Aker Kasten

Eve Center

Patient Name:

History and Physical

DOB:

O male @O Female

History of Present lliness:

A/K Acct #:

L.M.P. :

Allergies/Reactions:

Current Medications:

Past Medical /Surgical History:

PHYSICAL EXAM

Height: Pulse:

Temperature:

Weight: BP:

Resp: 0, sat:

MENTAL STATUS

HEENT

CHEST

HEART

ABDOMEN

EXTREMITIES

OTHER PERTINENT INFORMATION

DIAGNOSIS:

Proposed Surgery / Procedure: [ Cataract extraction with lensimplant ___ R __ L O LRI

Cleared for Surgery:

Physician Signature:

O oOther

O Ecp

O Yes O No

Date:

(This form may be substituted with your own History and Physical form)
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