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SUMMIT RECOVERY CENTERS
Physical Examination Form

	Part I: To Be Completed by Resident



Name:_________________________		Date of Exam: _________
Address: _______________________		SSN: ______________
_____________________________		Date of Birth: _________
_____________________________
Gender:	⃞ Male	       ☐ Female	  ☐ Other: _______________________

Significant Health Conditions: _________________________________
________________________________________________________________________________________________________________________________________________________________________

Current Medications (With Refills): ________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: ________________________________________________

IMMUNIZATIONS:
CoVid: 		Testing: ☐ Negative		☐ Positive	Date: ______
OR
1st vaccination date: ________    2nd vaccination date: ________

Tuberculosis (TB):
Date: ________		Result: ____________

Hospitalizations/Surgeries: ___________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Part II: General Physical Examination (completed by medical provider)



VITAL SIGNS:	Blood Pressure: ____/____	Pulse: _____	Resp: _____	Temp: _____ 	
                                  O2Sat: ____%	     Ht: _____	   Wt: _____         Pain: _____

 
	System Name
	Normal Findings?
	Comments/Description

	Eyes/Ears/Nose
	⃞ Yes              ☐ No
	

	Mouth/Throat
	⃞ Yes               ☐ No 
	

	Head/Face/Neck
	⃞ Yes             ☐ No
	

	Lungs
	⃞ Yes             ☐ No 
	

	Cardiovascular
	⃞ Yes             ☐ No 
	

	Extremities
	⃞ Yes             ☐ No
	

	Gastrointestinal
	⃞ Yes             ☐ No
	

	Musculoskeletal
	⃞ Yes             ☐ No
	

	Integumentary
	⃞ Yes              ☐ No 
	

	Renal/Urinary
	⃞ Yes             ☐ No
	

	Endocrine
	⃞ Yes             ☐ No 
	

	Nervous System
	⃞ Yes             ☐ No
	



ADDITIONAL COMMENTS: 	CIWA Score: _____		COW Score: _____ 
Withdrawal symptoms: 	☐ Mild		☐ Moderate		☐ Severe

CoVid symptoms: 	☐ No	☐ Yes (need for isolation?): __________________
___________________________________________________

Medications Added, Changed, Deleted Or Refilled: ____________________
________________________________________________________________________________________________________________

Limitations Or Restrictions For Activities:  ☐ No     ☐ Yes (specify): __________
________________________________________________________


________________________	__________________	________
Name of Medical Provider (please print)	Provider Signature			Date	
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