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-------------------------------------------------

TEMPLATE TYPE: ASSESSMENT

-------------------------------------------------

     TEMPLATE ID: 10413

     TITLE: A-nutr/chol- RADER
            Overall impression:

            Short Term Goal:  Lose 1-2 pounds per week.

            Long Term Goal:  Reduce cholesterol to under 200 mg/dl.

     -------------------------------------------------

     TEMPLATE ID: 373

     TITLE: AD wt class #2
            Pt. able to verbalize understanding and ask appropriate questions with

            information provided.   Gave handouts on food guide pyramid and

            healthy eating tips.  

     -------------------------------------------------

     TEMPLATE ID: 9599

     TITLE: AD wt class #2
            Pt. able to verbalize understanding and ask appropriate questions with

            information provided.   Gave handouts on food guide pyramid and

            healthy eating tips.

     -------------------------------------------------

     TEMPLATE ID: 12071

     TITLE: ASAP ASSESSMENT
            1. AUDIT SCORE:

            2. MAST SCORE:

            3. DAST SCORE:

            4. OTHER INSTRUMENTS:

            5. IMPRESSIONS FROM PSYCHOSOCIAL ASSESSMENT:

            6. DIAGNOSTIC IMPRESSION: 

                 AXIX I: 

                 AXIX II: 

                 AXIX III: 

                 AXIX IV: 

                 AXIX V: 

                      PRESENT GAF: 

                      PAST GAF:

     -------------------------------------------------

     TEMPLATE ID: 12282

     TITLE: ASAP ASSESSMENT
            1. AUDIT SCORE:

            2. MAST SCORE:

            3. DAST SCORE:

            4. OTHER INSTRUMENTS:

            5. IMPRESSIONS FROM PSYCHOSOCIAL ASSESSMENT:

            6. DIAGNOSTIC IMPRESSION: 

                 AXIX I: 

                 AXIX II: 

                 AXIX III: 

                 AXIX IV: 

                 AXIX V: 

                      PRESENT GAF: 

                      PAST GAF:

     -------------------------------------------------

     TEMPLATE ID: 71

     TITLE: Asthma Education
            Pt seemed open to information and asked appropriate questions.  Pt was

            able to correctly demonstrate use of MDI, DPI and spacer. 

            Age-appropriate written information given to take home for review.

     -------------------------------------------------

     TEMPLATE ID: 9363

     TITLE: Case Management
            Patient Assessment

            Safety needs

            Educational needs

            Functional needs

            Psychosocial needs

            Support system

     -------------------------------------------------

     TEMPLATE ID: 11843

     TITLE: Chol Class #2 - part 2
            Pt received oral and written instructions on heart healthy eating to

            include: dining out strategies, evaluating a restaurant menu, fast

            food eating, and healthy choices for Chinese, Southwestern and Italian

            fares. Discussed approved and not yet approved methods to improve

            cardiovascular health.

            Hantouts: Class #2 slide presentation, Creative dining, Recipe

            substitution, Fast food guide

     -------------------------------------------------

     TEMPLATE ID: 11842

     TITLE: Chol Class #2-part 1
            Pt received oral and written instructions on heart healthy eating, to

            include: increasing daily intake of soluble fiber and insoluble fiber

            (20-35gms/day), incorporating soy foods, low fat cooking, and label

            reading. 

            Handouts: Class #2 slide presentation, Recipe substitution, Healthy

            soy alternatives

     TEMPLATE ID: 11375

     TITLE: Comprehensive Eye Exam
            1.

            Myopia w/ astigmatism ou

            Hyperopia w/ astigmatism ou

            Presbyopia

            near emmetropia

            2.

            Normal ocular health

            Non-surgical cataract ou

            3.

            Contact Lens Fit c Current Lenses - Good

     -------------------------------------------------

     TEMPLATE ID: 209

     TITLE: Copy of Weight Reduction-Nutrition
            Food diary obtained, refer to attachment. Oral and written instruction

            regarding behavior modifications, wt loss techniques, portion sizes &

            serving amounts based on food guide pyramid, label reading and

            benefits/sources of fiber provided. Stressed importance of regular

            aerobic exercise. Pt verbalized understanding via questions & answers.

            Handouts: Labels, Food Guide Pyramid, Weight Loss Strategies

     -------------------------------------------------

     TEMPLATE ID: 210

     TITLE: Copy of Weight Reduction-Nutrition
            Food diary obtained, refer to attachment. Oral and written instruction

            regarding behavior modifications, wt loss techniques, portion sizes &

            serving amounts based on food guide pyramid, label reading and

            benefits/sources of fiber provided. Stressed importance of regular

            aerobic exercise. Pt verbalized understanding via questions & answers.

            Handouts: Labels, Food Guide Pyramid, Weight Loss Strategies

     -------------------------------------------------

     TEMPLATE ID: 11310

     TITLE: DCHNPeds-nutrition
            Infant/child/adolescent is  WNL,  underweight, overweight, obese

            24 hr recall/ 7 day food record  reveals:

            1. Educated on food pyramid guidelines for age, portion sizes for age

            & healthy snacks.

            2. Educated on exercise/activity

            3. Educated parents on

            Parent/child verbalized understanding and agree with goals:  Y    N

            Handouts:

     -------------------------------------------------

     TEMPLATE ID: 11037

     TITLE: DETRICK-DISPOSITION
            PT REFERRED TO ON CALL PROVIDER.

            PT REFERRED TO ER.

            PT GIVEN APPT:

     -------------------------------------------------

     TEMPLATE ID: 12628

     TITLE: DHCN CHEST PAIN A/P
            Assessment and Plan:

            Chest pain, 

            Differential Diagnosis:

            Angina, GERD, Costochondritis, Pulmonary Embolism, Thoracic Aortic

            Aneurysm/Dissection, Pericarditis/Myocarditis, Pneumothorax,

            Pneumonia.

            Plan:

            IV access 

            Supplemental oxygen 

            EKG/Cardiac monitor 

            Sub-lingual nitroglycerin

            Aspirin 

            Admit/ER evaluation: R/O MI

     -------------------------------------------------

     TEMPLATE ID: 9362

     TITLE: DHCN Case Management
            Concerns:

            1.

            2.

            3.

            4.

     -------------------------------------------------

     TEMPLATE ID: 11964

     TITLE: DHCN FRATURE FOLLOW UP
            Healing and stable fracture of:

            Healed fracture of:

            Change in position of Fracture such that re-reduction is needed:

     -------------------------------------------------

     TEMPLATE ID: 2886

     TITLE: DHCN HTN
            Normal Blood pressure (SBP <120 and DBP< 80)

            Prehypertension (SBP 120-139 or DBP 80-89)

            Essential HTN

               Stage 1 Hypertension (SBP 140-159 or DBP 90-99)

               Stage 2 Hypertension (SBP > 160 or DBP >100)

            Secondary Hypertension due to: Sleep apnea / Drug induced / Chronic

            kidney disease / Primary aldosteronism / Renovascular disease /

            Cushing¿s syndrome or steroid therapy / Pheochromocytoma / Coarctation

            of the aorta / Thyroid/Parathyroid disease

            Cardiac risk factors present: Hypertension / Obesity (BMI >30) /

            Dyslipidemia / DM / Cigarette smoking / Physical inactivity /

            Microalbuminuria / Age (male>55 female > 65) / FamHx of premature CVD

            (male<55 female <65)

     -------------------------------------------------

     TEMPLATE ID: 9556

     TITLE: DHCN Lactation 2-3 days
            Posture:

            Behavior:

            Respiration:

            Skin:

            Digital Suck Assessment:

            Other:

     -------------------------------------------------

     TEMPLATE ID: 761

     TITLE: DHCN OMT - Aaronson

            1) Pelvic Somatic Dysfunction

            2) Lumbar Somatic Dysfunction

            3) Thoracic Somatic Dysfunction

            4) Cervical Somatic Dysfunction

     -------------------------------------------------

     TEMPLATE ID: 1763

     TITLE: DHCN Vasectomy Counseling

            Vasectomy counseling.  Pt verbalized understanding of procedure and

            desires to have it done.

            Informed consent was obtained:

            Indications for and expected course of procedure explained

            Exceptions to anesthesia:  None

            Risks:  include infection, bleeding, inflammation and possibly

            incomplete sterilization and that surgery is not considered successful

            until 1 negative semen analysis has been obtained.

     -------------------------------------------------

     TEMPLATE ID: 1801

     TITLE: DHCN Vasectomy Counseling
            Vasectomy counseling.  Pt verbalized understanding of procedure and

            desires to have it done.

