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              EMERGENCIA 

Servicio 
        MEDICINA INTERNA 
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HISTORIA CLINICA DE EMERGENCIA 

 

I. ANAMNESIS 

 

1. FILIACIÓN  

Nombres y Apellidos: _________________________________________________________________________________________ 

Edad:   __________________________    Sexo:  ___________________________ 

Grado de Instrucción: __________________________    Ocupación: __________________________ 

Persona responsable: __________________________    Teléfono:     __________________________ 

Religión:  __________________________    Dirección:    __________________________ 

 

2. MOLESTIA PRINCIPAL: ____________________________________________________________________ 

 

3. ENFERMEDAD ACTUAL: 

T.E.: ___________________ Inicio: ___________________      Curso: ___________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

4. ANTECEDENTES FAMILIARES / PERSONALES 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

II. EXAMEN FÍSICO 

 

1. SIGNOS VITALES 

P.A.: _____________   F.R.: ___________   F.C.: ___________                                  HEMOGLUCOTEST: ___________ 

T°: ____________  SO2: __________   FiO2: __________ 

 

2. APRECIACIÓN GENERAL DEL PACIENTE: 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 
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3. PIEL Y ANEXOS: 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

4. TÓRAX:   

4.1. Aparato Respiratorio: 

_____________________________________________________________________________________________________________

___________________________________________________________________________ 

 

4.2. Aparato Cardiovascular: 

_____________________________________________________________________________________________________________

___________________________________________________________________________ 

 

5. ABDOMEN 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

6. NEUROLÓGICO 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

PROBLEMAS DE SALUD 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

PLAN TERAPEUTICO: 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

 

                                                        FIRMA: ____________________________________________________________ 

 

 

                                                                                                                                                                  IM. __________________________________ 

 

 


