
 
  

 

 

 

Patient: __________________________________________________________________________ HISTORY AND PHYSICAL 
Date of Surgery: ______________________________________________________________________________   Surgeries 
_________________________________________________________________________________________________________________________________ 
Chief Complaint:  ______________________________________________________________________________________________________________ 

Planned Procedure:  ___________________________________________________________________________________________________________ 

History:  ________________________________________________________________________________________________________________________ 
   _____________________________________________________________________________________________________________________________ 
   _____________________________________________________________________________________________________________________________ 
   _____________________________________________________________________________________________________________________________ 
 

Operations: ____________________________________________________________________________________________________________________ 
   _____________________________________________________________________________________________________________________________ 
 

Medical Problem: ______________________________________________________________________________________________________________ 
   _____________________________________________________________________________________________________________________________ 
   _____________________________________________________________________________________________________________________________ 
□ Hypertension   □ Diabetes    □   Cardiac     □ Thyroid   □   Smoker   □ Alcohol    □ Drugs    □ Nutritional Deficiency 
 

Allergies:     ____________________________________________________________________________________________________________ 
Other:   __________________________________________________________________________________________________________________________ 

Medications:   ___________________________________________________________________________________________________________________ 
  _____________________________________________________________________________________________________________________________ 
 

Physical: 
General _________________________________________________________________________________________________________________ 
HEENT _________________________________________________________________________________________________________________ 
Chest _________________________________________________________________________________________________________________ 
Lungs _________________________________________________________________________________________________________________ 
Heart _________________________________________________________________________________________________________________ 
Abdomen _________________________________________________________________________________________________________________ 
Extrem.  _________________________________________________________________________________________________________________ 
Neuro _________________________________________________________________________________________________________________ 
Pelvic _________________________________________________________________________________________________________________ 
Genitalia _________________________________________________________________________________________________________________ 
Rectal _________________________________________________________________________________________________________________ 

Teeth:   WNL: _______________ Dentures: _______________ Capped: _______________ Loose: ______________ Other: ______________ 

 

Date of Examination: ___________________________________   

 

Physician's Signature: _______________________________  Physician Printed Name_________________________________ 

 
 


