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Item Did  Did Not do  

1. SETTING THE STAGE FOR THE INTERVIEW   
a. Introduced him/herself by name.   
b. Identified his/her role.   
c. Asked for the patient’s full name.   
d. Stated the patient’s full name.   
e. Used the patient’s preferred name/mode of address.   
f. Asked the patient’s age.   

g. Ensured patient readiness, comfort, and privacy (removed any 

barriers to communication). 

  

h. Ensured patient comfort and put the patient at ease.   

i. Elicited or commented on some personal quality or observation 

about the patient to elicit (a) rapport. 

  

2. OBTAINING THE AGENDA AND CHIEF CONCERN   
a. Indicated the time available.   
b. Indicated her/his own needs for the visit.   
c. Elicited a full list of the patient’s concerns starting with presenting 
concern. 

  

d. Summarized and finalized the agenda (negotiated specifics if there 

were too many items on the agenda.) 

  

3. INFORMATION GATHERING PROCESS   

a. Used concise, easily understood questions and comments 

(avoided medical jargon; avoided inappropriate vernacular.) 

  

b. Used open‐ended and closed questions appropriately, moving 

from open to closed. 

  

c. Avoided use of leading questions. (e.g., “you don’t have chest 

pain, do you?”) 

  

d. Approached the patient in an organized way.   

e. Asked the patient if he/she has any thoughts about what might 

be causing the chief concern. 

  

f. Used transition statements to explain when moving to a different 

type of question/section of the interview. 

  

g. Summarized and verified the patient’s responses   
h. Asked for and incorporated corrective feedback.   

i. Elicited information from the patient and responded to it with 

follow‐up questions in a non‐invasive, non‐judgmental manner. 

  

4. HISTORY OF THE PRESENT ILLNESS (HPI)   
a. Characteristics ( both quality and severity)   
b. Location and/or radiation   
c. Onset and/or duration   
d. Symptoms associated with the concern   
e. Exacerbating factors   
f. Relieving factors   
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Item Did so Did Not do so 
5. PAST MEDICAL HISTORY   
a. Allergies and/or drug reactions   
b. Medications   

i. Current/recent prescription medications   
ii. Current/recent over the counter medications   
iii. Current/recent herbal/alternative medications   

c. Medical history   
i. Major diseases   
ii. Major treatments   
iii. Toxins and/or industrial exposures   
iv. Doctor visits in the last year   

d. Surgical history   
i. Surgical procedures, inpatient and date   
ii. Surgical procedures, outpatient and date   

e. Hospitalizations and date   
f. Gynecologic/Obstetric (female)   

i. Menstrual history (onset of menses, cycle length, and/or # 

number of pads daily) 

  

ii. Pregnancy/Childbearing   
iii. Complications of pregnancy   
iv. Menopause (onset)   
v. Contraception (birth control pills and/ or other means)   
vi. History of sexually transmitted diseases   
vii. Mammogram   
viii. Last Pap smear   

g. Immunizations (tetanus‐diphtheria in all patients)   

h. Diet (e.g. What did the patient eat the day before, including meals 

and snacks? Salt intake? Fiber intake? Caffeine intake? Sugar 

intake in patients who have diabetes?) 

  

i. Trauma history (prior history of injury and how injury was 
treated) 

  

j. Growth and development and childhood diseases   
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6. FAMILY MEDICAL HISTORY   

a. Summary of ages of immediate family members (including 

whether parents and siblings are alive and causes of death.) 

  

b. Summary of and states of physical and mental health of 

immediate family members (including depression or substance 

abuse) 

  

c. Family members with similar symptoms and signs   
d. Presence of chronic and/or infectious diseases in family 
members 

  

e. Family relationships (note family interaction patterns‐ e.g., happy, 

stressful, competitive, distant, dysfunctional, loveing, angry 

  

7. PERSONAL/SOCIAL HISTORY   

a. Marriage/other relationships and outcome (e.g. spouse, partner, 
children) 

  

b. Household composition/living situation (e.g. alone or with 

others, relationships; care giving) 

  

c. Ethnicity   

d. Sources of social support (e.g., friends, community, 

(organizations, pets, spiritual beliefs or community) 

  

e. Personal background (any three of education, occupation, 

military, travel, religion, dwelling, financial, stress) 

  

f. Directives for care (e.g. living will, health care, power of 

attorney, transfusions, known health risks) 

  

8. PREVENTIVE/RISK FACTORS   

a. Preventative (any three of recreation, exercise, firearms, seat belts, 
smoke detectors, current stressors, periodic health 
examinations) 

  

b. Tobacco current use   
c. Tobacco past use   
d. Alcohol current use   
e. Alcohol past use   
f. Recreational drugs current use   
g. Recreational drugs past use   
h. Sexual history   
i. Sexually active   

i. Partners (must ask male/female/both)   
ii. Practice safe sex   

iii. History of sexually transmitted disease    

j. Occupational hazard/environmental exposures   

k. Violence risk: (e.g., Do you feel safe? Are you afraid of anyone? 

Has anyone hurt you?) 

