
Diagnosis Template for Healthcare Professionals

Patient Information

Name:

Patient ID:

Date of Birth:

Date of Evaluation: 

Referring Physician (if applicable): 

Insurance Information: 

Chief Complaint

Primary Complaint: 

Duration: 

Severity (scale 1-10): 

Medical History

1. Past Medical History: 

2. Family Medical History: 

3. Current Medications: 

4. Allergies:



5. Previous Hospitalizations/Surgeries:

Review of Systems

1. General Health:

2. Cardiovascular: 

3. Respiratory: 

4. Gastrointestinal: 

5. Neurological: 

6. Musculoskeletal:

7. Psychiatric:

8. Other Relevant Systems:



Physical Examination

1. Vital Signs:

BP ______ mmHg              HR ______ bpm              Temp ______ °C              RR ______ bpm

2. General Appearance:

3. Cardiovascular Exam:

4. Respiratory Exam:

5. Abdominal Exam:

6. Neurological Exam:

7. Musculoskeletal Exam:

8. Dermatological Exam:

9. Other Relevant Exams:



Diagnostic Tests

1. Laboratory Tests:

2. Imaging Studies:

3. Specialized Tests:

4. Results Summary:

Assessment

1. Primary Diagnosis:

ICD-10 Codes:

2. Secondary Diagnoses (if any):

ICD-10 Codes:

3. Differential Diagnoses:

Plan/Treatment Recommendations

1. Medications:

Dosage/Route/Frequency:



Notes:

This template is designed to facilitate a comprehensive and systematic approach to patient diagnosis 
and treatment planning. It ensures that all relevant patient information, medical history, examination 
findings, diagnostic test results, and treatment recommendations are thoroughly documented and 
reviewed. This structured approach aids in enhancing patient care, ensuring accuracy, and improving 
communication among healthcare professionals.

2. Surgical Interventions (if applicable):

3. Physical Therapy/Occupational Therapy:

4. Diet/Lifestyle Modifications:

5. Referrals:

6. Follow-Up:

Provider's Signature:

Date:

Patient Acknowledgment

I have discussed the above diagnosis, treatment options, and recommendations with my healthcare 
provider. I understand the information provided and have had the opportunity to ask questions.

Patient/Guardian Signature:

Date:
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