
Case report- example  
Name, born  
 
Current illnesss: fictitious story… 
2 year old girl was sent to the hospital by general practitioner for children for one day lasting 
sudden cough and dyspnea. The cough started in the morning, she vomited once in the 
afternoon. In the evening she was distance wheezing, she was pale and had troubles 
breathing according to her mother. She has no rhinitis or fever. Parents add, that in that 
morning, she played and lauhghed with her older sister while eating an apple, followed by 
an episode of severe cough. 
 
History:  
Personal history:  
gravidity, birth data, born in x.gestational week, per sectio cesarea for pelvic end position, 
postnatal adaptation without complications, Apgar score: 10-10-10, birth weight: 3150g, 
birth lenght: 50cm, head circumference: 35cm, icterus,  
Vaccination according to vaccination calendar, special vaccines:… without reaction,  
breastfeeding, complementary food well tolerated 
PMD: normal  
Diet: without restriction 
Morbidity: common 
Hospitalization: 0, Operation: 0, Injury: 0, Seizures: 0 
Dispenzarization: pediatric GP, … 
Allergies: none 
Medication: none 
Family history:    mother: dates important morbidity, medication 
          father  

siblings 
Epidemiology: none 
Social history: live in a house, parents non-smokers, animals:…, attends kindergarden 
 
 
Status presens: antropometric parameters (incl. Percentiles) and vitals, TT: 36,9, BF 45/min, 
HF 140/min,  weight: kg (50.p.), height: cm (50.p.), head circumference: cm (50.p.) 
Girl is tired, exhausted, coughing frequently, concious, cooperates well, afebrile, 
ameningeal, tachypnoic, eutrofic, well hydrated, capillary return up to 3s, skin without 
icterus or cyanosis, clean, no exantema, no petechia. 
Head: mesocephalic, conjunctives pink, ears, eyes and nose without secretion, throat pale, 
tonsiles not enlarged, tongue uncoated, lymph nodes not enlarged 
Chest: symetrical, jugulum retractions, wheezing on the middle right side, heart sounds 
regular, murmur: 0 
Abdomen: soft, well palpable, no resistence, H+L not enlarged, peristalsis + 
limbs without edema or deformity, genital female, Tanner 1 
 
Results: 
Summary: of the case, course of hospitalization or ambulatory follow-up and treatment, 
with concusions 



 
Diagnosis:  working/final according to the date of finalizing CR 
Recommendation and plan: - diet… 

- Amb follow-up/admission at the pediatric dptm 

- Blood tests – specification 

- Further examinations/methods (cultivations, X-ray 

- Starting of therapy (ATB )  

 
Dif.dg:  of main/dominant symptom or dg 


