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OUTPATIENT/OBSERVATION

HISTORY AND PHYSICAL

PATIENT IDENTIFICATION

*HP3405*

HP3405

FRONT

*Chief Complaint/History of Present Illness _______________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

*Allergies _________________________________________________________________________________________

*Medications                                     Dosage                                                        Frequency

_________________________________________________________________________________________________

_________________________________________________________________________________________________

*Past Signiicant Surgery of Illness _____________________________________________________________________

_________________________________________________________________________________________________

Family History _____________________________________________________________________________________

Tobacco___________________________Alcohol___________________________Drugs _________________________

VITAL SIGNS AND MENTAL STATUS AS PER NURSING ASSESSMENT

HEENT __________________________________________________________________________________________

_________________________________________________________________________________________________

*Heart ___________________________________________________________________________________________

_________________________________________________________________________________________________

*Lungs ___________________________________________________________________________________________

_________________________________________________________________________________________________

Breasts __________________________________________________________________________________________

_________________________________________________________________________________________________

Abd/Pelvic/Rectal __________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Neuro ____________________________________________________________________________________________

_________________________________________________________________________________________________

Extremeties _______________________________________________________________________________________

_________________________________________________________________________________________________

Skin _____________________________________________________________________________________________

Other Findings _____________________________________________________________________________________

_________________________________________________________________________________________________

*Admission Diagnosis _______________________________________________________________________________

*Planned Treatment/Procedure ________________________________________________________________________

_________________________________________________________________________________________________

Date:_______Time:_______Physician Signature:___________________________________________

*CONDITION AT TIME OF SURGERY: I have examined the patient, reviewed the H & P and there are no changes to the H & P unless noted below.

______________________________________________________________________

_________________________________________________________________Physician________________________________________

_________________________________________________________________Date:________Time:_________

*Complete all starred lines for ALL patients. Complete all other lines pertinent to patients planned procedure or medical condition.
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BACK

PATIENT NAME__________________________________________MR#______________________________________

PRE-OP ORDERS

_________________________________________________________________________________________________

Date/Time ________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________M.D./D.O.

POST-OP ORDERS

_________________________________________________________________________________________________

Date/Time ________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________M.D./D.O.

POSTOPERATIVE NOTE

_________________________________________________________________________________________________

Date/Time ________________________________________________________________________________________

Postoperative Diagnosis _____________________________________________________________________________

_________________________________________________________________________________________________

Procedure ________________________________________________________________________________________

_________________________________________________________________________________________________

Specimen(s) ______________________________________________________________________________________

Practitioner _______________________________________________________________________________________

Complications _____________________________________________________________________________________

Estimated Blood Loss _______________________________________________________________________________

Anesthesia ________________________________________________________________________________________

PROGRESS NOTE

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

DISPOSITION

_________________________________________________________________________________________________

* Patient discharged to home _____________________________________________________________________________

* Patient admitted for 23-hour observation (document reason) ________________________________________________________

_________________________________________________________________________________________________

* Patient admitted to hospital (document reason) ________________________________________________________________________________

_________________________________________________________________________________________________________________________

Physician

Signature__________________________________MD/DO    Printed Name_____________________________Date______Time______


