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	Código: AP-GA-FO08
	Versión: 02
	

	
	Aprobado: 24/07/2015
	Página: 1 de 2
	



	  FECHA: _____________________________

	

	1. APELLIDOS Y NOMBRES: _______________________________________________________

	2. TIPO DE IDENTIFICACION  RG ____________TI. _______________ CC ___________________

	3. FECHA DE NACIMIENTO: ________________________ EDAD:_______ SEXO: (M) _______ (F)

	4. DIRECCION Y TELEFONO: _______________________________________________________

	5. ESTADO CIVIL: _________________________ OCUPACION: ___________________________

	6. USUARIO: ____________________________  CODIGO Y PROGRAMA: ___________________

	7. REGIMEN: SUBSIDIADO __________CONTRIBUYENTE _____________ VINCULADO_________

	8. CONTACTO FAMILIAR: __________________________TEL: ____________________________

	

	I. CAUSA CONSULTA: ______________________________________________________________________________

	______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

	

	II. ENFERMEDAD ACTUAL: 

	______________________________________________________________________________

	______________________________________________________________________________

	______________________________________________________________________________

______________________________________________________________________________

	

	III. ANTECEDENTES PERSONALES: ______________________________________________________________________________

	______________________________________________________________________________

	

	IV. EXAMENES FISICOS: ______________________________________________________________________________


	V. ASPECTOS GENERALES: ______________________________________________________________________________

	

	TA: ___________ FC: _____________FR:______________TEM: ____________PESO: _________


	CABEZA: _______________________________________________________________________


	OJOS: _________________________________________________________________________


	OIDOS: ________________________________________________________________________


	CUELLO: _______________________________________________________________________


	CARDIOPULMONAR: _____________________________________________________________


	ABDOMEN: ____________________________________________________________________


	GENITOURINARIO: _______________________________________________________________


	EXTREMIDADES: ________________________________________________________________


	PIEL Y FANERAS: ________________________________________________________________


	SNC: __________________________________________________________________________

	

	IMPRESIÓN DIAGNOSTICA: ________________________________________________________


	______________________________________________________________________________

	TRATAMIENTO Y CONDUCTA: ______________________________________________________


	

	FIRMA DEL MEDICO



