
                                   SUTTER DELTA URGENT CARE CLINIC
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Date of Visit: ____________________ Patient Name: _________________________________________

Patient Age: __________
If minor, adult name ________________________Reason for visit: _____________________________
Ht: _____ Wt. _____ Temp. _____ Pulse: _____ Resp.: _____ B/P: _____ Staff Initials: _____

Primary doctor or clinic__________________________________Last Tetanus__________________Pulse Ox:_______________
	Allergies
	Current Medication
	Past Medical History

	
	
	


LMP _______________
Tobacco _______________
ETOH _______________  Drugs _____________

History of Presenting Illness:

Physical Exam:

	N = nl   A = abl
	N
	A
	
	N
	A
	
	N
	A
	
	N
	A

	1. General
	
	
	6. Nose
	
	
	11. Chest/Lungs
	
	
	16. Lymph Nodes
	
	

	2. Skin
	
	
	7. Mouth
	
	
	12. CV
	
	
	17. Musculoskeletal
	
	

	3. Head
	
	
	8. Throat
	
	
	13. Abdomen
	
	
	18. Peripheral Vascular
	
	

	4. Eyes
	
	
	9. Neck
	
	
	14. Anorectal guaiac⁭
	
	
	19. Neurologic
	
	

	5. Ears
	
	
	10. Breasts
	
	
	15. Genitalia
	
	
	Labs/Studies
	
	


Document Abnormal Findings (by number):
Assessment:

Plan:
Patient Education
⁪ Tobacco Cessation    ⁪ ETOH     ⁪ Drugs   ⁪ Diabetes  ⁪ HTN
⁪ County Clinics          ⁪ Asthma    ⁪URI       ⁪ Wound    ⁪ MRSA

⁪  Weight Loss              ⁪ Exercise  ⁪ Knee     ⁪ Back        ⁪ Neck        ⁪ ________  ⁪  ________  ⁪  ________⁪ ________
Referrals







 









Language Line: ___________________

MD/NP/PA Signature  _________________________________         
Language Line:  ___________________
Tetanus-diphtheria





Left               Right





Lot#____________


Mfg.____________


VIS  ____________









