


Date:

Past Admissions:

Past History (including Allergies):

History of Present Illness:

Family History:

PHYSICAL

General Appearance:

Head:

Heart:

Lungs:

Abdomen:

Lymphatic System:

Genitalia:

Extremities:

Diagnosis:

Proposed Operation:

Additional Information:

Physician’s Name : Physician’s Signature:

Name:

HCN:

Date of Birth:

History and Physical
Dental Clinic

Child/Women’s Health Program
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