INPATINET HISTORY & PHYSICAL (SURGERY)

PATIENT INFORMATION

Date:
Name:
MRN:
Bed: 
Reason for hospital stay:
HD/POD#: 

HISTORY OF PRESENT ILLNESS

One liner:

Patient is a BLANK year old BLANK with a past history of BLANK who was admitted with BLANK. 

HPI: 

The patient initially…

ROS:

Patient admits to having:

Patient denies having:

*Other then the information stated above, the review of systems was non-contributory 

PAST MEDICAL HISTORY

Past medical diagnoses:



Past surgical/procedural history: 



Medication history: 



Substance usage history:
Alcohol:
Tobacco products:
Marijuana:
Other: 

Family history:



Social history:



[bookmark: _GoBack]EXAMINATION

Vital Signs:

Max 24 hour temp:
Current temp:
Current HR:
Current BP:
Current RR:
Current O2 Sat: BLANK (on BLANK liters of O2)

Physical Exam:

General: Well appearing and relaxed patient 
HEENT: normocephalic/atraumatic 
Cardiovascular: Regular rate and rhythm. Clear S1/S2 heard. 
Respiratory: No respiratory distress. Lungs clear to auscultation bilaterally. 
Abdominal exam: soft, non-tender, non-distended. 
Extremities: warm and well perfused
Neurological: oriented X3

STUDY RESULTS

Lab Results:



Imaging Results:



Other Results:



ASSESSMENT

Patient is a BLANK year old BLANK with a past history of BLANK who was admitted with BLANK.

Clinical workup currently is notable for the following:
· 

Based upon the above the overall assessment for this patient is the following:



With this in mind the patient has the following medical problems that should be addressed:
· 

PLAN

Based upon the information above the following should be done to advance the care of the patient that fall into various categories:

Diagnostic tests/studies to be ordered:
· 
Pharmacological management:
· 
Interventions to be ordered/performed:
· 
Other care management to be conducted:
· 
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