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Yeditepe University Faculty of Medicine – Phase IV (Year 4) Pediatrics Clinical Clerkship

Student Information Form
(This form will serve as the first page of the student portfolio)





Full Name:	Student ID No:




Address:





Phone (Home/Mobile):	E-mail:



Place and Date of Birth:







Clerkship Period:







Head of the Department/ Clinical Educator: 

MEDICAL HISTORY FORM

	Date
	
	Interview Location
	

	Student Name / Student ID No.
	




Patient Full Name:

	Chief Complaint(s) and Symptom Characteristics (onset, frequency, persistence, etc.)
	

	Past History

Age:
Mode of Delivery and Gestational Age (weeks): Past Illnesses:

Nutritional History:

Allergies:
Regular Medications:
Immunization History (vaccines received):
	

	Family History (malignancy, hypertension, heart disease, asthma, diabetes, arthritis, allergy, hematologic disorders, etc.)

Mother: Father: Siblings: Other:
	



Review of Systems


General condition and Pediatric Assessment Triangle (PAT) (presence of general condition–respiratory–circulatory and neurological findings, vital signs, sweating, weight loss, malaise, fatigue, tiredness, sleep pattern, etc.)



Head and Neck




Headache:	Epistaxis:

Dizziness:	Oral sores/ulcers:

Hair:	Gum bleeding:

Visual impairment:	   Teeth:

Burning/stinging/pain in the eyes: 
Hoarseness: 
Ottorhea:
Hearing loss:
Neck pain/swelling:

Respiratory System




Shortness of breath (dyspnea):	Wheezing:

Tachypnea:	Cyanosis:

Cough:                                                                                           Chest pain / relationship to breathing:

Sputum production:	Hemoptysis:

Cardiovascular System





Murmur
Cyanosis:


Dyspnea:                                                                                        Venous circulation disorder:

Tachypnea / Orthopnea:                                                              Syncope:

Chest pain:                                                                                    Color change in the extremities:

Edema:
Gastrointestinal System



Abdominal pain (location, radiation,	Constipation: relation to meals, response to medication, etc.):


Diarrhea (onset, frequency/number of defecations, consistency, mucus/blood):                                                                            
 Hematemesis:
   
     Melena:
 
  Jaundice:	

Nausea: Dyspepsia:   Appetite:          Abdominal distension:	Comment by M.U: Musculoskeletal and Nervous System (pain, weakness, limitation of movement, swelling, redness, etc.)



Joints:



Extremities:




Spine:

Skin


Color change:	Subcutaneous swelling:

Itching:	Pallor:

Dryness:	Other:

   Rashes:






Other complaints:







Faculty Supervisor / Faculty Member Stamp and Signature:

PHYSICAL EXAMINATION FORM



	Date
	
	Interview Location
	

	Student Full Name / Student ID No.
	



Patient

Full Name:	Age (years and months):	Sex:


School or daycare attendance status:


	General Condition

	
Blood pressure (BP): Pulse:Respiratory rate:
	Temperature:
Height (cm): Weight (kg):

	Level of consciousness (interest in surroundings, ability to make eye contact, alertness, or ability to be awakened from sleep):

Distress (dyspnea, tachypnea, orthopnea, other):

Body habitus (obese, normal, thin, cachectic):
	

	Skin(pallor, pigmentation, jaundice, rashes and subcutaneous nodules, skin induration, cyanosis, turgor, tone, edema, hair, nails, etc.):
	




	Head and Neck

	
Face (hair and scalp, skull size, deformity, pigmentation, scars and lesions):
	

	

Eyes (position, movements, vision, conjunctivae, cornea, iris, lens, and pupils):
	

	
Ears (lesions on the auricle, etc.; hearing status):
	

	

Nose and paranasal sinuses (deviation, obstruction, epistaxis, sinus tenderness):
	



	

Mouth, tongue, pharynx
(color, presence of enanthem, presence of thrush, structure of the mucosae, ulcers, nodules, condition of the tongue and gums):
	

	

Neck (posture, movements, lymph nodes, masses, thyroid gland, venous and arterial pulsations):
	




	Thorax, Lungs, and Heart

	

Thorax and Lungs Inspection: 
Palpation: Percussion: Auscultation:
	

	Heart–Circulation Inspection: 
Palpation: Percussion:
Auscultation
	

	Abdomen

	Inspection: Auscultation: Percussion:
Palpation:
	

