EMERGENCY ADMISSION FORM  oo0s

PATIENT INFORMATION

Last Name: ID/Passport Number:

First Name(s): Date of Birth:

Age: Gender: Marital Status: Neighborhood:

City: Province:

Phone: Nationality:

Education Level: Occupation:

Employer:

Health Insurance:

EMERGENCY DETAILS

Date of Admission:

Time:

Type of
Emergency:

Arrival Method:

Referred from: Other:
Person to Notify: Relationship:
Phone: Address:
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ACCIDENT OR VIOLENCE

Date and Time of Event:

Location:

Type of Event:

Other:

Observations:

MEDICAL HISTORY

Check if applicable:

CURRENT CONDITION

Symptoms:

Affected Area(s):

Conscious:

Bleeding:

Pain Level (1-10):

VITAL SIGNS

Blood Pressure:

mmHg

Heart Rate:

bpm

Respiratory Rate:

bpm

Temperature:

Oxygen Saturation:

%

Pupils Reaction:
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PHYSICAL EXAMINATION

Head: Chest:
Abdomen: Extremities:
Other findings:

TESTS REQUESTED

INITIAL DIAGNOSIS

Main Condition:

ICD Code (if known):

TREATMENT PLAN

Medication(s):

Dosage/Instructions:;

Other Procedures:

DISCHARGE

Discharged to:

Discharge Condition:

Days of Medical

Leave (if applicable):

Doctor's Name:

Signature:

Date:

Time:
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