
HISTORIA CLÍNICA 

Fecha:____________________________ Número de expediente clínico:_____________________ 

Nombre del paciente:______________________________________________________________ 

Edad:____________________ Fecha de nacimiento:_____________________________________ 

Sexo:____________________ Ocupación:_____________________________________________ 

Estado civil:___________________________ Nacionalidad:_______________________________ 

Tipo de sangre:_______________________ Teléfono:___________________________________ 

Correo electrónico:______________________________________________________________ 

  

Motivo de consulta: _______________________________________________________ 

  

Enfermedad actual: _______________________________________________________ 

  

Antecedentes de enfermedad actual: _______________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

  

Antecedentes personales: 

Hábitos tóxicos 

Alcohol:______________________________________________________________ 

Tabaco:_______________________________________________________________ 

Drogas:_______________________________________________________________ 

Infusiones:____________________________________________________________ 

Actividad física:_________________________________________________________ 

  

Hábitos fisiológicos 

Alimentación:___________________________________________________________ 

Diuresis:________________________________________________________________ 

Catarsis:________________________________________________________________ 



Sueño:_________________________________________________________________ 

Sexualidad:______________________________________________________________ 

Alergias:________________________________________________________________ 

Otros:___________________________________________________________________ 

  

Enfermedades de la infancia:_________________________________________________ 

 ________________________________________________________________________ 

Enfermedades:____________________________________________________________ 

CV:______________________________________________________________________ 

Respiratorio:______________________________________________________________ 

Gastrointestinales:__________________________________________________________ 

Nefro urológicos:___________________________________________________________ 

Neurológicos:______________________________________________________________ 

Hematológicos:_____________________________________________________________ 

Ginecológicos:______________________________________________________________ 

Infectológicos:______________________________________________________________ 

Endocrinológicos:___________________________________________________________ 

Quirúrgicos: _______________________________________________________________ 

Traumatológicos:___________________________________________________________ 

Alérgicos:_________________________________________________________________ 

Antecedentes heredofamiliares:________________________________________________ 

__________________________________________________________________________ 

 

Diagnóstico preoperatorio: ____________________________________________________ 

Operación propuesta: ________________________________________________________ 

Fecha de intervención: _______________________________________________________ 

Datos de interés: ____________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 



Consulta en consultorio del médico de la familia: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Consulta preanestésica: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 



Indicaciones preoperatorias: 

___________________________________________________________________________ 

___________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

 

 

 

 



 

Valoración clínica prequirúrgica: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Informe operatorio (Resumen): 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Evolución en postoperatorio inmediato: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

 

 

 

 

 

 



Nota de interconsulta 

Criterio 
diagnóstico:______________________________________________________________________
________________________________________________________________________________ 

Sugerencias diagnósticas y de 
tratamiento:______________________________________________________________________
__________________________________________________________________________ 

 

Plan de 
estudios:_________________________________________________________________________
________________________________________________________________________________ 

 

Motivo de consulta:________________________________________________________________
________________________________________________________________________________ 

 

Nota de traslado 

Motivo de envio___________________________________________________________________ 

________________________________________________________________________________ 

Institucion que 
envía:___________________________________________________________________________
________________________________________________________________________________ 

Nombre del 
medico__________________________________________________________________________
________________________________________________________________________________ 


