
 
   

 
 

 
 

ONE DAY ADMISSION CENTER  
HISTORY AND PHYSICAL EXAMINATION (APASS VERSION) 

 

 

Chief Complaint: _________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Other: __________________________________________________________________________________________ 

Pertinent Medical History: __________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Drug/Food Sensitivities and Allergies:_________________________________________________________________ 

Immunizations: ____________________________ Medications: ___________________________________________ 

Does the mother breastfeed the infant/child? (    ) Yes   (    ) No   

If Yes, what medications is the mother taking?__________________________________________________________ 

Bleeding tendency:________________________________________________________________________________ 

Family Anesthesia History:__________________________________________________________________________ 

Social Developmental / History: ______________________________________________________________________ 

PHYSICAL EXAMINATION: 

HEENT (loose teeth):______________________________________________________________________________ 

Heart: __________________________________________________________________________________________ 

Lungs: _________________________________________________________________________________________ 

Abdomen:_______________________________________________________________________________________ 

Other: __________________________________________________________________________________________ 

IMPRESSION: ___________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

REMARKS: _____________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

___________________________________          _______/______ 
                                          Signature                                                                                      Date          Time 

 
___________________________________          _______/______ 

                                          Attending Physician Signature                                                     Date           Time 
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Patient Legal Name: ________________________________ 
 

COA Medical Record #: _____________________________ 
 

Date of Birth: ______________________________________ 
 

Date of Procedure: _________________________________ 
 

Surgeon/Ordering Physician: _________________________ 


