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Surgical/Special Procedure
History Physical

IMMEDIATE POST OPERATIVE PROGRESS NOTE:          *Required

*Surgery Date _______________________________________________

*Surgeon(s) _________________________________________________

*Assistant(s) _________________________________________________

*Pre-Op Diagnosis ___________________________________________

___________________________________________________________

*Post-op Diagnosis ___________________________________________

___________________________________________________________

*Anesthesia Type _____________________________________________

*Procedure(s) Performed _______________________________________

___________________________________________________________

*Disposition/Complications  ____________________________________

___________________________________________________________

*Findings ___________________________________________________

*Specimens        q None        q Other _____________________________

*Specimens sent to Pathology        q Y        q N 

*Estimated Blood Loss        q None        q _______ ml(s) EBL

*Transfusions        q None        q Other ___________________________

*Graphs/Implants        q None        q Other ________________________

*Fluid Replacements        q None        q Other _____________________

#Drains/Tubes        q None        q Other ___________________________

Signature ____________________________ MD/DO#_______________

Date ____________________________ Time ______________________

Note: Convert to Inpatient (must write ADMIT ORDER)
Convert to 23 Hr. Obs (must write 23 Hr. ADMIT ORDER)

DISCHARGE NOTE ___________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

Signature ____________________________ MD/DO # ______________

Date _________________________________ Time _________________

Pager/Mobile __________________________ MD# _________________

Nurse Practitioner ___________________ ID#:_____________________

NP Signature ________________ Date ____________  Time __________

HISTORY FINDINGS

Present Illness include Indications & Symptoms ____________________

___________________________________________________________

___________________________________________________________

Relevant Past Medical History ___________________________________

___________________________________________________________

___________________________________________________________

Relevant Review of Systems ____________________________________

___________________________________________________________

Current Medications __________________________________________

___________________________________________________________

Allergies/Reactions ___________________________________________

___________________________________________________________

Bleeding Tendency ___________________________________________

___________________________________________________________

Family Anesthesia History/Drug Sensitivities _______________________

___________________________________________________________

Immunizations _______________________________________________

___________________________________________________________

PHYSICAL FINDINGS Within Normal Limits Comments

YES    NO

General Appearance/Mental Status q q _________________

Head/Neck (Loose Teeth) q q _________________

Visual Acuity (When Indicated) q q _________________

*Heart q q _________________

*Lungs q q _________________

Abdominal (Pelvic/Rectal if Appropriate) q q _________________

Extremities/Neurologic q q _________________

Genitals q q _________________

Other q q _________________

Impression/Assessment _______________________________________

Plan/Procedure ______________________________________________

Signature ____________________________ MD/DO # ______________

Date ____________________________________ Time ______________

H & P UPDATE

q H&P was reviewed, the patient was examined, and no change has
occurred in the patient’s condition since the H&P was completed.

q H&P was reviewed, the patient was examined, revealing the following
changes _________________________________________________

Signature ____________________________ MD/DO # ______________

Date _________________________________ Time _________________

*026*


