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SOAP Note: Annual Exam Visit

Name:
Institution:
Course:
Instructor:
Date:


Subjective:
Pt. Initials: B.C.	Age: 32 years		Gender: Female		Race: Hispanic
Insurance: Medicaid
Reason for Visit: Annual exam visit. She is a good historian
Chief Complaints; “I have an annual physical exam due, and I need to establish a new primary care provider.”
[bookmark: _GoBack]History of Present Illness: The patient claims his last annual exam was on April 2020, and physical findings and laboratory tests were normal. She added she tries keeping healthy routine such as brushing daily, eating healthy, works out once in a while and performs breast self-examination (BSE) although she forgets sometimes while she is late for work. She added she visited her dentist for an exam on October 2020; her last eye exam was in December 2020, and there were no significant complaints or concerns. 
PMH: No past medical history, infectious illnesses, or mental health illnesses. 
PSH: No history of past surgical history.
Allergies: He has no known allergies to medications or environmental or food allergies. 
Current Medications: Denies taking any over-the-counter medications (OTC), supplements, or herbal medications. 
Immunization Status: Moderna COVID-19 Vaccine 09/2020, T/dap booster 11/2011. Childhood immunization is up to date, but I cannot remember the dates but promised to send copies to the clinic. 
Diet: She reported avoiding salty meals, energy drinks, soda, and fast food meals. She added that she prefers salads, whole grains, and white meat, such as chicken, in every meal. She avoids taking pork, coffee, and tea and drinks approximately 8 – 10 glasses of water daily.
Exercises/Sleep: She meditates and does yoga in the morning, which helps her relieve stress. She added she has an intact sleep routine sleeping at 10 pm and waking up at 5 am hence sleeping approximately 7 hours a day.
Health maintenance: She wears a safety belt while driving, has smoke detectors, and does not have weapons in her house. 
FMH: Her maternal grandmother died in 2020 at the age of 82 years with a history of hypertension and diabetes, while her maternal grandfather is alive, aged 85, with a history of hypertension and stroke. The medical history of her father and paternal grandparents is unknown. Her mother is 63 years with a history of hypertension and diabetes. She is the only sibling and does not present any medical illness.
Substance Use History: She denies smoking, ETOH intake, or abuse of illicit drugs. 
Social History: She works as an on-call registered nurse and lives in an apartment with her cousin. 
Sexual History: Menarche 12 years, regular periods, and her last menstrual cycle 03/11/2023. She is single, heterosexual, with a male partner for approximately three years. She admits rarely using contraceptives or any form of protection. She added they have not tested for STDs recently. 
Review of Systems: 
General: Denies pain, fatigue, weakness, chills, sweating, and fever.
Skin: No visible skin lesions, rashes, or itchiness.
Head: Denies headaches or recent trauma or scars.
Eyes: Denies blurry vision, redness, change in vision, dry eyes, teary eyes, floaters, or eye pain.
Ears/Nose/Throat: Denies pain, reduced hearing, or tinnitus. Denies runny nose, reduced smelling, or epistaxis. No sore throat, oral lesions, hoarseness, difficulty swallowing, facial pain, or jaw pain.
Breast: Denies swelling, discharge, or masses.
Cardiovascular: Denies chest pain, discomfort, tachypnea, palpitations, and edema on lower extremities. 
Respiratory: Denies wheezing, pleuritic pain, coughing, hemoptysis, shortness of breath, or dyspnea.
Gastrointestinal: States she has a normal bowel pattern daily. Denies constipation, abdominal pain, nausea, blood in stool, vomiting, diarrhea, hematemesis, or change in appetite.
Genitourinary: Denies urinary incontinence, urgency, painful urination, hematuria, frequent urination, impotence, or hx of STIs/STDs.  
Musculoskeletal: Denies back pain, swollen joints, joint pain or pain, deformity, muscle weakness, stiffness, or loss of range of motion.
Integumentary: Denies itching, rashes, dryness, or signs of genital lesions
Neurological: Denies dizziness, ataxia, seizures, paranesthesia, loss of memory, numbness, or tingling in the upper and lower extremities.
Endocrine: Denies heat or cold intolerance, increased thirst or hunger, and excessive sweating.
Psychiatric: Denies history of psychiatric conditions, sadness, anxiety, or suicidal or homicidal ideations.
Hematologic:  Denies history of blood transfusion, easy bruising, or anemia. 
Lymphatic: Denies painful or swelling lymph nodes. 
Objective:
Physical Exam:
Vital Signs: Temp: 97.60 F, Ht.- 5’3”, Wt.- 120 lbs., BMI- 21.8 kg/m2, B.P.: 112/70, H.R.- 84, RR-20, O2- 96%, pain – 0/10.
General: The patient is alert and oriented. Well-groomed and well-nourished with kemp hair. Appears his age. She does present any signs of acute distress, maintains eye contact, is a good historian, and answered questions appropriately.
Face: Symmetrical face with no scars or signs of trauma. Evenly distributed eyelashes. No face dropping. Intact facial sensation. TMJ is nontender with intact mobility.
Skin: Warm, dry, and intact skin. No petechiae, ecchymoses, rashes, or lesions.
HEENT:  
Head; Normocephalic, coarse hair in texture, no hair thinning or scalp lesions noted. No hematomas, lumps, cysts, or depressions were palpitated.
Eyes; PEPRLA. EOM intact. Pink conjunctiva. No redness on eyelids, no excessive lacrimation, and non-tender lacrimal ducts. Clear cornea with no signs of abrasion. Visual acuity is 20/20. Sclera is white. Round iris and intact.
