
HISTORY AND PHYSICAL 

 

_______________________________ 

Patient Name 

 

IMPRESSION:  PREOPERATIVE DIAGNOSIS: __________________________________________ 

_____________________________________________________________________________________ 

 

INDICATION FOR PROCEDURE:  _____________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

PLAN:  ______________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

HT: _______ WT: _______ T: _______ BP: _______ P: _______ R: _______ 

 

DRUG ALLERGIES:  __________________________________________________________________ 

______________________________________________________________________________________ 

 

CURRENT MEDICATIONS:  ___________________________________________________________ 

______________________________________________________________________________________ 

 

MEDICAL HISTORY:  _________________________________________________________________ 

______________________________________________________________________________________ 

 

SURGICAL HISTORY:  ________________________________________________________________ 

______________________________________________________________________________________ 

 

RELEVANT FAMILY HISTORY:  _______________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

PHYSICAL EXAMINATION: 

 NORMAL ABNORMAL DESCRIBE 

HEENT    

CARDIOVASCULAR    

PULMONARY    

GI    

GU    

MUSCULOSKELETAL    

NEUROLOGIC    

OTHER    

 

 

PHYSICIAN SIGNATURE                                                      DATE 
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