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Case No.:
Admission:
mmddyyyy AM/PM
Date| | [ [ [ [ ||| mimeel [ [:] | ][]
Name of Hospital/Ambulatory Clinic: Accreditation No.:| | | | | | | | | |
e e PP PP PPl
Address of Hospital/Ambulatory Clinic:
No., Street Barangay
e e e e PP
Municipality/City Province Zip Code

PATIENT'S CLINICAL RECORD

1. Patient Name 2. Age 3. Sex

Last Name [] male
LIttt ettt [ Female

First Name 4.

LIttt ettt

Middle Name

L L rrrrrrrrrrrrrrrrtr iy Printed Name & Signature of Admitting Officer

5. Admitting Diagnosis:

6. Chief Complaint:

7. Reason for Admission:

8. Brief History of Present lliness/OB History:

9. Physical Examination ( Pertinent Findings per System)
General Survey:
Vital Signs: BP: HR: RR: Temperature:
HEENT:

Chest/Lungs:

CVS:

Abdomen:

GU (IE):

Skin/Extremities:

Neuro Examination:




10. Course in the Wards:

11. Pertinent Laboratory and Pertinent Diagnostic Findings: ( CBC, Urinalysis, Fecalysis, X-ray, Biopsy, etc. )

12. Surgical Operation:

mmddyyyy AM/PM Printed Name & Signature of Surgeon

Date:] | | | | [ ||| vme| | [:]]]]]

Type of Anesthesia: Printed Name & Signature of Anesthesiologist

13. Discharge:
mmddyyyy AM/PM

apae:| | | | [[]]] b.Time:| | || [ | ]]

c. Final Diagnosis:

d. Condition on Discharge:

e. Signature of Attending Physician:

14. Signature or Right Thumbmark of patient or his/her representative:

Printed Name & Signature of Patient or his/her Representative

Right thumbmark

(In case patient and representative could not write) Printed Name & Signature of Witness to Thumbmark