            Informed consent was obtained:

             -Indications for and expected course of procedure explained

             -Exceptions to anesthesia:  None

             -Risks:  include infection, bleeding, inflammation and possibly

            incomplete sterilization and that surgery is not considered successful

            until 1 negative semen analysis has been obtained

     -------------------------------------------------

     TEMPLATE ID: 9455

     TITLE: DHCN WWC EMERGENCY CONTRACEPTION
            NO CONTRAINDICATIONS FOR EMERGENCY CONTRACEPTION

     -------------------------------------------------

     TEMPLATE ID: 6222

     TITLE: DHCN WWC REFILL
            NO CONTRAINDICATIONS TO REFILL OF:

     -------------------------------------------------

     TEMPLATE ID: 11378

     TITLE: DHCN nutrition
            1. BMI indicates pt is  WNL overweight  obese   extremely obese

            2. 7 day food record/ 24 hr recall indicates

            3. Educated pt on:

            4. Handouts provided:

            5. Pt verbalized understanding  and agreed/ not agreed with below

            goals.

     -------------------------------------------------

     TEMPLATE ID: 11315

     TITLE: DHCNEating disorder
            1. BMI indicates:

            2. Change in usual wt:

            3. Energy/protein needs are:

            4. Estimated kcal/pro intake:

            5. Educated on:

            Written handouts provided:

            Pt verbalized/not verbalized understanding of instruction and agreed

            /not agreed with goals.

     -------------------------------------------------

     TEMPLATE ID: 131

     TITLE: Dermatology- Skin exam assessment
            Skin exam including the palms/soles/mucosa is within normal limits

            except for the following:

            1.

     -------------------------------------------------

     TEMPLATE ID: 385

     TITLE: Diabetes Class #1 MNT
            Pt. able to verbalize how the plate method and Food Guide Pyramid can

            be used to help control glucose.  Also able to read labels and pick

            out items that are most helpful for good control.  Able to count the

            number of carbs in a meal.

     -------------------------------------------------

     TEMPLATE ID: 199

     TITLE: Diabetes Nutrition

            Food diary obtained, refer to attachment. Oral and written instruction

            regarding food guide pyramind -- portion sizes, serving amounts and

            major nutrients (CHO, protein, fat) ; reading labels, benefits and

            sources of fiber and omega -3 fatty acids provided. Carbohydrate

            counting education w/ sample menu given. Stressed importance of

            regular exercise routine. Pt/SO verbalized understanding via questions

            and answers. 

            Handouts: Food Guide Pyramid, Sample Menu, Labels, Carb Counting

     -------------------------------------------------

     TEMPLATE ID: 10162

     TITLE: Diabetes Nutrition

            Oral and written instruction regarding food guide pyramind -- portion

            sizes, serving amounts and major nutrients (CHO, protein, fat) ;

            reading labels, benefits and sources of fiber and omega -3 fatty acids

            provided. Carbohydrate counting education w/ sample menu given.

            Stressed importance of regular exercise routine. 

            Handouts: Food Guide Pyramid, Sample Menu, Labels, Carb Counting

     -------------------------------------------------

     TEMPLATE ID: 4141

     TITLE: Diagnosis

            Axis I: Dysthymic Disorder, late onset

            Axis II: No diagnosis

            Axis III: L5 nerve pain and weakness

            Axis IV: chronic physical illness, and potential loss of career

            Axis V: 61

     -------------------------------------------------

     TEMPLATE ID: 12687

     TITLE: Discharge Planning Group # 1 Discharge Planning Group

            Discharge Planning Group  - Problem # 1 Discharge Planning 

            Objective:  Patient will develop a discharge plan to include specifics

            of their aftercare/follow-up; living arrangements and

            employment/education plan. 

            Attendance:  

            Patient Present        (   )

            Patient Not Present  (   )

            Patient worked on discharge planning exercise:  

            Yes  (   ) 

            No   (    )

            Patient Participated in the group discussion:       

            Yes  (    )

             No   (    )

            Addressing own Issues  (    ) 

            Others Issues  (    )

            If applicable other notable comments concerning patients participation

            on lack of participation in the group process:

     -------------------------------------------------

     TEMPLATE ID: 4706

     TITLE: ENT-ASNHL

            ASNHL  w/asym greater on 

            -ddx incl noise trauma, genetic predisposition, infectious and tumor

     -------------------------------------------------

     TEMPLATE ID: 4712

     TITLE: ENT-sinusitis

            Sinusitis

     -------------------------------------------------

     TEMPLATE ID: 8267

     TITLE: Endocrine Osteoporosis

            1) Osteoporosis- BMD stable to improved. Continue present

            bisphosphoanate therapy along with elemental calcium intake of

            ~1200-1500 mg/day plus Vit D 400-800 IU. Regular wt bearing exercise

            and inspet home for fall precaution measures. Repeat BMD q 18-24

            months. PT to RTC in 18-24 months.

     -------------------------------------------------

     TEMPLATE ID: 381

     TITLE: HTN - Nutr

            Pt. given information on DASH diet and weight loss tips to help

            control or reduce the risks of HTN.  Given written/verbal education. 

            Pt. able to answer questions and give examples of healthye ating

            behaviors.

     -------------------------------------------------

     TEMPLATE ID: 9993

     TITLE: Healthy Lifestyles Orientation:  Nutrition

            Pt received individualized meal plan focusing on high fiber grains,

            heart healthy fats, lean protein and dairy choices and fruits and

            vegetable servings.  Discussion included information on label reading,

            healthy shopping tips, recommended resources for finding healthy

            recipies, a grocery shopping list, ideas for healthy snacks and

            serving sizes.

     -------------------------------------------------

     TEMPLATE ID: 10417

     TITLE: Healthy Lifestyles Orientation: Medication & Program

     Requirements

            Knowledge deficit secondary to length of time since previous briefing

            on Orlistat and the Healthy Lifestyles Program requriements.

            Provided instruction in a group setting on the the program

            requirements for enrolling in the healthy lifestyles program.

            Also provided education on Orlistat, a lipid inhibiting drug. 

            Reviewed potential side effect, interactions with other medications

            and vitamin supplements, proper use of the medication, and mechanism

            of action.

            During session pts asked questions and communicated understanding of

            topics discussed via verbal and non-verbal communication.

     -------------------------------------------------

     TEMPLATE ID: 10903

     TITLE: Healthy Lifestyles- Recipe Modification

            Information was given on: 6 ways to Simplify Meal Planning, Cooking

            Tips for Low-Fat cooking, Recipe modifications and a class discussion

            on how to modify individual recipes brought in by patients.  Pt was

            encouraged to look at favorite recipes and figure out ways to

            incorporate healhier alternatives to the higher fat, higher salt,

            higher sugar ingredients.

            Pt verbalized understanding and asked appropriate questions.

            H/O:  6 Ways to Simplify Meal Planning, Cooking Tips, Fat Calories

            Saved, Ingredients DO Make a Difference and practice recipe for

            modifying

     -------------------------------------------------

     TEMPLATE ID: 11262

     TITLE: Healthy Lifestyles: Basic Guidelines for Weight Control

            Provided education on Basic Guidelines for Weight Control in a group

            setting. 

            Reviewed 12 tips for weight control (eg. reduce EtOH consumption, eat

            smaller protions, reduce fats etc). 

            Reviewed healthy habits/guidelines for weight loss (eg. eat 3 meals at

            regular meal times daily, eat slowly, plan ahead, control emotionla

            eating, etc).

            Reviewed food groups and which foods within those groups to avoid or

            choose more frequently.

            Pt demonstrated understanding of concepts via verbal and non-verbal

            communications. Pt instructed to f/u with healthy lifestyle case

            manager if any questions about basic guidelines for weight loss arise

            in the future.

     -------------------------------------------------

     TEMPLATE ID: 9257

     TITLE: INDUCTION AND SUBMISSION

            PATIENT COOPERATED WITH THE INDUCTION PROCEDURE.

            PATIENT HAD / DID NOT HAVE COUGH OF SUFFICIENT STRENGTH TO EXPEL

            SPUTUM.

            SPUTUM WAS NOT COLLECTED BECAUSE

            PATIENT HAD NO APPARENT ADVERSE EFFECTS FROM THIS PROCEDURE, AND LEFT

            IN GOOD CONDITION.

     -------------------------------------------------

     TEMPLATE ID: 60

     TITLE: Initial Lipid < 1 risk factor

            LDL goal <160

            HDL goal >40

            NonHDL goal <190

            TG goal <150

            TC/HDL ratio goal <4

     -------------------------------------------------

     TEMPLATE ID: 58

     TITLE: Initial Lipid > 2 risk factors >20% risk

            LDL goal <100

            HDL goal >40

            NonHDL goal <130

            TG goal <150

            TC/HDL ratio goal <4

     -------------------------------------------------

     TEMPLATE ID: 59

     TITLE: Initial Lipid >2 risk factors <20% risk

            Framingham Risk 

            LDL goal <130

            HDL goal >40

            NonHDL goal <160

            TG goal <150

            TC/HDL ratio goal <4

     -------------------------------------------------

     TEMPLATE ID: 57

     TITLE: Initial Lipid CAD or equivalent

            LDL goal <100

            HDL goal >40

            NonHDL goal <130

            TG goal <150

            TC/HDL ratio <4

     -------------------------------------------------

     TEMPLATE ID: 8906

     TITLE: Intro to Healthy Lifestyles Program

            The Healthy Lifestyles Program is a program designed for people who

            have a history of difficulty in managing their weight or other

            metabolic disorders.  This intensive year long program encompasses

            nutrition, exercise, lifestyle changes and medication to achieve long

            term weight loss/management.

