REPORT OF PHYSICAL EXAMINATION
Patient’s Name___________________________    Patient’s DOB_____________

Last period:_____________  Due Date:___________  Normal Weight:_________

This young woman appears to be free from communicable disease. 

Yes_____  No_____

Is this patient considered a “high risk” pregnancy?  Yes_____   No______

If yes, why is she "high risk"? _________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________

Is this patient presently on medication?  Yes______  No______

If yes, please list medication and instructions: ____________________________
___________________________________________________________________________________________________________________________________________________________________________________________________
Are there any recommendations as to future care, future tests, or treatment(s), and immunization?  Yes________  No_________

If yes, please describe: ______________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________        
__________________

Physician or Nurse Signature



 Date



