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REFERRAL HISTORY AND PHYSICAL FORM 
(To be completed by examining physician)

PATIENT NAME: _ _____________________________________ 	 Date of Birth:______________________________________ 	

Examining Physician: __________________________________ 	 Date of Operation:_________________________________

Pre Op Diagnosis:_ ____________________________________ 	 Proposed Operation:_______________________________

PRESENT COMPLAINT: 

-----------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------

PAST MEDICAL HISTORY:

-----------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------

1. Previous Surgery:			   2. Allergies: 			   3. Current Medications:

PHYSICAL EXAMINATION: 

General Appearance: (Nutrition- Pallor)	    Age: _______ Wt: _______ B.P. _____ / ________ Pulse: ________ Resp: _______

HEAD       Eye - Ear - Nose - Throat

-----------------------------------------------------------------------------------------------------------------------------------------

ADENOPATHY      Neck - Axilla - Groin 

-----------------------------------------------------------------------------------------------------------------------------------------

CHEST      Percuss - Auscult 

-----------------------------------------------------------------------------------------------------------------------------------------

HEART      Size - Murmurs

-----------------------------------------------------------------------------------------------------------------------------------------

ABDOMEN      Liver - Spleen

-----------------------------------------------------------------------------------------------------------------------------------------

GENITALIA						      L.M.P.

PELVIC EXAM						      PAP TEST

EXTREMITIES - Bones, Joints	

LABORATORY - If performed prior to treatment at BSC 

Blood HGB______________ HCT ________________ POTASSIUM ______________ Others_____________________________

q On this Dos, no significant changes were noted. 	    ___________________________________________________ M.D.

___________________________________________________     _____________________________________________________
Date Examined						              Signature of Examining Practitioner
							               (If PA, must be co-signed by MD)
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CONSENT TO PROVISION OF SURGICAL SERVICES

I _________________________________________________________________________, authorize

the performance of the following procedures:

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

to be performed by Dr. __________________________________________________________ and

associates as deemed necessary. Dr. _________________________________________________

has explained the nature and purpose of the above operation including possible alternative

methods of treatment as well as risks and possible complications to my satisfaction.

Comments:________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

The results that may be obtained from this surgery have not been guaranteed.

____________________________________________   _____________________________________
PATIENT / GUARDIAN                                                                                                         M.D.