     -------------------------------------------------

     TEMPLATE ID: 2541

     TITLE: LEAN Class

            Client seeking to lose weight and maintain weight loss through

            attendance in LEAN Program.

     -------------------------------------------------

     TEMPLATE ID: 6330

     TITLE: NEURO ASSESSMENT

            1)  

            2)  

            3)  

            4)

     -------------------------------------------------

     TEMPLATE ID: 9601

     TITLE: NUTR-Gastric Bypass

            BMI reflects a morbidly obese WT status. Diet hx reveals many

            unsuccessful attempts at permenant WT loss.The following oral and

            written instruction provided:

            Nutrition Complications: vitamin deficiencies, dumping syndrome,

            unsuccessful WT loss, difficulty adjusting to drastic changes in

            eating and lifestyle.

            Dietary progression and duration: clear liquids, full liquids,

            blended/pureed foods, solid foods

            Indentifying food intolerances

            Food guide based on food groups with foods recommended or to avoid.

            Sample menus with shopping lists

            Importance of protein, milk and regular exercise

            Between meal beverages

            Avoiding complications

            Handouts: " One bite at a time", NIDDK gastric surgery publication,

            supplement recommendations, "General rules for the road"

            Advised pt to implement some of discussed lifestyle changes prior to

            surgery.

     -------------------------------------------------

     TEMPLATE ID: 2944

     TITLE: PHARMACY REFILL ASSESSMENT

            Problem list by severity

            1._______(condition):  Goal _____, ______ (controlled/ uncontrolled)

            2._______(condition):  Goal _____, ______ (controlled/ uncontrolled)

            3._______(condition):  Goal _____, ______ (controlled/ uncontrolled)

            PHARMACY SCORECARD

     -------------------------------------------------

     TEMPLATE ID: 2446

     TITLE: PM&R (Low back Pain) #1

            1. Patient educated on the causes, prevention and treatment of low

            back 

                pain.

            2. Referral to physical therapy clinic for trial of therapeutic

            modalities,     

                stretching/ROM exercises, pelvic stabilization exercises, and

            instruct on 

                low impact aerobic exercise program/aquatic therapy

            3. Medications:

               - Analgesics

               - NSAIDs:

               - Adjuvant meds: TCA ( sinequan pamelor, trazadone) and 

                  anti-seizure (Neurontin, trileptal) 

               - Muscle relaxants:

               - Capsaicin cream:

               - Lidoderme patch 5%:

               - Trigger pt. injections:

               - Opioids meds:

            4. Referral to psychiatry/psychiatrist (counseling, biofeedback,

            stress 

                management, hypnosis, imagery and distraction  techniques.

            4. Pain Intervention procedures

               - Cervical/Lumbar ESI:

               - Transforaminal injection:

               - Facet joint injection:

               - Diagnostic PPR nerve bk. (for facet pain)

               - RF ablation (Conventional vs. pulse)

               - Cryoablation

               - SI joint injection:

            5. Acupuncture, PENS 

            6. Trial of spinal manipulation

            7. Trial of botox injection

            6. Recommend weight reduction program to ideal body weight as

            instructed.

            7. Recommend smoking sessation.

            8. RTC in 6-8 weeks.

     -------------------------------------------------

     TEMPLATE ID: 2506

     TITLE: PM&R Amputee Problem List

            Problem List



Recommendations

            __________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            Potential for prosthetic gait:
(Poor/Fair/Good/Excellent/To be

            determined) __________________________________________________

            Patient given educational literature:

Yes _____
No _____

            Return to Clinic: _______________

Prosthetic Appointment:

            _______________


            

Month/Day/Year





Month/Day/Year

     -------------------------------------------------

     TEMPLATE ID: 7485

     TITLE: PM&R Amputee Problem List

            Problem List



Recommendations

            __________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            ______________________________
___________________________________

            Potential for prosthetic gait:
(Poor/Fair/Good/Excellent/To be

            determined) __________________________________________________

            Patient given educational literature:

Yes _____
No _____

            Return to Clinic: _______________

Prosthetic Appointment:

            _______________


            

Month/Day/Year





Month/Day/Year

     -------------------------------------------------

     TEMPLATE ID: 2451

     TITLE: PM&R CLBP #1

            Chronic low back pain

             Lumbar spondylosis

             Lumbar radiculopathy

             Myofascial pain syndrome

             Lumbar DDD/DJD

             Lumbar spondylolysis and spondylolisthesis

             Sleep disturbance

             Opioid dependence

             Tobacco abuse

             Emotional overlay

     -------------------------------------------------

     TEMPLATE ID: 2445

     TITLE: PM&R Neck Pain #I

            1. Patient educated on the common causes, prevention, and treatment 

            of  

                neck pain.

            2. Referral to physical therapy clinic for a trial of therapeutic

            modalities, 

                intermittent cervical traction and neck exercise program.

            3. Medications:

               - Analgesics

               -  NSAIDS: COX 1

                                 COX 2

               - Adjuvant: TCA

                                 Anti-convulsants

              - Muscle relaxants

              - Capsaicin cream

              - Lidoderm patch 5%

              - Trigger point injection after informed consent

              - Spinal manipulation

              - Acupuncture,  PENS

              - TENS unit trial

              - Opioid meds

            4. Consult with psychiatrist/psychologist for counseling, stress

            management,

                relaxation/biofeedback/hypnosis/distraction and imagery techniques

            5. Spine intervention procedures

               - Cervical ESI

               - Cervical Transforaminal injection

               - Facet joint (steroid) injection

               - Diagnostic PPR nerve block

               - RF ablation  (Pulse vs. conventional)

              - Cervical discography

              - Spinal cord stimulator trial

              - Intrathecal Morphine pump trial

            6. Referral to Spine Clinic

            7. Recommend smoking sessation

            8. Recommend weight reduction to ideal weight.

     -------------------------------------------------

     TEMPLATE ID: 2452

     TITLE: PM&R Neck pain #1

            Chronic pain syndrome

             Myofascial pain syndrome

             Cervical spondylosis

             Cervical DDD/DJD

             Cervical radiculopathy

             Failed neck pain syndrome

             Cervical facet arthropathy

             Opioid dependency

             Emotional overlay

             Sleep disturbance

     -------------------------------------------------

     TEMPLATE ID: 2453

     TITLE: PM&R Shoulder #1

            Impingement syndrome

             Myofascial pain syndrome

             Degenerative joint disease (DJD)

             Rotator cuff injury/tear

             Bursitis

             Tendinitis

             Chronic pain syndrome

     -------------------------------------------------

     TEMPLATE ID: 724

     TITLE: PT:  KNEE EXAM

            Gait:     

            Swelling/Effusion:     

            Discoloration/temperature changes:     

            AROM:     

            PROM:     

            Pain with overpressure flexion or extension:     

            Crepitus or popping:     

            Q-angle (if applicable):

            Patella tilt:     

            Quad atrophy/VMO difference:     

            Tenderness to palpation:     

            Special Tests 

            Valgus 

                 0 degrees    (  ) Positve   (  ) Negative   (  ) Not applicable

                30 degrees   (  ) Positve   (  ) Negative   (  ) Not applicable

            Varus 

                 0 degrees    (  ) Positve   (  ) Negative   (  ) Not applicable

                 30 degrees  (  ) Positve   (  ) Negative   (  ) Not applicable

            Lachmans   (  ) Positve   (  ) Negative   (  ) Not applicable

            Anterior Drawer  (  ) Positve   (  ) Negative   (  ) Not applicable

            Posterior Drawer   (  ) Positve   (  ) Negative   (  ) Not applicable

            Pivot Shift   (  ) Positve   (  ) Negative   (  ) Not applicable

            McMurry   (  ) Positve   (  ) Negative   (  ) Not applicable

            Steinman¿s   (  ) Positve   (  ) Negative   (  ) Not applicable

            Apley¿s   (  ) Positve   (  ) Negative   (  ) Not applicable

            Bounce Home   (  ) Positve   (  ) Negative   (  ) Not applicable

            Other:

     -------------------------------------------------

     TEMPLATE ID: 721

     TITLE: PT:  VESTIBULAR TESTS & MEASURES

            TESTS & MEASURES

            ___     Dizziness Handicap Inventory

            ___     ABC (balance confidence questionaire)

            ___     Occulomotor Exam

                               Spontaneous nystagmus:      L        R        Up   

                Down

                               Gaze holding nystagmus:      L       R        Up   

                Down

                               Saccadic eye movements:      L        R

                               VOR-slow and rapid head thrusts:      L        R

                               Dynamic Visual Acuity: Loss of : </= 5 lines,     

            >5 lines

                               Head shake

            ___     BPPV tests

                               Dix Halpike:     L    R   torsional, Upbeat  

            Downbeat

                               Roll test:     L   R  , Geotropic,  Ageotropic

            ___      Motion Sensitivity Quotient: see attached

            ___     Balance/Gait Assessment

                               Dynamic gait index: see attached

                               Posturography (SOT):  see attached

                                Single Leg Stand

                               TUG

                               Functional Reach

                               BERG

                               Rhomberg: 

