UNIVERSITY OF VIRGINIA HEALTH SYSTEM PLACE LABEL HERE.

DEPARTMENT OF NEUROSURGERY
CLINICAL PLANNING SHEET

Patient Name: History #

IF LABEL NOT AVAILABLE, WRITE IN PT NAME & MR#

Date of Service

Presenting (complaint) Diagnosis:
Providing Physician:

Referring Physician:

Family Physician:

[0 New patient [0 Return patient O Postop F/U
FILMS:
O None OUVA 0O Outside

O Amb. Care Svcs.

OCD O Films

[0 Returned to patient O Neurorad O GK O

HPI: Meds/PMHXx: Exam:
PLAN:

YES NO
REGISTRATION: PAIN O O
CLINIC ARRIVAL: NUTRITION O O
ROOM ARRIVAL: FUNCTION O O
DEPARTURE:

Signature Date
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