
 

 

Patient Name: ______________________________________   DOB:_______________________ 

 Informant:_______________________________________ Relationship_______________________________ 

 Date___/___/___ Time: _________________hours/minutes 

 Primary Care Physician: _______________________ Referring Hospital/Physician:_______________________ 

 Chief Complaint: ____________________________________________________________________________ 

 History of Present Illness: _____________________________________________________________________ 

 __________________________________________________________________________________________ 

Past Medical/Surgical History: _________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

                         See HPI         Negative 

 

HEENT: _______________________________________________________     

Pulmonary: ____________________________________________________    

 Cardiovascular: _________________________________________________   

 Gastrointestinal: ________________________________________________    

 Genitourinary/Reproductive: LMP ___/___/______________ Premenarchal     

  Bone/Skin/Joint: ________________________________________________   

 Neurologic: ____________________________________________________    

 Endocrine: _____________________________________________________    

Psychiatric: ____________________________________________________  

Smoking/Drugs/Alcohol Use/Abuse: ________________________________ 

Allergies:       NKA 

        Food allergies/ reaction: _____________________________________________________________ 



       

Patient Name: ______________________________________   DOB:_______________________ 

       Food allergies/ reaction: _____________________________________________________________ 

        Medication allergies/ reaction: ________________________________________________________ 

         Medication allergies/reaction: _______________________________________________________ 

 

 

Medications/Herbal Preparations/Dietary Supplements: ____________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

 

Wt: ________kg  Ht: _________in  Birth Weight: ______  T:_____°F  P: _______ R:______      BP: ____/____ 

General: ____________________________________________________________________________________ 

HEENT: ____________________________________Tonsils:___________________________________________ 

Neck/Lymphatics: ____________________________________________________________________________ 

Gastrointestinal: _____________________________________________________________________________ 

Respiratory: _________________________________________________________________________________ 

Cardiovascular/Pulses: _________________________________________________________________________ 

Extremities: _________________________________________________________________________________ 

Skin: _______________________________________________________________________________________ 

Neurological: ________________________________________________________________________________ 

Other: ______________________________________________________________________________________ 

Laboratory/Radiology/Ancillary Results: __________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Assessment/Plan: ____________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Child cleared for in office IV sedation  YES ______  NO _______ 

 

Provider Signature/Title: ___________________________________________ Date: _____________________ 

Provider Printed Name: _____________________________________________ 

Practice Location: _____________________________________________________________________________ 
Confidential Health Information 

Health Care Information is personal and sensitive information related to a person’s health care. This information is being faxed after appropriate 

authorization from the patient or under circumstances that do not require patient authorization. The recipient is obligated to maintain it in a safe, 

secure and confidential manner. Re-disclosure without additional patient consent or as permitted by law is prohibited. Unauthorized re-disclosure 

or failure to maintain confidentiality could subject you to penalties described in federal and state law. 

Important Warning:  This message is intended for the use of the person or entity to which it is addressed and may contain information that is 

privileged and confidential. If you are not the intended recipient, you are hereby notified that dissemination, distribution, or copying of this 

information is STRICTLY PROHIBITED. If you have received this fax in error, please notify us immediately for return of destruction of these 

documents.  Thank you. 