                                    EO   firm surface/compliant   Sway, LOB, 

                                    EC   firm surface/compliant   Sway  LOB

                               Sharpened Rhomberg

                                    EO   Not able, Sway,  LOB

                                    EC   Not able, Sway,  LOB

            DIAGNOSIS

            ___  BPPV 386.11

            ___  Peripheral vertigo 386.19

            ___  Central vertigo 386.2

            ___   Dizziness 780.4

            ___  Difficulty walking 719.7

            ___   Modifier codes 

            PROGNOSIS

            Good candidate for: 

               ___  Vestibular Rehabilitation Therapy

               ___  Balance Training

               ___   BPPV Treatment

                Goals:  STG: 1 month: 

                             Decrease DHI X 50%

                             Increase ABC X 50%

                             Improve objective balance measure X 50%

                             Refer to: Audio, ENT, Neuro, Balance Clinic

                       LTG: 2-3 months:

                         ___  Independent in appropriate HEP for improving,

            maintain, or providing self-management of Symptoms

                         ___  ABC of  >or = to 75% for increased safety in

            community activities

                         ___  DGI and Berg at ____ level for decreased risk of

            falls

     -------------------------------------------------

     TEMPLATE ID: 1822

     TITLE: PT:  VESTIBULAR TESTS & MEASURES

            DIAGNOSIS

            ___  BPPV 386.11

            ___  Peripheral vertigo 386.19

            ___  Central vertigo 386.2

            ___   Dizziness 780.4

            ___  Difficulty walking 719.7

            ___   Modifier codes 

            PROGNOSIS

            Good candidate for: 

               ___  Vestibular Rehabilitation Therapy

               ___  Balance Training

               ___   BPPV Treatment

               Refer to:        AUDIO    ENT    NEURO     BALANCE CLINIC

             Goals:  STG: 1 month: 

                             ___  Decrease DHI X 50%

                             ___  Increase ABC X 50%

                             ___  Improve objective balance measure X 50%

                       LTG: 2-3 months:

                         ___  Independent in appropriate HEP for improving,

            maintain, or providing self-management of Symptoms

                         ___  ABC of  >or = to 75% for increased safety in

            community activities

                         ___  DGI and Berg at ____ level for decreased risk of

            falls

     -------------------------------------------------

     TEMPLATE ID: 3783

     TITLE: Peak Flow Monitoring Follow-up

            Patient was parent were interactive, asked appropriate questionsand

            were able to correctly demonstrate use of DPI, MDI and spacer. 

            Verbalized understanding of medication adminstration, zones and what

            actions to take in yellow or red zones.  Best peak flow reading during

            office visit was_______

     -------------------------------------------------

     TEMPLATE ID: 11221

     TITLE: Prenatal Nutrition Assessment

            Based on subjective/objective data, pt has:

              inadequate intake of calcium

              inadequate intake of fruits/veggies

              BMI < 18 or > 30

              currently breastfeeding

              a child < 1 yr old

              severe N/V

              age <18 or > 40

            Prepregnancy wt was:  below    within    above   DBW

            Total recommended wt gain for pregnancy is: 15-25 # 25-35 #  28-40 # 

            >40#

     -------------------------------------------------

     TEMPLATE ID: 12490

     TITLE: Prenatal/GDM Nutrition

            Pt received oral and written instructions            kcal/day

            (24/30/36kcal/kg ideal wt)

            Nutritional intake to promote adequate wt gain for pregnancy.

            Discussed meal and distribution, fod portions, fluid intake, and

            increasing activity as permitted and tolerated. 

            Pain assessed: No action required/referred to physician/currently

            under treatment

            Learning style and needs addressed: No action required/action taken

            Handouts: Blue Ribbion Babies Fueling a Health Pregnancy, Foods to

            Avoid

     -------------------------------------------------

     TEMPLATE ID: 12688

     TITLE: Psychiatric Social Work Assessment

            Chronological Record of Medical Care

            Symptoms, Diagnosis, Treatment, Treating Organization

            PSYCHIATRIC SOCIAL WORK ASSESSMENT

            Children/Dependents:  
Age(s) Location:    

            Active Duty Personnel:  

            Name Location of Assignment & Command (Name & Phone):

            Sponsor/Next of Kin: 

            Address:

            Phone:

            Benefits/Insurance:

            Education:

            MOS:

            Pain Assessment:  Assessed by nursing staff and physician when

            necessary

            Nutritional Needs:  Assessed by Treatment Team and physician when

            necessary

            Spiritual Concerns Discussed by Patient: 

            No -



            Yes -



            Assessment: 

            Reason for admission:

            Stressor/Precipitating Events:

            Out Patient providers including names & phone numbers:

            Brief Mental Status Evaluation (at time of the interview):

            Appearance/Dress

            Appropriate -



            Inappropriate -


            Not assessed - 


            General Intelligence

            High -


            Average -


            Low  -


            Judgment/Insight    

            Intact -


            Impaired -


            Not assessed -


            Delusion/Hallucination

            Absent -

            present -

            Not assessed -


            Thought Disorder

            Absent -


            Present -


            Not assessed -


            Recent Memory 

            Absent -


            Present -


            Not assessed -


            Long Term Memory 

            Intact

            Impaired


            Not assessed -


            Orientation:

            Mood: 

            Affect:

            Suicidal ideation:             

            No -  



            Yes - 



            
Risks, Prior, Plan 

            Homicidal ideation:

            No - 



            Yes - 



            
 Risks, Prior, Plan 

            DX:  Axis I:

                   Axis II:

            Prior Family Advocacy involvement:

            Patient Support System 

            Further Social Work Assessment:

     -------------------------------------------------

     TEMPLATE ID: 11885

     TITLE: RADER-DM,CLASS

            Patient received detailed oral, visual (food models )and written

            instruction on meal planning to improve diabetes management. 

            Instruction included effect of nutritional intake on blood glucose

            results; carbohydrate counting and portion control to achieve

            improved/desired blood glucose; recommendations for fluids, fiber,

            protein and heart healthy fat; use of alcohol; blood glucose goals;

            managing low blood glucose and American College of Sports Medicine

            guidelines for initiating an exercise program.

            Handout: "Diabetes: Medical Nutrition Therapy" packet.

            Short Term Goals: (1) Make meal plan adjustments based on information

            given.  (2) Read food labels.  (3) Maintain 7 day food diary.  (4)

            Exercise as prescribed by HCP.

            Long Term Goal: Acheive desired blood glucose goals:  fasting am blood

            glucose 80-120 mg/dl, 2 hour postmeal blood glucose < 120-140 mg/dl.

     -------------------------------------------------

     TEMPLATE ID: 12240

     TITLE: Rader Clinic Medical Exam Section

            Please refer to 2807 and 2808 (handwritten) for the complete History

            and Physical.

     -------------------------------------------------

     TEMPLATE ID: 12685

     TITLE: Relapse Prevention Group #1 Discharge Planning

            Relapse Prevention Group  - Problem # 1 Discharge Planning 

            OBJECTIVE:  Patient will identify components of a relapse prevention

            plan for themselves and develop a plan based on the components. 

            ATTENDANCE:


            Patient Present  (    )

            Patient not Present (   )

            Patient worked on a relapsed prevention exercise:  

            Yes  (     )

            No   (     )

            Patient participated in the group discussion:   

            Yes  (      )

            NO (      )

             Addressing your issues (      )

            Other?s Issues     (      )

            If applicable other notable comments concerning patients participation

            or lack of participation in the group process.

     -------------------------------------------------

     TEMPLATE ID: 11202

     TITLE: SLEEP - Diagnosis of Obstuctive Sleep Apnea

            The patient's overnight PSG demonstrated obstructive physiology with

            frequent arousals consistent with a diagnosis of obstructive sleep

            apnea (OSA).

     -------------------------------------------------

     TEMPLATE ID: 11167

     TITLE: SLEEP - Probable Obstuctive Sleep Apnea

            The patient's clinical history and objective exam are suggestive of

            obstructive sleep apnea.

     -------------------------------------------------

     TEMPLATE ID: 8485

     TITLE: SLEEP ASSESSMENT

            PATIENT'S RESOPNSE TO CPAP BiPAP HAS BEEN  

                                                     PATIENT'S TOLERANCE TO CPAP

            BIPAP IS

            REASON:  

            FOR IMPROVED COMPLIANCE PT IS ASKED TO USE TECHNIQUES OF

            DESENSITIZATION AND MUSCLE TRAINING, EXPLAINED TO AND COMPREHENDED BY

            PATIENT.

            IN ORDER TO AID PATIENT IN IMPROVING COMPLIANCE THE FOLLOWING ACTION

            BY WRAMC SLEEP CLINIC IS SUGGESTED:

     -------------------------------------------------

     TEMPLATE ID: 705

     TITLE: SLEEP CLINIC ASSESSMENT

            PMH:

     -------------------------------------------------

     TEMPLATE ID: 12689

     TITLE: Social Work Progress Note # 1 Discharge Planning

            Social Work Progress Note # 1 Discharge Planning

     -------------------------------------------------

     TEMPLATE ID: 11441

     TITLE: Stable ICD patient

            Stable patient with no new complaints.

