
Pediatric Cardiology Assessment 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Patient Age: [Insert Age] 

Patient ID: [Insert Patient ID] 

Referring Physician: 

Name: [Insert Referring Physician Name] 

Contact Information: [Insert Contact Info] 

Assessment Summary: 

Chief Complaints: [Insert Chief Complaints] 

History of Present Illness: [Insert History Details] 

Examination Findings: 

General: [Insert General Examination Details] 

Cardiovascular Exam: [Insert Cardiovascular Findings] 

Diagnostic Tests: 

Echocardiogram Results: [Insert Results] 

Electrocardiogram Results: [Insert Results] 

Impression/Diagnosis: 

[Insert Diagnosis] 

Plan: 

[Insert Follow-up Plan and Recommendations] 



Next Appointment: 

Date: [Insert Date] 

Time: [Insert Time] 

Thank you for your referral. Please feel free to contact our office if you have any questions or 

require further information. 

Sincerely, 

[Your Name] 

[Your Title] 

[Your Contact Information] 

[Clinic/Hospital Name] 


