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PRE-OPERATIVE SURGICAL EVALUATION 
HISTORY AND PHYSICAL EXAMINATION
Name: _________________________________________ DOB: ______________ Date: _____________

Referring Physician: ____________________________________________________________________
Proposed Procedure: ___________________________________________________________________
History of Present Illness: _______________________________________________________________
____________________________________________________________________________________
Past Medical History: ___________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Past Surgical History: __________________________________________________________________
____________________________________________________________________________________
Medications:  
( Medication List reviewed and attached

Allergies: _______________________

( Medication List reviewed and listed below

_______________________________
________________________________________________
_______________________________
________________________________________________

________________________________________________
	FAMILY HISTORY
	SOCIAL HISTORY

	

   Yes
No
    Family Member

Heart Disease
    (
(
___________________

Stroke

    (
(
___________________

Diabetes
    (
(
___________________
	

     Yes
   No
    Quantity

        Cigarettes
      (
   (
___________________

        Alcohol
      (
   (
___________________

        Caffeine
      (
   (
___________________


REVIEW OF SYSTEMS
(  All systems were reviewed and are negative unless noted below or mentioned elsewhere in this form.
( Constitutional
( Cardiovascular

( Gastrointestinal

( Integumentary
( Eyes

( Respiratory


( Genitourinary

( Neurological
( ENT


( Musculoskeletal

( Psychiatric


( Endocrine

PHYSICAL EXAMINATION
General Appearance: ___________________________________________________________________

( Vital signs: Height: _______  Weight: _______
LMP: (Last menstrual period): ___________________

BMI: __________ BP __________ 


Abdomen: __________________________________

Pulse _________ Temp _________


Extremities: _________________________________
HEENT: _______________________________
Neuro: _____________________________________
Neck: _________________________________
Pelvic Exam: ________________________________

Lungs: ________________________________
___________________________________________
Cardiac: _______________________________
___________________________________________
Tests Reviewed: Labs____________________
Other:_____________________________________    EKG_____________
Chest X-ray____________


Impression/Plan: ______________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________________
    _______________
_____________
Signature







    Date


Time
__________________________________________________

Dictation ID #, Printed Name or Stamp
70614  6/19