            Continue current regimen. Follow up in CHF, cardiology, and ICD

            clinics as scheduled.

     -------------------------------------------------

     TEMPLATE ID: 3563

     TITLE: THYROID CANCER ASSESSMENT

            1.  PAPILLARY THYROID CANCER, STATUS POST NEAR TOTAL THYROIDECTOMY AND

            I-131 ABLATION, WITH NED ON SERIAL FOLLOW-UP.  PATIENT IS    LOW RISK 

              HIGH RISK   FOR FUTURE RECURRENCE.

            2.  CLINICALLY EUTHYROID ON THYROID HORMONE SUPPRESSIVE THERAPY.  TSH

            LEVEL AT TARGET  < 0.01    0.05- 0.1  0.1-0.5   0.5-1.0

     -------------------------------------------------

     TEMPLATE ID: 3682

     TITLE: THYROTOXICOSIS ASSESSMENT

            1. THYROTOXICOSIS DUE TO GRAVES' DISEASE  /  TOXIC MNG    /    TOXIC

            ADENOMA  /  SUBACUTE   /  POSTPARTUM /  SILENT  / DRUG INDUCED  

            THYROIDITS.

            2. CLINICALLY AND BIOCHEMICALLY THYROTOXIC.

            3. NO EVIDENCE OF GRAVES' OPHTHALMOPATHY OR DERMOTPAHY.

     -------------------------------------------------

     TEMPLATE ID: 379

     TITLE: TOB - Nutr

            Pt. able to verbalize foods to help reduce weight gain.  Gave handouts

            on healthy snacking.

     -------------------------------------------------

     TEMPLATE ID: 218

     TITLE: Tobacco

            Pt motivated and preparing to quit. Appropriate for Zyban tx-no CI to

            medication.

     -------------------------------------------------

     TEMPLATE ID: 11923

     TITLE: WTS CLASS 2

            Discussed weight loss dining out strategies and principles of

            exercise.

            Handout:  WTS Class 2 packet

            Short Term Goal:  Choose low-fat entrees when dining out.

            Long Term Goal: Gradual weight loss of 3-8 lb per month or 1% fat loss

            per month.

            Barriers to learning not assessed.

     -------------------------------------------------

     TEMPLATE ID: 198

     TITLE: Weight Reduction-Nutrition

            Food diary obtained, refer to attachment. Oral and written instruction

            regarding behavior modifications, wt loss techniques, portion sizes &

            serving amounts based on food guide pyramid, label reading and

            benefits/sources of fiber provided. Stressed importance of regular

            aerobic exercise. Pt verbalized understanding via questions & answers.

            Handouts: Labels, Food Guide Pyramid, Weight Loss Strategies

     -------------------------------------------------

     TEMPLATE ID: 5761

     TITLE: Weight Reduction-Nutrition

            Food diary obtained, refer to attachment. Oral and written instruction

            regarding behavior modifications, wt loss techniques, portion sizes &

            serving amounts based on food guide pyramid, label reading and

            benefits/sources of fiber provided. Stressed importance of regular

            aerobic exercise. Pt verbalized understanding via questions & answers.

            Handouts: Labels, Food Guide Pyramid, Weight Loss Strategies

     -------------------------------------------------

     TEMPLATE ID: 200

     TITLE: cholesterol-nutrition

            Food diary obtained, refer to attachment. Oral and written instruction

            regarding types of fat/sources, portion sizes & serving amounts based

            on food guide pyramid, reading labels, benefits/sources of fiber &

            omega 3-fatty acids provided. Instruction based on AHA guidelines.

            Discussed behavior modifications and wt. loss techniques. Reviewed

            labs & risk factors. Pt verbalized understanding via questions &

            answers. 

            Handouts: Heart Healthy Packet, Labels, Fiber & Fat Facts

     -------------------------------------------------

     TEMPLATE ID: 3982

     TITLE: cholesterol-nutrition Sept 2003

            Pt/SO received oral and written instruction on a meal plan to

            implement lifestyle changes to reduce the risk of heart disease. Plan

            is based on food guide pyramid/Therapeutic Lifestyle Changes (TLC)

            guidelines and 25-35% of calorie intake from fat. Instruction included

            a review of pyramid food groups and suggested portion sizes, sources

            of fat and recommendations for reducing intake, benefits and sources

            of fiber and omega 3 fatty acids, reading labels and guidelines for

            eating out and physical activity. 

            Handouts: Heart Healthy Packet,  Reading Labels, Fiber and Omega-3

            fatty acid sources, Physical Activity guidelines

-------------------------------------------------

TEMPLATE TYPE: COUNSELING

-------------------------------------------------

     TEMPLATE ID: 11488

     TITLE: A-nutrition-rader

            Barriers to learning:

            Patient understands and concurs with treatment plan:

     -------------------------------------------------

     TEMPLATE ID: 10695

     TITLE: ADHD COUNSELING

            Discussed at length with parents about diagnosis and treatment

            strategies for ADHD.

             Recommend that rules and instructions for children with ADHD be

            clear, brief and delivered more visibly(such as having child repeat

            the instructions back to you or writing them down)

            Consequences used to manage children with ADHD must be delivered

            swiftly and more immediately.

            Use positive  encouragement at least twice as often as negative

            feedback

            Taking Large tsks and grouping them into smaller tasks

            Developing a positve behavioral reinforcement program relating

            behavior at school to consequences at home

            Keep communication lines open between teacher and parent to evaluate

            progress--recommend a daily behavior report(especially for elementary

            school age children)

            Discussed medication managment for ADHD, its purpose and side effects

            of medication.

     -------------------------------------------------

     TEMPLATE ID: 5346

     TITLE: ADOLESCENT COUNSELING-KUSAHC

            Nutrition: Avoid foods in high saturated fats; avoid skipping meals,

            especially breakfast; sensible food choices; avoid sweets and

            inbetween snacks; Select regular exercise

            Substance Use: Tobacco cessation primary prevention, Alcohol and other

            drugs cessation primary prevention, Driving and other dangerous

            activities while under the influence

            Sexual Practices;  Sexual Development and behavior, Sexually

            transmitted diseases, partner selection, condoms, unintended pregnancy

            and contraceptive options

            Injury Prevention; Safety belts, safety helmets, violent

            behavior,firearms, smoke detector

            Dental health: Regular toothbrushing, flossing, dental visits

     -------------------------------------------------

     TEMPLATE ID: 5347

     TITLE: ADOLESCENT COUNSELING-KUSAHC

            Nutrition: Avoid foods in high saturated fats; avoid skipping meals,

            especially breakfast; sensible food choices; avoid sweets and

            inbetween snacks; Select regular exercise

            Substance Use: Tobacco cessation primary prevention, Alcohol and other

            drugs cessation primary prevention, Driving and other dangerous

            activities while under the influence

            Sexual Practices;  Sexual Development and behavior, Sexually

            transmitted diseases, partner selection, condoms, unintended pregnancy

            and contraceptive options

            Injury Prevention; Safety belts, safety helmets, violent

            behavior,firearms, smoke detector

            Dental health: Regular toothbrushing, flossing, dental visits

     -------------------------------------------------

     TEMPLATE ID: 5341

     TITLE: Adolescent counseling(male and female)-KUSAHC

            Diet and Exercise: Avoid foods high in saturated fat, high

            cholesterol,sweets

             and between meal snacks.  Avoid skipping meals. Select a regular

            exercise program; 

            Substance use: Tobacco cessation primary prevention; alcohol and other

            drugs cessation primary prevention; Driving, other dangerous

            activities while under the influence

            Sexual Practices: Sexual development and behavior; sexually

            transmitted diseases,partner selection; condoms; unintended pregnancy

            and contraceptive options

            Injury prevention: Safety belts;safety helmets; violent

            behavior;firearms; smoke detector

            Dental Health:  Regular toothbrushing, flossing, dental visits

            Skin protection from ultraviolet light

     -------------------------------------------------

     TEMPLATE ID: 5342

     TITLE: Adolescent counseling(male and female)-KUSAHC

            Diet and Exercise: Avoid foods high in saturated fat, high

            cholesterol,sweets

             and between meal snacks.  Avoid skipping meals. Select a regular

            exercise program; 

            Substance use: Tobacco cessation primary prevention; alcohol and other

            drugs cessation primary prevention; Driving, other dangerous

            activities while under the influence

            Sexual Practices: Sexual development and behavior; sexually

            transmitted diseases,partner selection; condoms; unintended pregnancy

            and contraceptive options

            Injury prevention: Safety belts;safety helmets; violent

            behavior;firearms; smoke detector

            Dental Health:  Regular toothbrushing, flossing, dental visits

            Skin protection from ultraviolet light

     -------------------------------------------------

     TEMPLATE ID: 10912

     TITLE: Anterior Cervical Spine Pre-operative Consent

            Based on the patient's symptoms and exam, I am offering C3-4 Anterior

            cervical discectomy and fusion.  I have discussed in detail the nature

            of the surgery.  Models and radiographs were used to illustrate the

            discussion.  I have also discussed the risks which include but are not

            limited to, worsening neurological condition, paralysis, nerve root

            injury, injury to vascular structures (vertebral artery, carotid

            artery, jugular vein), injury to viscous structures (esophagus,

            trachea), injury to the recurrent laryngeal nerve resulting in

            hoarseness, infection, fusion failure, anesthesia reaction, MI, PE,

            CVA and even death.  

