
Head-to-Toe Assessment Documentation
Patient Information

Name:  Enter patient name  DOB:  

Assessment Date:  

General Appearance

Alert, oriented x3, well-groomed, no distress.

Vital Signs

Temperature:  Â°C / Â°F  HR:  bpm  RR:

breaths/min  BP:  mmHg  SpOâ‚‚:

%

Head, Eyes, Ears, Nose, Throat (HEENT)

Normocephalic, PERRLA, EOMI, sclera clear, TMs intact, nasal mucosa pink, oropharynx moist, no lesions.

Neck

Supple, no lymphadenopathy, trachea midline, no jugular venous distention.

Respiratory

Lungs clear to auscultation bilaterally, no rales, wheezing, or rhonchi, chest expansion symmetric.

Cardiovascular

Regular rate and rhythm, S1 S2 normal, no murmurs, pulses 2+ bilaterally, no edema.

Abdomen

Soft, non-tender, non-distended, bowel sounds present x4 quadrants, no masses.

Genitourinary

Bladder non-distended, no suprapubic tenderness, voiding without difficulty.

Musculoskeletal

Full ROM, no deformities, no tenderness, gait steady.

Skin



Warm, dry, intact, no rashes or ulcers.

Neurological

Alert, oriented, cranial nerves II-XII grossly intact, strength 5/5, sensation intact.

Psychosocial

Mood appropriate, interacts pleasantly, no distress.
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