may need to explain how drug use might be related to a patientÕs problem before 
he or she will tell you about it. It is extremely rare for a patient to be offended by this line of questioning. 

Sexual history 

Review of Systems 

The review of systems must be included on every student write-up. The ROS is from the patientÕs 
perspective; it is a quick rundown of any problems or symptoms the patient has, organized by organ 
system for clarity. It should not include anything that you discover for yourself in the physical exam or 
test results. The ROS information will probably overlap with the HPI and/or the PMH, and you may 
uncover things that you need to add to the PMH. If you have already exhaustively listed the ROS for the 
organ system relating to the chief complaint in the HPI, you may say Òsee HPIÓÑ but donÕt overuse this.  
 
Note that while the ROS is written down in medical terminology, the questions actually asked of the 
patients should be in laypersonÕs terms. The systems covered generally include (not an exhaustive list): 
 
General:  weight loss or gain; appetite; fever, chills, sweats; fatigue; exercise tolerance 
Skin:  rashes, itching, bruising 
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Head:  headaches 
Eyes:  blurry vision, double vision, scotomata, visual field defects, icterus, drainage 
Ears:  abnormal hearing, ear pain, discharge, tinnitus, vertigo 
Nose:  discharge, bleeding, obstruction, sensation of abnormal odors 
Throat:  sore throat, change in voice or hoarseness, mouth pain, dental problems 
Breasts:  masses, discharge from the nipples, pain 
Cardiovascular:  chest pain or pressure, orthopnea, paroxysmal nocturnal dyspnea, peripheral edema, 
palpitations, claudication 
Respiratory:  dyspnea, cough, hemoptysis, wheezing 
Gastrointestinal:  appetite, dysphagia, odynophagia, nausea, vomiting, hematemesis, diarrhea, 
hematochezia, melena, constipation, change in stool color or bowel habits, abdominal pain, jaundice 
Genitourinary:  discharge, lesions, dysuria, hematuria, urgency, hesitation, diffi culty starting stream, 
leakage, erectile dysfunction 
Gynecologic:  date of last menstrual period, dysmenorrhea, menorrhagia, metrorrhagia 
Endocrine:  polyphagia, polydipsia, polyuria; goiter; tremors 
Allergy/immunology:  urticaria, hay fever, asthma, eczema, sensitivities to foods, pollens, dander 
Musculoskeletal:  pain, swelling, stiffness, limitations of range of motion of joints 
Neurologic:  fainting, seizures, paralysis, weakness, atrophy, spasticity, tremor, involuntary movements, 
gait, incoordination, change in sensation, bowel or bladder incontinence 
Psychiatric:  predominant mood, anxiety, phobias, sleep pattern, memory, judgment, delusions, 
hallucinations 
 

Physical Exam 

If the exam was deficient in some respect, state why (e.g., patientÕs level of consciousness, room noise) 
 
General Inspection:  Try to give a picture of the patient; e.g., level of distress, level of consciousness, 
apparent state of health, build, level of nourishment, mobility, posture, dress, grooming, hygiene, unusual 
odors of body or breath 
 
Vital signs:  Blood pressure, pulse, respiratory rate, temperature, height, weight, orthostatics if 
appropriate 
 
Skin:  Pallor, cyanosis, temperature, rashes, etc. 
 
HEENT: 

Head:  Shape, injuries 
Ears:  Canals, tympanic membranes 
Eyes:  Size, shape, symmetry; reaction to light and accommodation (note: donÕt put down ÒPERRLAÓ 
if you really mean ÒPERRLÓ); extraocular movements; fundi 
Nose:  Mucosa, discharge 
Throat/OP:  Mucosa; tongue; palate; gums; dentition 

 
Neck:  Supple/rigid; jugular venous pressure &  carotid pulses/bruits (or defer until cardiac exam); 
trachea; thyroid; lymphadenopathy 
 
Breasts:  [Not done in M2 PDx] 
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Lungs:  Work of breathing; accessory muscle use; transmitted voice sounds (tactile fremitus); percussion; 
auscultation 
 
