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MEDICAL HISTORY AND ADMISSION EXAMINATION 

 
Resident Name: _________________________________________ Room #: __________ 
Attending Physician: ____________________________________________________________ 
Physician’s Phone: ______________________________________________________________ 
    Office   Home   Answering Service 
 
Objective of Care:     If applicable--Rehabilitation Potential: 
Rehabilitation ___________________________ Excellent ___________________________ 
Maintenance ____________________________ Fair ________________________________ 
Terminal _______________________________ Poor _______________________________ 
 

MEDICAL HISTORY 
(Complete Where Applicable) 

 
Diabetes _____________________ Epilepsy ____________________ Arthritis __________ 
Kidney:  Last Diagnosis__________________________________________________________ 
CVA:  Last Diagnosis ___________________________________________________________ 
Tuberculosis: Last Diagnosis ______________________________________________________ 
Date of Last Chest X-Ray ____________________________________ Place _____________ 
Other Lung Condition: ___________________________________________________________ 
 Last Diagnosis ___________________________________________________________ 
 ________________________________________________________________________ 
Heart: Last Diagnosis ____________________________________________________________ 
______________________________________________________________________________ 
Cancer: Last Diagnosis___________________________________________________________ 
______________________________________________________________________________
 Mental Illness: Yes ______  No ______  Periods of Hospitalization _________________ 
 ________________________________________________________________________ 
Other Diseases (Specify) _________________________________________________________ 
______________________________________________________________________________ 
Permanent Disabilities ___________________________________________________________ 
______________________________________________________________________________ 
Operations ____________________________________________________________________ 
______________________________________________________________________________ 
Habits:  Coffee ___________ Tea ___________ Smoking ___________  Alcohol _________ 
   Narcotics ______________________________________________________________ 
Dietary History 
_________________________________________________________________ 
Sensitivities to Drug and Allergies _________________________________________________ 



Continence:  Continent ____________________________ Incontinent: Feces Only __________ 
 Urine Incontinent ___________________________ Incontinent: Feces & Urine _______ 
Chief Complaints:  Current________________________________________________________ 
______________________________________________________________________________ 

ADMISSION EXAMINATION 
 
Age _____________ Height ___________ Weight ___________ Blood Pressure 
____________ 
Temperature ___________ Pulse ____________ Respiration __________________________ 
 Physical Condition:  Good _____________ Fair ____________ Poor _____________ 
 Mental Condition:  Clear ________  Partly Confused _________ Badly Confused ____ 
 Ambulation:  Self ___________ With Assistance _________  Not Ambulatory ____ 
 Head:  Eyes______________________________________________________________ 
  Ears _____________________________________________________________  
  Teeth _________________________________ Dentures ________________ 
 Chest:  Heart ____________________________________________________________ 
  Lungs ____________________________________________________________ 
Abdomen _____________________________________________________________________ 
Pelvis ________________________________________________________________________ 
Back _________________________________________________________________________ 
Extremities ____________________________________________________________________ 
Open Lesions or draining sinuses __________________________________________________ 
Recent Culture Result and Date, if applicable _________________________________________ 
Behavior Problems ______________________________________________________________ 
______________________________________________________________________________ 
Does patient have a communicable disease?  If so, explain ______________________________ 
______________________________________________________________________________ 
Explain any other special problems, such as emotional disorders, speech, paralysis, 
arteriosclerosis, or Arthritic condition _______________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
Functional Limitations or special needs______________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Admission Diagnosis, state fully (if surgical, state procedure and date) _____________________ 
______________________________________________________________________________ 
 
 
 
Signature Attending Physician _________________________________ Date _____________ 
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