
Medical Report PDF

Hospital/Clinic Name: _______________________________________________

Address: ___________________________________________________________

City, State, ZIP Code: _______________________________________________

Phone Number: ____________________________________________________

Date: _____________________________________________________________

Patient Name: _____________________________________________________

Patient ID: ________________________________________________________

Date of Birth: _____________________________________________________

Subject: Medical Report for [Patient Name]

1. Introduction

Purpose of the Report: _________________________________________________

Date of Examination: ___________________________________________________

Attending Physician: ___________________________________________________

2. Patient Information

● Full Name: _______________________________________________________

● Age: ___________________________________________________________
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● Gender: ________________________________________________________

● Contact Information: _____________________________________________

3. Medical History

Summary of Medical History: ___________________________________________

● Past Medical Conditions: _________________________________________

● Surgeries: ___________________________________________________

● Treatments: ___________________________________________________

4. Examination Findings

Vital Signs:

● Blood Pressure: _________________________________________________

● Heart Rate: ___________________________________________________

● Respiratory Rate: ________________________________________________

● Temperature: ___________________________________________________

Physical Examination Results: __________________________________________

5. Diagnostic Tests

Test Date Result Interpretation

[Test Name] [Date] [Result] [Interpretation]

[Test Name] [Date] [Result] [Interpretation]

Copyright @ Sample.net

https://www.sampleforms.com/


3

[Test Name] [Date] [Result] [Interpretation]

[Test Name] [Date] [Result] [Interpretation]

[Test Name] [Date] [Result] [Interpretation]

[Test Name] [Date] [Result] [Interpretation]

[Test Name] [Date] [Result] [Interpretation]

[Test Name] [Date] [Result] [Interpretation]

6. Diagnosis

Primary Diagnosis: ___________________________________________________

Secondary Diagnosis: _________________________________________________

7. Treatment Plan

● Medications: ___________________________________________________

● Therapies: ___________________________________________________

● Follow-up Appointments: _________________________________________

8. Prognosis

Prognosis: ___________________________________________________

Expected Recovery Time: ______________________________________________
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9. Conclusion

Summary: ___________________________________________________

Recommendations: ___________________________________________________

Physician’s Signature:

Name: ___________________________________________________

Title: ___________________________________________________

Department: ___________________________________________________
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