Back:  Spine (tenderness, deformities); costovertebral angle tenderness 
 
Cardiovascular:  Jugular venous pressure; carotid pulses/bruits; PMI; auscultation of heart; peripheral 
pulses/bruits; edema 
 
Abdomen:  Scaphoid/flat/obese/bulging; bowel sounds; bruits; tenderness; masses; hernias; organomegaly 
(note order: inspection, auscultation, light then deep palpation, then percussion) 
 
Genital: [Not done in M2 PDx] 
 
Pelvic:  [Not done in M2 PDx] 
 
Rectal:  [Not done in M2 PDx] 
 
Musculoskeletal:  Edema, joints, range of motion, pulses 
 
Neurologic: 

Mental status 
Cranial nerves 
Motor (strength: 0-nothing; 1-muscle twitch; 2-with gravity; 3-against gravity; 4-against some 
resistance; 5-full; describe exactly which muscle groups were tested) 
Cerebellar 
Sensory (describe location &  type of sensation tested) 
Reflexes (0-nothing; 1-diminished; 2-normal; 3-brisk; 4-spread/clonus; state exactly which reflexes 
were tested) 

 

Studies/Tests 

Again, the formal write-up should include only data available at the time of admission (usually the results 
from the ER), not results that may come back between the time of admission and when you write up the 
note.  For instance, culture results will generally not be available at the time of admission, unless they 
were done as an outpatient or at an outside hospital. This section may include blood test results, urinalysis 
(dip and microscopy), X-rays, ECG, and others. 
 

Summary Statement 

The summary statement is one or two sentences summing up the important aspects of the history, physical 
exam, and data findings. You may give your most likely diagnosis in the summary statement, or reserve it 
for the fi rst statement of your assessment and plan. 
 

Summary: In summary, Ms. S is a 60 year old woman with a past medical history 
notable only for hypercholesterolemia but with a strong family history of cardiac 
disease who presents with 10/10 substernal chest pain associated with palpitations 
and shortness of breath, elevated cardiac enzymes, and an ECG showing ST 
elevations in the inferior leads. 
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Problem List 

This should include: 
• The problem that brought the patient to medical attention 
• Ongoing medical problems 
• New problems uncovered in the physical exam or test results 
• Potential problems with the patientÕs eventual discharge  
 
You will often see the Problem List folded into the Impression & Plan, but for your write-ups, you should 
keep them separate. 

Impression & Plan 

In this section, you reiterate the list of problems, but here you give your diff erential diagnosis for the 
main problem (and for any new problems that are of unclear etiology). Make a statement like: ÒThis 
presentation is most consistent withÉ Ó and give your number one diagnosis. Highlight the aspects of the 
history, exam, and test results that support your diagnosis. 
 
Next you might say, ÒAlternatively, the presentation could be explained byÉÓ   What follows is the 
differential diagnosis.  Mention the most likely alternative diagnoses and why they are not the most 
likely.  Indicate your level of certainty that the fi rst diagnosis is superior to the alternative diagnoses by 
saying something like ÒX is unlikelyÓ or ÒIt is impossible to distinguish between X and Y as etiologies for 
this presentation based upon the available information.Ó After you have given your differential for a 
problem, write down your proposed plan for diagnosis and/or therapy. 
 
Not every problem on the problem list requires a differential, but you should mention all of them and give 
a plan for each one. 

5. Hypertension: Well-controlled on current medications, no evidence of end-organ 
damage. 

Plan: Continue hydrochlorothiazide 25mg qd 

As a second-year student, you are not expected to necessarily have the ÒrightÓ diagnosis and plan, but you 
should have a reasonable one (and you should be able to give the impression that you have a basic 
understanding of what youÕre talking about!). 
 
 
_____________ 
Anna Headly, MD, MFA, January 2003 
Adapted from: Introduction to Clinical Medicine syllabus, Janet M. Hines, MD, University of Pennsylvania School of Medicine 
Portions drawn from: 
Bates, B. Physical Examination and History Taking, 7th ed. 
Coulehan J, Block M. The Medical Interview: A Primer for Students of the Art. 
Kraytman M. The Complete Patient History, 2nd ed. 


