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INSTRUCTIONS

¢ You are supposed to take histories and clinical examination of 05 obstetric and 5

gynecological patients admitted in ward of each unit and make presentation with tutor.

«+ Write down these cases with diagnosis and management and get these signed by registrar

on duty.



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 1

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 2

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 3

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 4

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 5

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 6

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



« Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 7

Registration No:
Age:
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:




Personal History

General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
e Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

O Inspection
O Palpation

6

O Auscultation

O Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 8

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



« Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 9

Registration No:
Age:
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:




Personal History

General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
e Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

O Inspection
O Palpation

6

O Auscultation

O Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



«+ Biodata:
Bed no: DOA:
Name:

Gravida:

Presenting Complaint:

History of presenting illness:

Obstetrics Gynecology Sheet

Case No. 10

Registration No:
Age :
Para: LMP:

EDD:

Address



Obstetric History:

Pregnancy
no

Gestation Place of Duration Mode of

Abortion weeks delivery Of labour delivery

sex

outcome

APH/
PPH

Vaccination/
Breast feeding

Menstrual History:

Menstrual Cycle
Mentrual Flow
Dysmenorrhea
Dysparunea
Intermenstrual Bleeding
Post Coital Bleeding
H/O Of Pap Smear

Vaginal Discharge

Past Medical & Surgical History:

Family History:

Personal History




General Physical Examination :

Appearance: position:

Pulse: B.P: Temp:
Dehydration status: Palor:
Jaundice: Bruises:

Cyanosis: Lymph nodes:

Varicose veins

Others:

Systemic Examination:
e GIT:

e Oral cavity:

Respiratory system:
o Nose:
e Pharynx:
e Trachea:
e Chest:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Others

Cardiovascular system:
A) Precordium:

[0 Inspection
[0 Palpation

6

O Auscultation

0 Others

Resp. rate:

Koilonychia:

Pedal edema:



B) Arteries
C) Veins
Nervous system:

Higher mental functions
1) Level of consciousness
2) Speech

3) Memory

4) Cognition

e Abdomen:
1) Inspection

2) Palpation
3) Percussion
4) Auscultation

5) Hernia orifices

Obstetric Examination:

Findings on inspection:

Findings on palpation:

e sympysio fundal height

o lie

e presentation

e no of fifths palpable above brim
e Amount of liquor

e Contractions

e Estimated fetal weight

e Fetal heart rate



Gynecologic:

Finding on inspection:

e Vulva

e Vagina

e Cervix

e Characteristics of discharge if present
e Digital vaginal examination
e Vulva

e Vagina

e Tenderness at bartholin area
e Cervix

e Uterus

e Adnexa

e Pouch of douglous

Provisional / differential diagnosis

Investigations



Final diagnosis

Treatment

Summary of patient:



