
 

SEGURIDAD Y SOLIDARIDAD SOCIAL 

 

 HEREDITARIOS Y FAMILIARES:                                                        PARENTESCO 

 

DIABETES MELLITUS                    SI   (      )         NO   (      )        _____________________ 

HIPERTENSIÓN ARTERIAL           SI   (      )         NO   (      )        _____________________ 

CARDIOPATÍA ISQUÉMICA         SI   (      )         NO   (      )        _____________________ 

CÁNCER                                         SI   (      )         NO   (      )        _____________________ 

OTROS   __________________________________________________________ 

TIPO DE FAMILIA:          NUCLEAR   (    )     EXTENSA  (    )     COMPUESTA   (     ) 

 

FAMILIAR RESPONSABLE DEL PACIENTE:  _______________________ 

     DATOS:   NOMBRE:  _________________________________________________ 

                      TELÉFONO:  ________________________________________________ 

DISFUNCIONES FAMILIARES               SI   (     )                              NO   (     ) 

____________________________________________________________________ 

PERSONALES NO PATOLÓGICOS: 

 

EDAD    ______________________________   RAZA  ___________________________________________        TELÉFONO  __________________________________________ 

ESCOLARIDAD  ________________________   ALIMENTACIÓN  ___________________________________       OCUPACIÓN  ________________________________________ 

LUGAR Y FECHA DE NACIMIENTO   __________________________________________________________        TIEMPO EN LA OCUPACIÓN  ____________________________ 

RESIDENCIA ACTUAL   ____________________________________________________________________          

EDO CIVIL   ___________________________    RELIGIÓN  _______________________________________          ACTIVIDAD FÍSICA                 SI   (     )              NO   (     ) 

GRUPO SANGUÍNEO  ___________________    MASCOTAS     SI   (     ) _____________________    NO   (     )        TIPO  ______________________________________________ 

HABITACIÓN  __________________________________________________________________________________________________________________________________                             

HIGIENE PERSONAL  ____________________________________________________________________________________________________________________________ 

HÁBITOS  _____________________________________________________________________________________________________________________________________ 

PERSONALES PATOLÓGICOS: 

 

MÉDICOS, QUIRÚRGICOS, TRANSFUSIONALES, TABAQUISMO, ALCOHOLISMO,      ___________________________________________________________________________ 

ALÉRGICOS, DEPENDENCIA A DROGAS O MEDICAMENTOS, VACUNAS,                    ___________________________________________________________________________ 

OTROS                                                                                                                                     ___________________________________________________________________________ 

                                                                                                                                                 ___________________________________________________________________________ 

                                                                                                                                                 ___________________________________________________________________________ 

GINECOBSTRETICOS:          MENARCA                        años                 Inicio vida sexual activa                        años             Fecha última menstruación 

No. de embarazos 

Partos 

Abortos 

Cesáreas 

Fecha último parto 

No. de hijos 

Macrosómicos vivos 

Bajo peso al nacer 

No. de parejas 

Heterosexuales 

Homosexuales 

Bisexuales 

Método de 

Planificación 

Familiar y 

tiempo de 

usarlo 

DIU 

Hormonal 

Quirúrgico 

Otro  ________________ 

 MOTIVO DE CONSULTA (PADECIMIENTO ACTUAL):  

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

INSTITUTO MEXICANO DEL SEGURO SOCIAL 

DIRECCIÓN DE PRESTACIONES MÉDICAS 

 

HISTORIA CLÍNICA 

NÚMERO DE SEGURIDAD SOCIAL                                                                 AGREGADO 

NOMBRE DEL PACIENTE 

_____________________________________________ 

PATERNO                                        MATERNO                                      NOMBRE(S) 

 

CURP     |  |  |  |  |      |    |     |     |    | 

 

UNIDAD DE ADSCRIPCIÓN 

No. CONSULTORIO                                                                             TURNO 

INFORMANTE:          Paciente (       )             Otro ________________________ 

SEXO               Masculino (     )                  Femenino (    ) 



APARATOS Y SISTEMAS: 

SISTEMA NERVIOSO  ___________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

RESPIRATORIO  _______________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

CARDIOVASCULAR  ____________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

GASTROINTESTINAL  ___________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

NEFROUROLÓGICO  ___________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

ENDOCRINO-METABÓLICO  _____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

INMUNOHEMATOLÓGICO  ______________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

PIEL Y ANEXOS  _______________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

MANEJO Y TRATAMIENTO PREVIOS 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

 

INSPECCIÓN GENERAL 

_____________________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

ESTATURA PESO REAL / IDEAL IMC TEMPERATURA (°C) PRESIÓN ARTERIAL FRECUENCIA 

     CARDÍACA RESPIRATORIA 

  

 

CABEZA 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

CUELLO 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

TÓRAX 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

ABDOMEN 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

COLUMNA VERTEBRAL 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

GENITALES 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

EXTREMIDADES 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 



_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

DIAGNÓSTICO 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 
 

TRATAMIENTO Y MANEJO INTEGRAL 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

PRONÓSTICO 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

 FECHA DE ELABORACIÓN NOMBRE, MATRÍCULA Y FIRMA DEL MÉDICO 

DÍA MES AÑO  

   

 

 

 


