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    Surgical Procedure Record ( Page 1 of 2)
Name:      
Date of Birth:      

	

	Date of H&P:        
Date of Procedure:      
Pre Operative Diagnosis:        

Planned Procedure:      


	HISTORY

	History of Present Illness:      
Significant Medical and/or Surgical History:                             Sleep Apnea:    FORMCHECKBOX 
Yes FORMCHECKBOX 
No
Current Medications:      
Allergies:                                                                                         Latex Allergy:  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
No
Type of Reaction:                                                                                           
Review of systems:  FORMCHECKBOX 
 No relevant significant findings.         FORMCHECKBOX 
 Pertinent test results/images reviewed. 
        ROS findings:      

	PHYSICAL EXAMINATION   All six elements are required.  Check or describe if variation.

	Head and Neck:  FORMCHECKBOX 
 (no masses , atraumatic)      

Heart:  FORMCHECKBOX 
 (regular rate, no murmur)      
Chest:  FORMCHECKBOX 
 (clear breath sounds)      

	Abdomen:  FORMCHECKBOX 
 (no mass, non-tender)      
Neuro:  FORMCHECKBOX 
 (alert & oriented)      
Extremities:  FORMCHECKBOX 
 (perfused, pulses intact)      


	Additional Findings:      
Date:      Time:      Signature:  _________________________  MD Print:      

	REQUIRED  Day of Surgery UPDATE  for H&P not done on day of procedure 

	H&P are greater than 30 days old; H&P have been re-performed.
I have seen and examined the patient today.     No changes noted.
Changes: 

Date:      Time:      Signature:  _______________________  MD Print:                             (Date of procedure)



This completed form is the minimally required pre-operative H&P. Additional documentation may be submitted. 
Revised 5/11
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