
Date: [Insert Date] 

Patient Name: [Insert Patient Full Name] 

Date of Birth: [Insert DOB] 

Patient ID: [Insert ID Number]  

 

Medical History Summary and Diagnosis 

Codes 

Primary Diagnosis Codes (ICD-10) 

• [ICD Code] - [Description of Condition] 

• [ICD Code] - [Description of Condition] 

• [ICD Code] - [Description of Condition] 

Secondary Diagnosis / Chronic Conditions 

• [Condition Name] - [Status: e.g., Stable/Active] 

• [Condition Name] - [Status: e.g., Stable/Active] 

Surgical History 

Procedure Date (Approximate) Notes 

[Procedure Name] [MM/YYYY] [Details] 

Allergies 

[List Allergies or state "No Known Drug Allergies"] 

Current Medications 

• [Medication Name] - [Dosage] - [Frequency] 

• [Medication Name] - [Dosage] - [Frequency] 

 

Provider Name: [Insert Physician Name] 

Facility: [Insert Clinic/Hospital Name] 

Contact Info: [Insert Phone Number/Email]  



Provider Signature: ___________________________ 


