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ASESMEN MEDIS RAWAT INAP                                                                                                         

Hari/Tgl     : 

Jam           : 

DPJP         : 

 

 

 

 

Indikasi Rawat Inap ............................................................  Diagnosis kerja (saat masuk) ............................................................... 

Autoanamnesis / Alloanamnesis dengan ...................................... Hubungan dengan pasien ............................................................... 

Keluhan utama : ............................................................................................................................. .......................................... 

Perjalanan penyakit sekarang : 

 

 

Obat-obatan yang dikonsumsi Pasien saat ini 

 

 

 

Riwayat Imunisasi : 

 

 

Riwayat Kelahiran (untuk pasien Anak) : 

 

 

Daftar Alergi Obat dan Efek Samping Obat  

Nama obat  Reaksi  Tanggal/tahun 

1. 

2. 

3 

Tekanan darah :  mmHg 

Denyut nadi : 

Pernapasan : kali/menit 

Suhu :      oc 

SpO2 :  % 

Skala Nyeri :      / 

Kesadaran  : 

Skor GCS : 

Kondisi umum  □ Baik □ Tampak Sakit □ Sesak  □ Pucat  □ Lemah  □ Kejang 

  □ Lainnya ............................................................................................................................................ 

Gambaran umum lainnya : Nutrisi ....................................................... Edema ................................ Clubbing Finger ......................... 

  Hidrasi ......................................................  Pucat .................................. Jaundice ................................. 

Kulit  □ Sianosis  □ Pucat  □ Ikterik □ Warna ............ □ Petechie □ Ekimosis 

 □ Lembab  □ Kering  □ Basah □ Turgor ............ □ Ulkus □ Lainnya ............................... 

Kepala  □ Makrosefal / Mesosefal / Mikrosefal □ Nyeri Kepala □ Trauma  □ Lainnya ............................... 

Mata □ Ptosis  □ Exophtalmus  □ Katarak  □ Diplopia □ Fotopobia  □ Laskrimasi 

 □ Palpebra ..................................... □ Konjungtiva .................... □ Kacamata ...... / ......  □ Lainnya .................... 

Telinga  □ Discharge .................................. □ Nyeri Tekan Aurikula .......................... □ Nyeri Tekan Mastoid .................. 

 □ Lainnya ........................................................................................................... 

Hidung □ Epitaksis  □ Discharge ..................................  □ Obstruksi □ Septum diviasi  □ Lainnya ........................... 

Tenggorokan  □ Disfagia  □ Serak □ Tonsil ...... /......  □ Faring Hiperemis  □ Lainnya ....................................... 

Mulut  □ Ulkus  □ Stomatis □ Lesi □ Karies   □ Lainnya ........................................................ 

Leher  □ Deviasi Trakhea □ Kaku kuduk □ Kelenjar Tiroid □ Pembesaran Kelenjar Limfe ......................... 

 □ JVP .................  □ Lainnya ........................................................ 

Dada  □ Gerak simetris/asimetris □ Bentuk .................................. 

 □ Retraksi ........................ □ Ictus Cordis .......................... 

 □ Ronkhi    ....... / ....... □ Bising ....................................  
 □ Wheezing  ....... / ....... □ Gallop ................................... 

 □ Stridor   ....... / ....... □ Friksi ..................................... 

Abdomen  □ Bentuk ........................ □ Perabaan ................................ 

 □ Defans Muskuler □ Nyeri Tekan  

 □ Tumor ......................... □ Hepar ...........   □ Lien ........... 

 □ Ascites □ Venetrasi □ Bising Usus ............................ 

 □ Lainnya .................................................................................. 
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Genitalia  □ Hematuria    □ Piuria    □ Oliguria    □ Inkontinensia    □ Perdarahaan    □ Tumor    □ Perdarahan per vagina 

 □ Lainnya ................................................................................................................... ................................................... 

 

Riwayat Reproduksi wanita  □ Haid Pertama ....... tahun   □ Siklus haid ...... hari  □ Riwayat G .... P ..... A ..... □ Lainnya ............. 

Muskuloskeletel     □  Nyeri sendi .................................... □ Parestese ...........................................  □ Edema ................................ 

     □ Tremor   □ Trauma ..............................................  □ Lainya ................................ 

Tambahan Pemeriksaan Fisik / Neurologis 

 

 

Pemeriksaan Penunjang 

 

 

Daftar Masalah : 

1. ..................................................................................................................... ....... .................................................................. 

2. ..................................................................................................................... ....................................................................... .. 

3. ..................................................................................................................... ....... .................................................................. 

4. ..................................................................................................................... ....... .................................................................. 

5. ..................................................................................................................... ....... .................................................................. 

Diagnosis Kerja : 

 

 

Diagnosis Banding : 

 

 

Program dan Terapi : 

 

 

Monitoring : 

 

Edukasi awal disampaikan tentang Diagnosis, Rencana dan Tujuan Terapi kepada : 

□ Pasien  

□ Keluarga Pasien, nama ......................................................................... Hubungan dengan pasien .... ............................................ 

□ Tidak diberikan edukasi, karena ........................................................................................... .......................................................... 

Rencana Tindakan Medis 

□ Operatif : ............................................................................................................................. ................................... 

    ........................................................................................... ..................................................................... 

    ............................................................................................................................. ................................... 

□ Non Operatif : ................................................................................................................................. ............................... 

    ............................................................................................... ................................................................. 

    ............................................................................................................................. ................................... 

Rencana Konsultasi  : . 

Rencana Lama Perawatan : 

Rencana Pemulangan (termasuk pada pasien dengan kondisi kritis seperti pasien stroke, memerlukan home care, perlu alat 

bantuan tertentu, paliatif, dll) : ........................................................................... ..................................................................... 

    ............................................................................................................................. ................................... 

Tujuan Akhir Pengobatan dan Perawatan : ..................................................................................................................................... 

    ………........................................................................................ ........................................................................ 

 

Nama terang dan tanda tangan DPJP   

 

 

...........................................................................   
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