APPROACH TO A PAIENT AT THE OUTPATIENT CLINIC

HISTORY:
1. Personal history:
a. Name.
b. Age.
c. Sex.
d. Occupation.
e. Marital status & offspring.
f. Residence.
g. Special habits of medical importance.
2. Complaint: 
a. The patient own words.
b. Onset, course and duration.
3. History of the present illness:
a. Analysis of the complaint.
b. Analysis of the affected system. e.g. ear.
c. Analysis of other related systems. e.g. nose, larynx and pharynx.
d. Mention positives then negatives.
e. Mention data in a chronological manner.
4. Past history:
a. Medical and surgical events that are not related to the current clinical condition of the patient.
5. Family history:
a. Consanguinity.
b. History of similar conditions in the family.
c. History of other diseases that run in family.







EXAMINATION:
1. General examination:
a. General look.
b. Vital signs: BP, HR “rate and rhythm”, RR “rate and rhythm”, temperature.
c. Systematic review: 
i. HEENT “head, eye, ear, nose, throat”.
ii. Neck.
iii. Heart.
iv. Lung.
v. Abdomen.
vi. Neurology.
vii. Musculoskeletal.
viii. Extremities.
2. Local examination: specified according to the affected system.
INVESTIGATIONS:
1- Laboratory: e.g. hematology, serology, immunology.
2- Radiological: e.g. plain x-ray, CT, MRI, US, isotope scan.
3- Miscellaneous: e.g. biopsy, endoscopy, PTA.
TREATMENT:
1- Surgical.
2- Non-surgical:
a. Medical.
b. [bookmark: _GoBack]Conservative.
