* ORLANDO REGIONAL HEALTHCARE
1414 Buhl Rocerms = Ovignco, Flodda 328082053

OUTPATIENT SHORT STAY

HISTORY AND PHYSICAL RECORD

Please fax back to
(321) 422-5692
when completed.

-

Patient's Name:

LIE UP PATIENT LD. LABEL HERE

HISTORY (Present lingss)

PHYSICAL EXAM

VITAL SIGNS:

MENTAL ASSESSMENT: Awake & alert

0 Yes O Mo

Othisr -
HEENT: Withla normal limits; D Yes QO No:
Other

PAST HISTORY I “Yes" wplain HEART: Regular: 0 Yes 2 Mo

Maodical QNong 0O Yes:
Cthanr

Surgical DOnone O Yes: CHEST Cloar to ausculation: OYas O Me:
Crthar

Privious Anesthesia Difculties OMone O Yes: ABDOMEN: Son & nom-tender: O Yes DN
Othear

Madicationg QD Mone O Yes: MEUROMUSCULAR: Grogsly Intact Q Yes 2 Mo
Ot

Alargles  Food O Mone [ Yes: EXTREMITIES:

= Drugs UNona O Yea: Other

Bisading Tendencies OTHER:

Family History

Soctal History

REVIEW OF BYSTEMS: All systems within notmal ranges (explain any boxes that ane chacked)

cv: Qep QChest Pain O Imeguiar HR HEMATOLOGICAL: O Abnormal O Bleading O Bruising
ENDO: O Diabetes O Thyroid O Heat or cold intoderance | MUSCULOSKELTAL: O Stifness O Muscle

O Arthritis Q Jaolnt
al: 0 Relux O Heartbumn 0 Hepatitis/Jaundice NEUROLOGICAL: QFantng O Seizures

O mumbness O Weaknass
GU.: QBuming DOinfections O Pain/Blood on urination | PULMONARY, Cough with: O Sputum O Bicod O Asthma

QOPreumonia QTB O Bronchitia
(Explanation:) _
D Additional noles on back
IMPRESSION:
PLAN: MD’s Signature:
MD. 1D, # Date/Time:
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