 Ears; Translucent tympanic membrane with positive 5 o’clock and 7 o’clock cone light on both ears. No drainage or tenderness was noted. Pink ear canal with no excessive cerumen. Positive whisper test.
Nose; Clear nares, non-tender sinuses. Pink nasal mucosa. Symmetric with no discharge. No deformities and intact smelling. 
Mouth/Throat; Pink and moist oral mucosa, intact detention with no exudate. No bleeding gums or infection. Intact tongue and palate. No oral soles. No deformities. +1 Grade tonsils. Uvula midline that rises during ‘ahh” test. Swallowing and Gao reflex intact. 
Neck: No thyromegaly. Non-tender and freely movable bilateral posterior. Trachea at the midline. No supraclavicular lymphadenopathy. No palpable masses. Asymmetrical thyroid glands that rises during swallowing. ROM intact in shoulder and neck with a strength of 5/5.
Breast: Symmetric, non-tender, with no swelling, discharge, or masses. 
CVD: S1 and S2 heart sounds. RRR with no murmur or rubs. Warm, dry, and well-perfused extremities. No bruits on carotid. Capillary refill in less than two seconds. +2 radial and pedal pulse. PMI at 5th intercostal space.
Respiratory: Normal chest excursion. No cyanosis and anteroposterior (A.P.) diameter. Chest raises symmetrically. Clear lung sounds. No deformities and resonance are present on percussion.
GI/GU: Soft, round, non-tender abdomen. Normoactive bowel sounds on all four quadrants. The liver spans 7cm, and the kidneys are palpable. No organomegaly and negative CVA tenderness.
Musculoskeletal: Symmetrical and intact range of motion on all extremities. No edema, cyanosis, or clubbing on all extremities. 
GYN/Pelvic: Intact skin with no open lesions, bruises, rashes, or discoloration. Scant pubic hair. Moist mucosa and slightly reddened vagina and vaginal walls. Pink cervix and no lesions.
Rectal: No hemorrhoids or fissures
Neurological: Oriented X4 to time and place. Clear speech, normal gait, and sensation intact on all extremities with a strength of 5/5.
Hematologic/Lymphatic: No lymphadenopathy.
[bookmark: _Hlk131948895]Diagnostic /Laboratory Tests:
Diagnosis/Assessment
· ICD Z00. 00 - Encounter for general adult medical examination without abnormal findings.
The ICD-10 Z codes (Z00–Z99) are preventative services appropriate to evaluate factors that may influence health status and contact with health services and commonly used to identify the reason for health care encounters, identification of first-listed or principal diagnosis and provision of essential information based on circumstances that might affect the health care of the patient and treatment process (Friedman & Banegas, 2018). The Z code enables quick data entry to support clinical flow, including operations such as reporting, clinical data such as quality assurance, and research such as empirical studies. According to ICD-10-CM Official Guidelines for Coding and Reporting under the Centers for Disease Control and Prevention (CDC) recommendations, it is crucial to conduct routine and annual physical exams and laboratory tests to identify health issues and effectively initiate treatment and management immediately (CDC, 2021). In this case, the patient reported to the clinic for her due annual exam
· ICD Z23 - Encounter for immunization.
Code Z23 is meant for encounters for immunizations and vaccinations. The code indicates that each patient being seen should receive a prophylactic immunization against diseases as required to identify and administer injections and the type of immunization given as a routine pattern for preventative health care (CDC, 2021, pp.97). The patient received the Tdap vaccines more than ten years ago against the recommended guidelines for all healthcare professionals to receive an inoculations booster every ten years against pertussis (CDC, 2022). The patient is advised to take Tdap vaccines since all her immunizations are up to date. 
· ICD Z11 - Encounter for screening for infectious and parasitic diseases.
The U.S. Preventive Services Task Force (USPSTF) recommends that clinicians to a screening of adults 18 years or older with increased risk of infections who are insured under Medicaid to reduce the risk of infection through counseling as a preventative measure, including HIV, STD counseling, intimate partner violence, gonorrhea, syphilis, Hepatitis B and C and chlamydia (Murphy & Cataldo, 2016). The client stated she is sexually active but rarely uses protection; hence, she should be advised to screen for any infection risk or STDs/STIs. 
Plan:
Laboratory Tests; Health screening tests, including medical tests, should be performed on asymptomatic patients to assess their likelihood of having certain diseases as an early diagnosis complete blood count (CBC), comprehensive metabolic panel (CMP), check blood pressure, lipids (total cholesterol, LDL, and HDL) and blood sugar levels including lipid profiles and fasting blood glucose to detect diabetes and risk of heart diseases (Givler & Givler, 2023). As well assessing C-reactive protein (hs-CRP), resting EKG, exercise stress testing, and coronary artery calcium (CAC) can also be used in patients with heart disease risk factors. The U.S. Preventive Services Task Force (USPSTF) and the American Academy of Family Physicians (AAFP) recommend broad screening and determine the pros and cons of innumerable screening tests. Other tests include urinalysis, sexually transmitted panel test, and TSH levels to assess the risk of STDs, vitamin deficiency, thyroid issues, and other common health issues (Viera, 2020).
Patient Education; The patient should be educated to eat balanced diets with low fat, carbohydrates, avoid red meat and take meals with high fiber such as whole grains and more vegetables and fruits (Viera, 2020). The patient should continue observing her 8 to 10 glasses daily water drinking habit. It is crucial to advise engaging in physical activities including aerobic exercises for 150 minutes at least thrice weekly (Viera, 2020). The patient should be educated on monitoring abnormalities or changes in her health and provided with an emergency number. 
Follow-up: The patient should return to the clinic to collect results from varying laboratory tests. The patient can call or make an appointment with the clinic in case of urgent health issues. The next annual exam should be scheduled for April 2024.  
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