	Name:






DOB:

MR #






Requesting Physician:

Date:






Dept/Service:



	CC:



	HPI:   []Location   []Severity   []Timing   []Quality   []Duration   []Context   []Modifying Factor(s)   []Assoc Signs/Symptoms
Detailed/Comprehensive require 4 elements or >3 chronic conditions



	ROS:  Detailed = Level I

Comprehensive = Level II and III
Detailed requires positives and pertinent negatives of encountered system and at least one other system (2-9)

Comprehensive requires positives and pertinent negatives for 10+ systems or some systems w/ statement “all other negative”

	Normal
Abnormal (Comment on all abnormal)

[]
[]
Constitutional

[]
[]
Eyes

[]
[]
Ears/Nose/Mouth/Throat

[]
[]
Cardiovascular

[]
[]
Respiratory

[]
[]
Gastrointestinal

[]
[]
Genitourinary

[]
[]
Integumentary

[]
[]
Musculoskeletal

[]
[]
Neurologic

[]
[]
Psycological

[]
[]
Endocrine

[]
[]
Hematologic/Lymphatic

[]
[]
Allergic/Immunologic
	

	History:  Detailed requires 1 specific item from 1 of the 3 areas (past, family, social)
Level I

Comprehensive requires at least 1 item from each of the 3 areas

Level II and III
Past:

Family:

Social:




INPATIENT

ADMISSION


CONSULT


OBSERVATION

	Name:






Date



	Attending Physician Note: I have personally examined the patient and discussed the findings with Dr. __________

History of Present Illness



	I have reviewed the ROS and PFSH.  Please refer back to resident/fellow note for confirmatory findings



	Physical Exam: Detailed requires 5-7 systems (Level I), Comprehensive requires 8+ (Level II or III)

Constitutional: T_______   P_______   R_______   BP_______   Wt_______   Ht_______

Eyes


[] WNL

Ear, Nose, Mouth, Throat


[] WNL

Cardiovascular


[] WNL

Respiratory


[] WNL

GI


[] WNL

GU


[] WNL

Musculoskeletal


[] WNL

Skin/Breasts


[] WNL

Neuro


[] WNL

Psych


[] WNL

Hem/Lymph/Imm


[] WNL



	Name:






Date



	Assessment and Plan (Diagnosis, Risk, Order/Review of Data)

Medical decision Making: Level I = Low, Level II = Moderate, Level III = High



	Attending Physician Note:

Key physical findings/exam

Key Impressions/Recommendations

Plan of Care

Attending Physician Signature:




Date




