PATIENT NAME: DOB: [AGE: [SEX: M F [PHONE:
ATTENDING PHY: DATE OF EXAM: / SURGERY DATE: / /
REFERRING PHY: O OUTPATIENT O OUTPATIENT 23HR O INPATIENT
|<£ CHIEF COMPLAINT / PRESENT ILLNESS:
<
O [pbiAGNOSIS:
PROCEDURE:
CANCER Q No Q Yes FAMILY HISTORY
DIABETES d No d  Yes HYPERTENSION d No d  Yes
HEART DISEASE d No O Yes HEART DISEASE d No O Yes
LUNG DISEASE d No d  Yes KIDNEY DISORDERS |Qd No d Yes
LIVER DISEASE d No O Yes CANCER d No O Yes
HX of BLEEDING d No d Yes DIABETES d No d  Yes
> JAIDS [ HIV d No d Yes ARTHRITIS d No O Yes
% B Q No  |O VYes OTHER:
= [|PNEUMONIA a No Q Yes SOCIAL HISTORY
V) |ASTHMA d No d Yes MARITAL STATUS as amM ap aw
I |HYPERTENSION d No O Yes HX of SMOKING dNo OYes
—I IKIDNEY / BLADDER/ PROST|{d No d  Yes # Packs / Day
6 ARTHRITIS d No O Yes ALCOHOL dNo OYes
5 STOMACH / BOWEL d No d  Yes ABUSE / NEGLECT UNo OYes
w ISTROKES d No d Yes GROWTH & DEV STAT. WNL ONo QYes
= |THYROID ISSUES d No d  Yes IMMUNIZATIONS (up to date) ONo OYes
OTHER: OTHER:
ALLERGIES:
SYSTEMS REVIEWED:
CURRENT MEDICATIONS:
SURGICAL HISTORY
VITAL SIGNS: BP HR RESP
<§E WT HT TEMP
x COMMENTS / FINDINGS
w HEENT d WNL |d ABN
:(I HEART Q WNL (O ABN
O |LunGs/REsP. O WNL [Q ABN
Q ABDOMEN Q WNL (O ABN
T |UPPER EXTREMITIES d WNL |d ABN
Q. JLOWER EXTREMITIES Q WNL (O ABN
PELVIC d WNL |d ABN
BREAST Q WNL (O ABN
OTHER:
) JLABS: acBC duUA achm?7 QcChm 12 UPreg UdQual dQuant OLytes APT QPTT
o UCKMB UurFFP UupPLTS UOther UType & Screen UType & Cross # of Units ____
LéJ UEKG dCXR UJKUB dFullleg  QWB Pelvis dIV dscD QPrep QK+
r |Pre-Op Meds:
O
ASSESSMENT & PLAN:
L
nd
E CONSENT REVIEWED: d  Yes d No PATIENT CONSULTED: Q Yes d No
<ZE | CERTIFY THAT HOSPITAL SERVICES ARE NECESSARY: d  Yes d No
QO |Provider Signature: M.D./D.O./NP/PA Date: Time:
o H&P Dictated: dYes UNo
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