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I. ANAMNESIS (INTEROGATIO)
PASPORT DATA

1. Surname, name

Age 3. Sex

Marital status

Workplace

Occupation

Home address

Date and time of hospitalization

WooNORAN

Diagnosis of the sending hospital

10. Diagnosis at admission

11.Final diagnosis
Basic disease

Complications

Comorbidities

Complaints /at the time of admission/

Complaints /at the time of supervision/




History of disease (anamnesis morbi):

History of life (anamnesis vitae):




I1. OBJECTIVE EXAMINATION

1. General inspection of patient /at the time of supervision/

Overall condition

Skin /skin inspection (color, presence venous grid, local changes in the skin,
rashes), palpation (thickness, elasticity, moisture, temperature, blood vessels'
condition and dermographism)

Mucous membranes

Subcutaneous fat /study of the subcutaneous fat layer: thickness, uniformity of
distribution and consistency (the presence of edema, sclerema), skin turgor/

Swelling

Muscular system /musculoskeletal system inspection: matching of age and gender,
development on  symmetric parts, the tone and the muscle
strength/

Skeletal system /inspection of the skeletal system: the shape of the head, the shape
of the chest, the presence of deformities of the spine, feet; (if there is pain: pain
localization, character, symmetry, conditions for the occurrence, irradiation, from
what decreases or disappears)/




Joints / joints' examination: the shape, the presence of deformities, skin around the
joints, the volume of joints, active and passive motions, tenderness, local
temperature, thickness of the skin over joints/

Inspection of the lymphatic system /size, quantity and mobility of lymphatic nodes,
tenderness/

2. Respiratory System /data of inspection: respiratory rate, breathing through the
nose, the voice, the mucous membrane of the mouth (throat area and the state of
the tonsils), the shape of the chest; palpation: pain, resistance, voice trembling;
percussion:  topographic, = comparative, mobility of lung  edges);
auscultation/




3. Cardiovascular system /data of the examination of cardiovascular system: heart
rate, blood pressure, pulsation of the arteries and veins of the neck; inspection:
apical impulse; palpation: apical impulse (localization, prevalence, height,
strength, resistance); percussion: definition of relative and absolute borders of
cardiac dullness; auscultation: the characteristic of heart sounds, noises (if
auscultated): intensity, tone, point of opt listening, relation to the systole and
diastole/




4. Digestive system /data of the examination of the digestive system. Inspection:
tongue, belly (involvement of the abdominal wall in the act of breathing,
symmetry); palpation of the abdomen: the superficial palpation, peritoneal signs,
deep palpation (sigmoid, transversum, cecum, ileum - consistency, mobility,
elasticity, tenderness); palpation of the pancreas - consistency, mobility, flexibility,
tenderness; palpation of the liver, gallbladder, spleen; determination of liver size/




5. Urogenital system/ data of kidney palpation (determine the lower pole of the
kidney, tenderness, if possible kidney palpation), Pasternatsky symptom/

6. Nervous system /intellect, memory, sleep, speech/

7. Endocrine System /examination of the thyroid gland — palpation. If the thyroid
is enlarged, to assess the degree of increase according to the WHO classification,
the presence of growth failure and development of the body/

ITII. PRELIMINARY DIAGNOSIS

/to substantiate the preliminary diagnosis on the basis of complaints, anamnesis,
results of examination /




Survey Plan /to develop a plan of additional examination of the patient using
laboratory and instrumental
methods/




IV. Data of the additional methods of investigation

/to write the results of laboratory and instrumental studies with their interpretation
and conclusion/







V. DIFFERENTIAL DIAGNOSIS







V1. FINAL DIAGNOSIS

/to justify the final diagnosis based on all complaints, physical examination data,
data of additional methods of examination, to establish a diagnosis based on
current clinical classification of diseases (basic, primary complications,
comorbidities)/







VII. ETIOLOGY AND PATHOGENESIS OF THE DISEASE




VIIl. COMPLICATIONS

/to list all the possible complications of the disease and whether they are present in
supervised patient/




IX. CHARACTERISTICS OF THE DISEASE

/to specify the characteristics of the course of the disease according to the literature
and an individual patient/

X. TREATMENT AND PREVENTION

[first to specify the treatment of the underlying disease, then assign regimen, diet
and medications to the patient, indicating the feasibility of using each method and
product, identify  rehabilitation measures  (maintenance  therapy)/










XI. PROGNOSIS

/regarding recovery, life, disability/

XII. COURSE OF THE DISEASE

Date

Patient status

Indications




Date

Patient status

Indications




XIII. EPICRISIS







References used for the writing of case history:



