
Comprehensive Diagnosis Report 

Date: [Insert Date] 

To: [Specialist's Name] 

From: [Your Name] 

Subject: Comprehensive Diagnosis Report for [Patient's Name] 

Patient Information 

Name: [Patient's Name] 

Age: [Patient's Age] 

Gender: [Patient's Gender] 

Medical Record Number: [MRN] 

Referral Information 

Referring Physician: [Referring Physician's Name] 

Reason for Referral: [Reason] 

Clinical History 

[Insert a brief clinical history of the patient] 

Examination Findings 

[Insert detailed examination findings] 

Diagnostic Tests 

[Insert details of any diagnostic tests performed] 

Diagnosis 

[Insert comprehensive diagnosis] 



Treatment Plan 

[Insert recommended treatment plan] 

Follow-Up 

[Insert follow-up recommendations] 

Signature 

[Your Name] 

[Your Title] 

[Your Contact Information] 


