
Patient Assessment Form For Hospital

Header Information

● Hospital Name: ____________________________
● Department: ____________________________
● Physician’s Name: ____________________________
● Date: ____________________________

Patient Demographics

● Patient ID: ____________________________
● Full Name: ____________________________
● Contact Information: ____________________________

Reason for Admission

● Primary Complaint: ____________________________
● Onset of Symptoms: ____________________________
● Duration: ____________________________

Clinical Assessment

● Physical Examination: ____________________________
● Laboratory Tests Ordered: ____________________________
● Imaging Requests: ____________________________

Treatment Plan

Treatment Dosage/Method Frequency Duration
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Patient Consent 
[ ] I consent to the proposed treatment and have been informed about the risks 
involved.

Signature Section

● Patient’s Signature: ____________________________
● Physician’s Signature: ____________________________
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