
Patient Name (Last, First, MI) Age Sex Social Security No. 

Patient Address 

Birthdate Date of Surgery Surgeon Home Phone Business Phone 

Procedure 

History & Physical 
History 

Indication for Surgery _____________________________________________________________________________ 

Existing Conditions_________________________________________________________________________________ 

Past Surgery    � None  � Other_______________________________________________________________________ 

Past  Anesthetic Complications   � None   �  Nausea +/or Vomiting   
Other_______________________________________________________________________________________________ 
____________________________________________________________________________________________________ 

Allergies   � None    � Other___________________________________________________________________________ 

Medications _________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Physical Examination 

 
 
 
 
 
 

Cleared for Planned Surgery     YES  or  NO 

 Physician Signature:  ______________________________  Print Name:  _________________________  Date:_________
  

_ _ 

ABINGTON  SURGICAL CENTER 

2701 Blair Mill Rd ∙ Suite 35 ∙ Willow Grove, PA 
Phone: (215) 443-8505 FAX: (215) 957-0565

DOS_________ No changes from above findings. 
DOS_________ The following changes are noted:____________________________________________________________   
_____________________________________________________________________________________________________  

►Surgeon’s Signature______________________________ _____________________Date___________________

Pulse:__________  B/P: _____________  Weight: ____________  Height:_______________ 

Mental Status  � Normal   � Other__________________________________________________________________ 

ENT   � Normal   � Other_________________________________________________________________________ 

Heart and Lungs   � Normal   � Other_______________________________________________________________ 

Abdomen   � Normal   � Other_____________________________________________________________________ 

Rectal/Pelvic   � Deferred  � Other_________________________________________________________________ 

Extremities   � NA   � Other______________________________________________________________________ 

Neurological  � NA   � Other______________________________________________________________________ 

Other Findings___________________________________________________________________________________ 

Diagnosis/Impression______________________________________________________________________________ 

PREOP ORDERS_________________________________________________________________________________ 