            THe patient has had the chance to ask questions.  All questions appear

            to have been answered to his/her satisfaction.  The patient

            understands the nature of the surgery and it's risks, accepts those

            risks and has requested the surgery be performed.

     -------------------------------------------------

     TEMPLATE ID: 6966

     TITLE: Anticipatory Guidance 13 to 18 year olds

            Diet: avoid fatty fried foods, sweets and between meal snacks, caloric

            balance

            Substance Use;  Tobacco cessation primary prevention

                                         Alcohol and other drug cessation primary

            prevention

                                         Driving, other dangerous activities while

            under the  

                                              influence

                                         Treatment for abuse

            Sexual Practices: Sexual Development and behavior

                                         Sexual transmitted diseases, partner

            selection

                                         Safe sexual practices, unintended

            pregnancy

            Injury Prevention:Safety Belts;safety helmets,  

                                         violent behavior,firearms,smoke detector

            Dental Health: regular toothbrushing,flossing, dental visits

             Skin Protection from Ultraviolet Light

            Immunizations: side effects

     -------------------------------------------------

     TEMPLATE ID: 6164

     TITLE: Anticipatory Guidance for 6 to 7 year old

            Manners, promote self help skills

            Discussed food jags, avoiding junk foods

            monitor tv use, encourage group play and small chores

            dental care

            Normal sexual curiosity

            Car--seatbelts

            Learn address and telephone number

            Avoid strangers

            Discuss bike riding--wearing helmets

     -------------------------------------------------

     TEMPLATE ID: 6142

     TITLE: Anticipatory guidance 8to 10 year old

            responsibility for self

            Responsibility for school

            Increased autonomy with decision making

            Praise and encouragement

            Establish fair rules, give allowance

            Limit junk foods, table manners

            Encourage organized sports, limit television

            Encourage hobbies

            Dental care

            Personal hygiene

            Regular exercise

            Limit junk foods

            Prepare for physical changes/modesty

            Bicycle saftey--wearing helmets

            Know address and telephone number

            Fire and gun safety

            Avoid strangers

            Water Safety

            Wearing of seatbelts

     -------------------------------------------------

     TEMPLATE ID: 11369

     TITLE: Asthma Counseling (Pediatrics)

            Medication Function, What is Asthma, MDI/Spacer Demonstration,

            Enviromental Triggers, Asthma Action Plan, Use of Peak Flow Meter, Flu

            Shot, EFMP

     -------------------------------------------------

     TEMPLATE ID: 11760

     TITLE: Atonsil Counselling

            I have discussed the risks, benefits and alternatives to planned

            procedure.  Risks include bleeding (5%), infection, pain, dehydration,

            failure of procedure, VPI (1:1500)/change in speech, recurrence of

            symptoms, unforseen circumstances leading short, long term disability

            or even death.

            Pt/parents expressed understanding and wish to proceed.

     -------------------------------------------------

     TEMPLATE ID: 10035

     TITLE: CKC and D&C

            The patient was counseled for cold knife conization of the cervix and

            dilation and curettage.  She understands that this procedure may or

            may not be curative.

               She understands that we will be excising a portion of the cervix

            for pathologic evaluation and that we will dilate the cervix and

            scrape the lining (endometrium) of the uterus with a sharp instrument

            to obtain tissue.

               The patient was counseled for the risks, benefits, and alternatives

            to surgery.  She understands that there is a risk of uterine

            perforation that could require laparoscopic evaluation or even a

            laparotomy if there is concern for significant injury of bleeding. 

            Other risks were explained to include bleeding, possible need for a

            transfusion (with associated risks of HIV, hepatitis, and other

            infectious diseases), infection requiring prolonged hospitalization

            and treatment with antibiotics, damage to other structures (bowel,

            bladder, etc..) requiring further surgery to remove or repair affected

            organs, and persistent pain.

               Furthermore, the patient was counseled that anesthesia carries it's

            own risks and that any surgery carries the rare risk of blood clots,

            pulmonary embolism, stroke, heart attack, or even death.

               All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 12100

     TITLE: COUNSELLING NOTE

            THIS PATIENT WAS EXTENSIVELY COUNSELLED ABOUT THE SUSPICION OF A

            MALIGNANT TUMOR AND THE NEED FOR EXPLORATORY SURGERY TO DIAGNOSE AND

            TREAT THE PROBLEM. PATIENT AND MOTHER COUNSELLED ABOUT THE POSSIBLIITY

            OF LOSS OF FERTILITY, SURGICAL INJURY AND COMPLICATIONS, INFECTION,

            BLOOD LOSS WITH TRANSFUSION, BOWEL RESECTION AND ANASTOMOSIS, AND NEED

            FOR ADEQUATE BOWEL PREP TO AVOID POSSIBLE COLOSTOMY. STRONGLY

            RECOMMENDED ADMISSION WITHPLANS FOR EXPLORATION/POSS STAGING TOMORROW.

            ALL QUESTIONS ANSWERED, PATIENT AND MOTHER DEMONSTRATE UNDERSTANDING

            AND DESIRE TO PROCEED WITH PLAN AS OUTLINED. 

            JOEL WEBB MD

            GYN ONC FELLOW

     -------------------------------------------------

     TEMPLATE ID: 11327

     TITLE: Colonoscopy Ped GI

            Discussed with parents and patient regarding risks, benefits of both

            performing and not performing the procedure.  

            The procedure is indicated due to chronic diarrhea, vomiting,

            abdominal pain, early satiety, loss of appetite, and can rule out

            gastrointestinal diseases such as inflammatory bowel disease, lower

            gastrointestinal bleeding, and food allergy (eosinophilic disease), to

            name a few.  The procedure consists of insertion of flexible lighted

            tube into the rectum in order to see what the gastrointestinal lining

            looks like of the entire colon and very end of small intestine where

            it meets the colon.  We insuflate with air that can lead to sensation

            of bloating and abdominal distention, and possibly cramping.  We take

            biopsies in order to evaluate the tissue microscopically.  This yields

            a very minimal risk for bleeding.  There is also a very minimal risk

            for infection and perforation due to putting a foreign object into the

            body.  Parents voiced understanding of the procedure and its

            risks/benefits.

     -------------------------------------------------

     TEMPLATE ID: 8426

     TITLE: DACH NOB

            Discussed nutrition, hydration, exercise, OTC medications, kegels, SBE

            Request US for fetal assessment survery between 18-20 weeks gestation.

            Pap smear, GC/Chlamydia culture to lab

            Continue PNV and any other prescribed medications

            Review danger signs of toxemia, UTI, vaginal bleeding/cramping/LOF, or

            decreased FM

            RTC            weeks or call and make a Same Day appointment if there

            are problems or concerns

     -------------------------------------------------

     TEMPLATE ID: 9512

     TITLE: DACH POSTPARTUM

            Do monthly SBE

            Take Nor QD daily at same time every day.

            Continue prenatal vitamins, and supplements as needed

            Exercise 3-4 times a week for 30"

            Follow up in 1 year or when ready to change OCPs.

     -------------------------------------------------

     TEMPLATE ID: 8425

     TITLE: DACH ROUTINE OB

            Review signs and symptoms of urinary tract infection, vaginal cramping

            or bleeding, headaches, vision changes, severe heartburn, unusual

            pain.

            Review hydration goals, nutrition goals, and notation of fetal

            movement.

            Continue use of prenatal vitamins 

            Return to clinic in 4 weeks for the next visit or call and schedule a

            Same Day appointment if there is a problem.

     -------------------------------------------------

     TEMPLATE ID: 10481

     TITLE: DHCN OB/GYN Counseling

            Handouts given for above.

     -------------------------------------------------

     TEMPLATE ID: 9456

     TITLE: DHCN WWC EMERGENCY CONTRACEPTION

            TAKE 4 WHITE PILLS OF LO-OVRAL WITHIN 72 HOURS OF UNPROTECTED

            INTERCOURSE, REPEAT SAME DOSE IN 12 HOURS.

            TAKE ANTI-NAUSEA MED (MECLIZINE 50 MG) 1 HOUR PRIOR TO EC

            IF CLIENT DOES NOT START MENSES IN 10-14 DAYS, RTC FOR PREGNANCY TEST

     -------------------------------------------------

     TEMPLATE ID: 9174

     TITLE: DHCN WWC IUD TEACHING

            PT COUNSLED TO CHECK FOR STRINGS TODAY, NOTING LENGTH.

            TO CHECK FOR STRINGS FOLLOWING THE NEXT SEVERAL MENSTRUAL CYCLES, THEN

            WHENEVER SHE HAS ABNORMAL CRAMPING.

