
Date: [Insert Date] 

Patient Name: [Full Name] 

Date of Birth: [MM/DD/YYYY] 

Patient ID: [ID Number]  

 

Subject: Clinical Diagnosis and Medical History Report 

To: [Recipient Name/Facility] 

1. Chief Complaint 

[Describe the primary reason for the patient visit] 

2. Clinical Diagnosis 

Primary Diagnosis: [Diagnosis Name/ICD Code] 

Secondary Diagnosis: [Additional Conditions] 

Status: [Acute / Chronic / Stable / Deteriorating] 

3. Patient Medical History 

Past Medical History: [Previous illnesses, surgeries, or hospitalizations] 

Family History: [Relevant hereditary conditions] 

Social History: [Lifestyle factors, tobacco/alcohol use, occupation] 

4. Medications and Allergies 

Current Medications: [List drug names and dosages] 

Allergies: [List known drug or environmental allergies] 

5. Clinical Findings and Assessment 

[Summary of physical examination and diagnostic test results] 

6. Treatment Plan 

[Outline prescribed medications, therapies, or upcoming procedures] 



 

Provider Name: [Name of Physician/Clinician] 

Title: [Title/Department] 

Facility: [Hospital or Clinic Name] 

Signature: ___________________________  