  

9. REVIEW OF SYSTEMS (Within the last year have you 
experienced….) 

  

a. General   
i. change in weight?   
ii. change in appetite?   
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iii. overall weakness?   
iv. lack of energy? (fatigue)   
v. fevers, chills, or sweats?   
vi. lack of enjoyment in life? (anhedonia)   

b. Skin   
i. sores?   
ii. itching or rashes?   
iii. color or texture changes?   
iv. hair or nail changes?   
v. changes in mole(s)?   

c. Endocrine   

i. the thyroid gland (the area around your Adam's Apple) in 

your neck getting bigger? (thyroid enlargement) 

  

ii. feeling unusually hot or cold? (heat/cold intolerance)   
iii. loss of sexual drive? (libido)   
iv. salt cravings?   
v. excessive thirst?   
vi. hat or glove size getting bigger? (enlarging glove or hat 
size) 

  

d. Hematopoietic   

i. swelling, lumps or bumps anywhere? (lymphadenopathy, 
enlarging glands) 

  

ii. bleeding or bruising tendencies?   
iii. frequent or unusual infections?   

e. Musculoskeletal   
i. frequent fractures?   
ii. trouble with your joints such as pain, stiffness or swelling?   
iii. muscle pain or weakness?   
iv. low back pain?   
v. difficulty moving or walking?   
vi. aching or cramping pain in calves with walking? 
(claudication) 

  

f. Head and Neck   
i. headaches?   
ii. head injury? (trauma)   
iii. neck stiffness?   

g. Eyes   
i. bright flashes of light?   
ii. changes in vision?   
iii. blind spot bordered by shimmering light? (scintillating 
scotomata) 

  

iv. spots in visual field (floaters)?   
v. double vision? (diplopia)   
vi. pain?   

h. Ears, Nose, Sinuses, Mouth and Throat   
i. sore throat?   
ii. painful tooth?   
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iii. decreased or a change in your sense of taste?   
iv. difficult speech?   
v. hoarseness?   
vi. nasal drainage or nosebleeds? (epistaxis)   
vii. change or loss of hearing?   
viii. ringing in the ears? (tinnitus)   

i. Breasts   
i. pain?   
ii. masses?   
iii. discharge?   

j. Respiratory   
i. cough?   
ii. shortness of breath? (dyspnea)   
iii. wheezing or tightness in your chest?   

iv. coughing up a substance such as sputum/phlegm or blood 
(hemoptysis)? 

  

v. chest pain with coughing or breathing? (pleurisy)   
k. Cardiovascular   

i. chest pain?   

ii. shortness of breath when lying down or need to sit up to 
breathe? (orthopnea) 

  

iii. waking up at night with shortness of breath? (paroxysmal 
nocturnal dyspnea) 

  

iv. swelling? (edema)   

v. irregular heartbeats or sensation that your heart is racing or 
skipping beats? (palpitations) 

  

l. Gastrointestinal   
i. difficulty swallowing? (dysphagia)   
ii. heartburn? (reflux)   
iii. feeling like you are going to throw up (nausea)?   
iv. throwing up (vomiting)?   
v. throwing up blood? (hematemesis)   
vi. excessive belching/burping? (eructation)   
vii. excessive gas? (flatulence)   

viii. difficult or infrequent bowel movements (constipation)?   
ix. loose or frequent bowel movements (diarrhea)?   
x. bloody or black tarry stools? (melena)   
xi. belly pain? (abdominal pain)   

xii. yellowish discoloration of the skin/whites of the eyes with 

dark urine that is the color of tea? (jaundice) 

  

xiii. rectal pain (proctalgia), rectal discharge or rectal itching 

(pruritis ani)? 

  

m. Urinary   
i. urinating often? (frequency)   
ii. need to urinate suddenly? (urgency)   
iii. burning when you urinate? (dysuria)   
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iv. urinating blood? (hematuria)   
v. getting up more than once a night to urinate? (nocturia)   

vi. loss of control of urinating? (urinary incontinence)   
vii. pebbles or gravel in your urine? (renal stones)   
viii. slow to start urinating? (hesitancy)   

n. Female Reproductive   
i. vaginal pain?   
ii. vaginal discharge?   
iii. sores or lesions on your vagina?   
iv. heavy periods? Menometrorrhagia   
v. irregular periods?   
vi. lack of periods? (amenorrhea)   
vii. hot flashes?   

o. Male Reproductive   

i. lump or swelling of your scrotum? (scrotal swelling or 

mass/ 
hernia) 

  

ii. scrotal pain?   
iii. discharge from your penis? (urethral discharge)   
iv. sores on your penis?   
v. changes in ejaculation? (bloody, retrograde, premature)   
vi. difficulty getting an erection? (impotence or erectile 
dysfunction) 

  

p. Neurologic   
i. fainting or passing out? (syncope)   
Ii. seizures?   
iii. weakness on one side of your body? (paralysis)   
iv. shaking that you can’t stop? (tremors)   

v. loss of feeling (anesthesia) or numbness (paresthesia) in part 

of your body? 

  

vi. dizziness?   
vii. loss of balance or lack of coordination? (incoordination)   
viii. alterations in consciousness?   
ix. sleep disorder?   
x. memory disorder?   
xi. migraine headaches?   

q. Psychiatric   
i. nervousness? (anxiety)   
ii. being sad or blue? (depression)   
iii. having a really up mood? (mania)   

iv. unwelcome thoughts you cannot get out of your head 

(intrusive thoughts) 

  

v. loss of good judgment and/or insight?   
vi. seeing or hearing things that do not exist? (hallucinations)   

 