            REVIEWED WARNING SIGNS:

            P =   PERIOD LATE, POSSIBLE PREGNANCY

            A =  ABDOMINAL PAIN, PAIN WITH INTERCOURSE

            I   =  INFECTION EXPOSURE, ABNL DISCHARGE, ITCHING, POSSIBLE STD

            N =  NOT FEELING WELL, FEVER, CHILLS

            S =  STRINGS MISSING, SHORTER, LONGER

            IF THESE OCCUR, SEEK CARE.

     -------------------------------------------------

     TEMPLATE ID: 9612

     TITLE: DHCN WWC TRICYCLING OCPS

            TAKE FIRST 3 WEEKS OF ACTIVE PILLS THEN INSTEAD OF TAKING INACTIVE

            PILLS THE FOURTH WEEK START NEW PACK OF PILLS. REPEAT THIS SCHEDULE

            UNTIL 3 PACKS OF PILLS HAVE BEEN COMPLETED. AT END OF 3RD PACK, TAKE

            INACTIVE PILL AND PERIOD WILL START THAT WEEK. START NEW PACK AND

            REPEAT CYCLE.

     -------------------------------------------------

     TEMPLATE ID: 11444

     TITLE: DeWitt Allergy AIT counseling

            Patient would be a candidate for immunotherapy.  We discussed the

            particulars of the programs dosing schedule, and the risks, benefits,

            and commitment involved.  They understand fully the need for adherence

            to the scheduled program, and the importance of a post-shot

            observation period, to ensure safe administration.  I also discussed

            the time involved prior to seeing a therapeutic benefit, often three

            to six months after reaching maintenance dosing, as well as the

            possibility that the patient will not respond at all.

     -------------------------------------------------

     TEMPLATE ID: 11113

     TITLE: Diagnostic laparoscopy

            The patient was counseled for Diagnostic Laparoscopy for chronic

            pelvic pain.  She understands that the surgery will involve several

            small abdominal incisions (to allow insertion of camera and

            instruments), evaluation of the abdomen and pelvis with removal of the

            any abnormality (e.g. endometriosis) and possible lysis of adhesions. 

              The patient was counseled for the risks, benefits, and alternatives

            to surgery.  Risks were explained to include bleeding, possible need

            for a transfusion (with associated risks of HIV, hepatitis, and other

            infectious diseases), infection requiring prolonged hospitalization

            and treatment with antibiotics, damage to other structures (bowel,

            bladder, ureters, blood vessels) requiring further surgery

            necessitating a larger incision to remove or repair affected organs,

            possible colostomy, poor wound healing, persistent pain and cancer

            staging. She was also counseled that anesthesia carries it’s own risks

            and that any major surgery carries the rare risk of blood clots,

            pulmonary embolism, stroke, heart attack, or death.  

              All of the patient’s questions were answered to her satisfaction and

            she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 11326

     TITLE: EGD ped GI

            Discussed with parents and patient regarding risks, benefits of both

            performing and not performing the procedure.  

            The procedure is indicated due to chronic vomiting, abdominal pain,

            early satiety, loss of appetite, and can rule out gastrointestinal

            diseases such as inflammatory bowel disease, celiac disease,

            gastroesophageal reflux, helicobacter pylori infection, food allergy

            (eosinophilic disease), and peptic ulcer disease, to name a few.  The

            procedure consists of insertion of flexible lighted tube into the

            mouth, esophagus, stomach, and duodenum in order to see what the

            gastrointestinal lining looks like.  We insuflate with air that can

            lead to sensation of bloating and abdominal distention.  We take

            biopsies in order to evaluate the tissue microscopically.  This yields

            a very minimal risk for bleeding.  There is also a very minimal risk

            for infection and perforation due to putting a foreign object into the

            body.  Parents voiced understanding of the procedure and its

            risks/benefits.

     -------------------------------------------------

     TEMPLATE ID: 11662

     TITLE: Heart Healthy Class, session #1

            Handouts provided:  Heart Smart Booklet and slide presentation

     -------------------------------------------------

     TEMPLATE ID: 5501

     TITLE: Kusahc pt teaching

            Call back to Primary Care if necessary for additional care.

     -------------------------------------------------

     TEMPLATE ID: 10155

     TITLE: Laparoscopic BSO

            Operative Laparoscopy with removal of both ovaries and possible

            exploratory laparotomy and cancer staging.

                 The patient was counseled for Operative Laparoscopy with removal

            of the ovaries.  She understands that the surgery will involve several

            small abdominal incisions (to allow insertion of camera and

            instruments), evaluation of the abdomen and pelvis with removal of the

            cyst or mass, possible lysis of adhesions, larger vertical or

            horizontal abdominal incision, appendectomy, and cancer staging or

            other indicated procedures. 

                 The patient was counseled for the risks, benefits, and

            alternatives to surgery.  Risks were explained to include bleeding,

            possible need for a transfusion (with associated risks of HIV,

            hepatitis, and other infectious diseases), infection requiring

            prolonged hospitalization and treatment with antibiotics, damage to

            other structures (bowel, bladder, ureters, blood vessels) requiring

            further surgery necessitating a larger incision to remove or repair

            affected organs, possible colostomy, poor wound healing, persistent

            pain and cancer staging. Benefits include definitive evaluation of the

            mass with possible curative therapy if it is cancerous. She was also

            counseled that anesthesia carries its own risks and that any major

            surgery carries the rare risk of blood clots, pulmonary embolism,

            stroke, heart attack, or death.  The alternative is to do nothing at

            this time and follow expectantly with ultrasounds.

                All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 11853

     TITLE: Laparoscopic LSO

            Operative Laparoscopy with removal of the left ovary and fallopian

            tube with possible removal of the right ovary and fallopian tube,

            possible exploratory laparotomy with removal of the uterus and cancer

            staging.

                 The patient was counseled for Operative Laparoscopy with removal

            of the left ovary.  She understands that the surgery will involve

            several small abdominal incisions (to allow insertion of camera and

            instruments), evaluation of the abdomen and pelvis with removal of the

            cyst or mass, possible lysis of adhesions, larger vertical or

            horizontal abdominal incision, appendectomy, and cancer staging or

            other indicated procedures. 

                 The patient was counseled for the risks, benefits, and

            alternatives to surgery.  Risks were explained to include bleeding,

            possible need for a transfusion (with associated risks of HIV,

            hepatitis, and other infectious diseases), infection requiring

            prolonged hospitalization and treatment with antibiotics, damage to

            other structures (bowel, bladder, ureters, blood vessels) requiring

            further surgery necessitating a larger incision to remove or repair

            affected organs, possible colostomy, poor wound healing, persistent

            pain and cancer staging. Benefits include definitive evaluation of the

            mass with possible curative therapy if it is cancerous. She was also

            counseled that anesthesia carries its own risks and that any major

            surgery carries the rare risk of blood clots, pulmonary embolism,

            stroke, heart attack, or death.  The alternative is to do nothing at

            this time and follow expectantly with ultrasounds.

                All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 11848

     TITLE: Laparoscopic RSO

            Operative Laparoscopy with removal of the right ovary and fallopian

            tube with possible removal of the left ovary and fallopian tube,

            possible exploratory laparotomy with removal of the uterus and cancer

            staging.

                 The patient was counseled for Operative Laparoscopy with removal

            of the right ovary.  She understands that the surgery will involve

            several small abdominal incisions (to allow insertion of camera and

            instruments), evaluation of the abdomen and pelvis with removal of the

            cyst or mass, possible lysis of adhesions, larger vertical or

            horizontal abdominal incision, appendectomy, and cancer staging or

            other indicated procedures. 

                 The patient was counseled for the risks, benefits, and

            alternatives to surgery.  Risks were explained to include bleeding,

            possible need for a transfusion (with associated risks of HIV,

            hepatitis, and other infectious diseases), infection requiring

            prolonged hospitalization and treatment with antibiotics, damage to

            other structures (bowel, bladder, ureters, blood vessels) requiring

            further surgery necessitating a larger incision to remove or repair

            affected organs, possible colostomy, poor wound healing, persistent

            pain and cancer staging. Benefits include definitive evaluation of the

            mass with possible curative therapy if it is cancerous. She was also

            counseled that anesthesia carries its own risks and that any major

            surgery carries the rare risk of blood clots, pulmonary embolism,

            stroke, heart attack, or death.  The alternative is to do nothing at

            this time and follow expectantly with ultrasounds.

                All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 11849

     TITLE: Laparoscopic RSO

            Operative Laparoscopy with removal of the right ovary and fallopian

            tube with possible removal of the left ovary and fallopian tube,

            possible exploratory laparotomy with removal of the uterus and cancer

            staging.

                 The patient was counseled for Operative Laparoscopy with removal

            of the right ovary.  She understands that the surgery will involve

            several small abdominal incisions (to allow insertion of camera and

            instruments), evaluation of the abdomen and pelvis with removal of the

            cyst or mass, possible lysis of adhesions, larger vertical or

            horizontal abdominal incision, appendectomy, and cancer staging or

            other indicated procedures. 

