Shirish A. Amin, M.D., P.C.


Patient Name:___________________
History & Physical Note / Progress Note

Reason for today’s visit:

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Past Medical History - Medical changes that need updated in your record: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Family History:                                                  Your Social History:

(For Example-father had colon cancer)       
Father:





              Alcohol USE:  YES or NO
                                                                                           
                                                                                            Example:   Mixed Drinks/Beer/ Wine:                                                                                              Mother:                                                                                   How Much? How Often?
Brother:                                                                                         If previously used? How much? How long? 
Sister:
                                                                                                                  Street drug use:
Children:                                                                                      Example: Heroin, Marijuana or Cocaine:
                                                                                                                   When and how long?






                             Smoking:  YES or NO
                                                                                                                  If yes or previously:
                                                                                                                  Number of packs:
                




                             Number of years:  
          





                            Tattoo:   YES or NO
                                                                                               Blood Transfusion?  Yes or No 

                                                                                                                  Prior to 1991   or After 1991?
BP: _____/_____

Pulse: ______
Allergies: _______________________

Weight: _______

Height: _______
Temp: __________

Physical Examination:

(Enter [N] for each normal or [ABN] for abnormal findings on each line)

_____ General Appearance _____________________________________________

_____ Cardiovascular _________________________________________________

_____ Chest/Lungs ___________________________________________________

_____ Abdomen _____________________________________________________

__________________________________________________________________
__________________________________________________________________
_____ GU/Rectal _____________________________________________________

_____ Extremities ____________________________________________________

_____ Skin _________________________________________________________

_____ Vascular/Lymph ________________________________________________

_____ Neuro ________________________________________________________

_____ Other ________________________________________________________

__________________________________________________________________
Old Medical Records and Tests Reviewed:  _____ Yes   _____ No

Labs

ALT

WBC

AST

HCT

ALK PHOS
HGB

GGTP

PT

T BILI

PLT

Assessment/Plan




Time Spent with patient: _______________








Issues Discussed:  1.___________________

 








      2.___________________










      3.___________________

Signature: __________________________

Date : __________________

Referring Physician:____________________
Reason for Referral: __________________

Letter Dictated to Referring  Physician:  _____ Yes   _____ No