	
Palpation of the liver:
	

	
Palpation of the spleen:
	

	
Palpation of the kidneys:
	




	Extremities and Joints

	
	*UPPER
	LOWER

	Inspection

(deformity, color change, edema, etc.):




Limitation of movement – tenderness:




Reflexes:
	
	





	Central and Peripheral Nervous System

	
Level of consciousness
	

	
Tone
	

	
Reflexes
	

	
Cranial nerves
	

	
Balance
	

	
Sensation
	



Faculty Supervisor Stamp and Signature MEDICAL HISTORY AND PHYSICAL EXAMINATION SUMMARY FORM

	Date
	
	Interview Location
	

	Student Full Name / ID Number
	


 Patient

Full Name:	Age:	Sex:
Chief Complaint / Reason for Visit:












Summary of Medical History and Physical Examination Findings:











Possible Diagnoses:
1.	3.
2.	4.
Learning Objectives Identified from This Patient Encounter











Faculty Supervisor / Faculty Member Stamp and Signature

Patient Interview Self-Assessment Form


Student Full Name:	Student ID No.:
   Patient Full Name:	Date:

Explanation: This form has been prepared to help you conduct a self-assessment of your own performance based on your interviews with patients. Please mark your assessment for each item according to the scale below. After evaluating the sub-items, mark the main headings shown in bold (general assessments). Use the back page to write by analyzing your strengths and weaknesses. After completing this form, add it to your portfolio. Please complete the form honestly. No grades will be given for any of the self-assessments.


(1)very poor	(2)poor	(3) fair	(4) good  (5) very good (NA) Not applicable / Unable to assess

	1. Medical History (your overall assessment)
	1
	2
	3
	4
	5
	NA

	1.1. Eliciting the biomedical perspective (the patient’s chief complaint(s) and the characteristics of the complaint(s); the onset; how long it has been present; frequency; whether it is persistent; whether it changes under specific conditions; periodicity; review of relevant systems)
	
1
	
2
	
3
	
4
	
5
	
NA

	1.2.Eliciting the background perspective related to the patient and the illness (personal characteristics; past medical history—medications used and habits; family history information)
	1
	2
	3
	4
	5
	NA

	1.3. Eliciting the patient’s perspective (the patient’s feelings and thoughts about the illness and expectations from the physician)
	1
	2
	3
	4
	5
	NA

	2. Physical Examination (your overall assessment)
	1
	2
	3
	4
	5
	NA

	2.1. Assessment of general condition (general appearance and level of distress, level of consciousness, vital signs—pulse, respiratory rate, blood pressure, body temperature)
	1
	2
	3
	4
	5
	NA

	2.2.Examination of the head and neck (head, eyes, ears, nose and paranasal sinuses, oral cavity and pharynx, neck examination, palpation of the carotid pulse)
	1
	2
	3
	4
	5
	NA

	2.3.Examination of the thorax, lungs, and heart
	1
	2
	3
	4
	5
	NA

	2.4. Abdominal examination
	1
	2
	3
	4
	5
	NA

	2.5. Examination of the extremities and joints (temporomandibular joint, shoulder and upper extremities, spine, hip and lower extremities)
	1
	2
	3
	4
	5
	NA

	3. Communication Skills (your overall assessment)
	1
	2
	3
	4
	5
	NA

	3.1. Initiating the interview (greeting the patient, learning the patient’s name and introducing yourself, inviting the patient in and offering a seat, asking the patient’s age and occupation)
	1
	2
	3
	4
	5
	NA

	3.2.Your verbal communication (using clear language, appropriately using open- and closed-ended questions, summarizing, explaining the procedures you perform during the physical examination)
	
1
	
2
	
3
	
4
	
5
	
NA

	3.3. Your nonverbal communication (maintaining eye contact, demonstrating that you are actively listening to the patient)
	1
	2
	3
	4
	5
	NA

	3.4. Conducting the interview with an appropriate flow (in a manner that meets the patient’s expectations, is aligned with the nature of the complaint(s) and the patient’s emotional state, and establishes a clear, warm, and friendly relationship)
	
1
	
2
	
3
	
4
	
5
	
NA

	Closing the interview (planning the next steps and seeing the patient off appropriately with a greeting)
	1
	2
	3
	4
	5
	NA
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