FICHA DE SAÚDE

NOME:__________________________________________________________________

EXAME GERAL

	Aspecto:____________________________
	Facies:____________________________



	Tegumento Externo:______________________________________________________

________________________________________________________________________



	Ap. Respiratório:_________________________________________________________

________________________________________________________________________



	Ap. Circulatório:_________________________________________________________

________________________________________________________________________



	Pulso:_______________________
	Pressão Arterial:___________________________



	Ap. Digestivo:___________________________________________________________

________________________________________________________________________



	Ap. Gênito-Urinário:_____________________________________________________

________________________________________________________________________

________________________________________________________________________



	Alergia:_________________________________________________________________
________________________________________________________________________



	Grupo Sangüíneo:____________________
	Fator RH:__________________________



	Diagnóstico:_____________________________________________________________

________________________________________________________________________

________________________________________________________________________



	Medicamento(s) em uso:___________________________________________________

________________________________________________________________________

Vacinas: ________________________________________________________________


	
	____________________________________

Nome do Médico  -  CRM
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