Admission History & Physical
ALL BLANKS MUST BE FILLED IN

Referring Doctor:_
Patient Name: £S5 & f Y 4 (7/?
Date of Birth/Agé: /-7 -5 7 /7

Reason of present illness: Z - gf’ Qé;z‘ 7 4 - £ -

4 4
Current/active medical conditions: /4& .

Current medications: ,1 Jon 2
Allergies, AMEST

Past medical history: !4 {‘é{;& %;;;.g 2 i«,,;_m/ %ﬁ( c/ﬁm.g( 7&&%@(
Past 1llnesses: /

Accidents: o8
Bleeding tendeficies: s

Previous hospltahzatlon/ . 2o/
Previous surgeries: N5 7 o =
Previous anesthesia problefus: >

Family history:

Social history/habits: r_/(? / .

Smoking: //A‘// A [ o

Alcohol: géa“y worrf , 2 i Qf;%/ .
Non-prescription drugs: 4 >

Pediatric Patients:  Developmental age: Inmmunization status:

Review of systems: (required on inpatients only)
General:_ s
Skin: / -
HEENT: / /
Cardiovascular/Respiratory: /
Gastrointestinal: /
Genitourinary: (/
Neuromuscular: /
Psychological status:
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PHYSICAL EXAM:

w27 D - S

BP /’97/4 2

W "
Weight_/leF

NORMAL

ABNORMAL

COMMENTS

General apperance

Head

Eves

Fars

Nose

Mouth/Teeth

Throat

Neck

Chest/Lungs

Heart/Vascular

Breasts

Abdomen

Genitourmary

Rectal

Muscunlosleeletal

Lymphoid

Slkin

R SR O VREIG

Neurological

Inapressions: ///[:/;(Véé
7

Bl e G

Plan: .~ &8C,

£.8/77 .

ASA Score:

5 (To be assigned when CRINA not administering anesthesia}
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Hospital

sent: Referring Doctor

(printed name & signature)
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