
Avaliação Médica Pré-Operatória
 
Data: _______/______/_________  Hora: __________
Nome completo: ______________________________________________________
Data de Nascimento: _______/______/_________ Idade: _________
Nome da Mãe: _________________________________________________________
História da Moléstia Atual: _______________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Exame Físico: __________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Exames Complementares:          Não aplicável (    ) _____________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Diagnósticos:___________________________________________________________ 
CID 10: _______________________________________________________________
CID 10: _______________________________________________________________
CID 10: _______________________________________________________________
Planejamento: _________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Códigos: ______________________________________________________________

_________________________________________
Assinatura/CRM ou Carimbo


