Week 4 Assignment Template 
Comprehensive Health History and Physical Examination Template 
Part I: Comprehensive Health History (Subjective Data Only) 
Subjective Data 
Chief Complaint (CC): 
History of Present Illness (HPI): 
Past Medical History (PMH): 
Surgical History (PSH): 
Medications: 
Allergies: 
Preventive Health: 
Social History: 
Review of Systems (ROS) (Subjective Data Only – Patient-Reported Symptoms): 
General: 
Skin: 
HEENT: 
Cardiac: 
Respiratory: 
Gastrointestinal (GI): 
Genitourinary (GU): 
Musculoskeletal (MSK): 
Neurologic: 
Psychiatric: 
Endocrine: 
Hematologic/Lymphatic/Immune: 
Part II: Focused Physical Examination (Objective Data Only) 
Physical Examination (Objective Data Only – Do NOT include subjective statements): 
General: 
Skin: 
Head: 
Eyes: 
Ears: 
Nose: 
Mouth/Throat: 
Neck: 
Cardiac: 
Lungs: 
Abdomen: 
Genitourinary (GU): 
Musculoskeletal: 
Lower Extremities: 
Neurologic: 
 
 
 
Part III: Reflection 
Part III, Section 1: Subjective vs. Objective Distinction 
1. Identify two examples where it may have been challenging to separate subjective from objective data. 
2. Explain how you ensured that patient-reported symptoms remained in the history section. 
3. Explain how you ensured that only observable or measurable findings were included in the physical exam section. 
Part III, Section 2: Additional Assessment Questions 
Identify 2–3 additional questions you would ask to strengthen your subjective assessment. 
For each question: 
• State the question 
• Briefly explain why it is important 
• Describe how the response could guide your focused physical examination 
Part III, Section 3: Professional Growth 
Identify one area of your assessment skills that you would like to improve (e.g., documenting vesicular lesions, describing rash morphology, lymph node assessment). Briefly explain how you plan to strengthen that skill. 
 
 
References 
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