                 The patient was counseled for the risks, benefits, and

            alternatives to surgery.  Risks were explained to include bleeding,

            possible need for a transfusion (with associated risks of HIV,

            hepatitis, and other infectious diseases), infection requiring

            prolonged hospitalization and treatment with antibiotics, damage to

            other structures (bowel, bladder, ureters, blood vessels) requiring

            further surgery necessitating a larger incision to remove or repair

            affected organs, possible colostomy, poor wound healing, persistent

            pain and cancer staging. Benefits include definitive evaluation of the

            mass with possible curative therapy if it is cancerous. She was also

            counseled that anesthesia carries its own risks and that any major

            surgery carries the rare risk of blood clots, pulmonary embolism,

            stroke, heart attack, or death.  The alternative is to do nothing at

            this time and follow expectantly with ultrasounds.

                All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 9900

     TITLE: Laser ablation of vaginal dysplasia

            The patient was counseled for laser ablation and possible excision of

            vaginal dysplasia.  She understands that this procedure will attempt

            to ablate all abnormal vaginal cells, however there is certainly a

            risk of recurrence or even progression of the disease.

               The patient was counseled for the risks, benefits, and alternatives

            to surgery.  Risks were explained to include bleeding, possible need

            for a transfusion (with associated risks of HIV, hepatitis, and other

            infectious diseases), infection requiring prolonged hospitalization

            and treatment with antibiotics, damage to other structures (bowel,

            bladder, etc..) requiring further surgery to remove or repair affected

            organs, poor wound healing, and persistent pain.

               Furthermore, the patient was counseled that anesthesia carries it's

            own risks and that any surgery carries the rare risk of blood clots,

            pulmonary embolism, stroke, heart attack, or even death.

               All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 9011

     TITLE: OVARIAN STAGING

            Patient:

            Date:

            Counseling Note for Total Abdominal Hysterectomy, Bilateral

            Salping-Oopherectomy and possible cancer staging. 

            
The patient was counseled for a Total Abdominal Hysterectomy with

            Bilateral Salpingoophorectomy (removal of the uterus, cervix,

            bilateral tubes & ovaries).  She understands that the surgery will

            involve an abdominal incision and removal of the above organs.  She is

            aware that this procedure with permanently eliminate the possibility

            of carrying a pregnancy and will result in surgical menopause.   

            
The patient was counseled with regards to the indications, risks,

            benefits, and alternatives to surgery.  Risks were explained to

            include bleeding, possible need for a transfusion (with associated

            risks of HIV, hepatitis, and other infectious diseases), infection

            requiring prolonged hospitalization and treatment with antibiotics,

            damage to other structures (bowel, bladder, ureter, blood vessels,

            etc.) requiring further surgery necessitating a larger incision to

            remove or repair affected organs, possible need for colostomy, poor

            wound healing, and persistent pain. The patient understands that

            although the goal of this procedure is to reduce or eliminate her

            pelvic pain, there is no guarantee that this will be effective.

            
The patient was also counseled regarding the potential need to

            perform a cancer staging operation and tumor debulking, which may

            require extensive intra-abdominal dissection,  with potential for a

            prolonged operation and further procedures including removal of pelvic

            and abdominal organs.

            
Furthermore, the patient was counseled that anesthesia and the

            post-operative period involve increased risks for blood clots,

            pulmonary embolism, stroke, heart attack, or death.

            
All of the patient’s questions were answered to her satisfaction and

            she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 10163

     TITLE: Operative hysteroscopy

            Counseling Note for Operative Hysteroscopy, Dilation and Curettage

               Pt understands surgery will include insertion of dilators into

            cervix to allow insertion of camera for visualization of cavity as

            well as instruments to remove any scar tissue, polyps, or myomas

            either with or without cautery.  Pt understands risk of uterine

            perforation with possible need for laparoscopy (incision in umbilicus

            with insertion of camera to verify no intraabdominal injuries) and

            possible need for laparotomy incision for evaluation/repair of

            injuries.  She understands we will scrape the lining of the uterus to

            remove the endometrium.

               The patient was counseled for the risks, benefits, and alternatives

            to surgery.  Risks were explained to include bleeding, possible need

            for a transfusion (with associated risks of HIV, hepatitis, and other

            infectious diseases), infection requiring prolonged hospitalization

            and treatment with antibiotics, damage to other structures (bowel,

            bladder, ureters, blood vessels) requiring further surgery

            necessitating a larger incision to remove or repair affected organs,

            possible colostomy, poor wound healing, and persistent pain.

               She was also counseled that anesthesia carries its own risks and

            that any major surgery carries the rare risk of blood clots, pulmonary

            embolism, stroke, heart attack, or death.

               All of the patient's questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

     TEMPLATE ID: 11887

     TITLE: RADER-DM,CLASS

            Barriers to learning will be assessed during individual follow-up

            counseling.

            Patient concurred and verbalized understanding of treatment plan

            through questions and answers:

     -------------------------------------------------

     TEMPLATE ID: 8065

     TITLE: SELECT Study Assessment

            Last meal at 7 am today, Blood drawn at 0800today.

            Returned study medication:

            S-0078 IK w 16 capsules and  E-5171 YJ with 43 capsules, adherent

            No evidence of any cancer, cardiovascular or cerebral events.

            No reported side effects from the study medications.

            Subject verbalized compliance with  SELECT multivitamin 7 days per

            week.

            Has not smoked any cigarettes in the past year.

            Dispensed:  E-                         and S-                    with

            2  bottles multivitamins.

     -------------------------------------------------

     TEMPLATE ID: 11205

     TITLE: SLEEP - sleep hygiene counseling

            Discussed proper sleep hygiene with the patient.

            If prescribed, use of CPAP/BIPAP is recommended during all hours of

            sleep,  including naps and while away from home. Elimination from

            bedroom of non sleep-related stimuli,  avoidance of exercise,

            exertion, stimulants and alcohol near bedtime are also recommended.

     -------------------------------------------------

     TEMPLATE ID: 12081

     TITLE: Septoplasty, possible turbinoplasty

            I have discussed the risks, benefits and alternatives of planned

            procedure with patient. 

            Risks include bleeding, infection, continued nasal dyspnea, CSF leak,

            septal perforation, change/loss of smell, nubmness in teeth, need for

            additional procedures, as well as unforseen circumstances leading to

            short, long term disability or even death.

            Patient expressed understanding and wishes to proceed.

     -------------------------------------------------

     TEMPLATE ID: 11684

     TITLE: TAH/BSO possible staging

            The patient was counseled for a Total Abdominal Hysterectomy with

            Bilateral Salpingoophorectomy (removal of the uterus, cervix,

            bilateral tubes & ovaries).  She understands that the surgery will

            involve an abdominal incision and removal of the above organs.  She is

            aware that this procedure with permanently eliminate the possibility

            of carrying a pregnancy and will result in surgical menopause.   

               The patient was counseled with regards to the indications, risks,

            benefits, and alternatives to surgery.  Risks were explained to

            include bleeding, possible need for a transfusion (with associated

            risks of HIV, hepatitis, and other infectious diseases), infection

            requiring prolonged hospitalization and treatment with antibiotics,

            damage to other structures (bowel, bladder, ureter, blood vessels,

            etc.) requiring further surgery necessitating a larger incision to

            remove or repair affected organs, possible need for colostomy, poor

            wound healing, and persistent pain.

               The patient was also counseled regarding the potential need to

            perform a cancer staging operation and tumor debulking  which may

            require extensive intra-abdominal dissection with potential for a

            prolonged operation and further procedures including removal of pelvic

            and abdominal organs.

               Furthermore, the patient was counseled that anesthesia and the

            post-operative period involve increased risks for blood clots,

            pulmonary embolism, stroke, heart attack, or death.

               All of the patient’s questions were answered to her satisfaction

            and she desires to proceed with surgery.

     -------------------------------------------------

-------------------------------------------------

TEMPLATE TYPE: COURSE TO DATE

-------------------------------------------------

     TEMPLATE ID: 7585

     TITLE: 556555

            TEST TEST

     -------------------------------------------------

     TEMPLATE ID: 6646

     TITLE: 6 to 7 year old physical-subj. data and dev hx

            Diet:

            Elimination:

            School/Physical Activity:

            Allergies:

            Current Medications:

            Dev. Hx: Dresses self; toilets alone, plays in groups, separates from

            parents,

             uses scissors, draws person 3 parts, fluent sentences, recognizes

            colors,

            knows 2 of 3 opposites: fire is hot, ice is __, mom is woman and dad

            is __,

            horse is big and mouse is ___.: Balances on one foot, heel-toe walk;

            catches bounced ball.

            Concerns/Follow-up:

     -------------------------------------------------

     TEMPLATE ID: 6545

     TITLE: 8 to 10 year old develo[pmental

            Knows rules; does home chores, tells time, knows days of week; ereads

            for pleasure; rides bicycle; plays active games.

     -------------------------------------------------

     TEMPLATE ID: 6761

     TITLE: 8 to 10 year old develo[pmental

            Knows rules; does home chores, tells time, knows days of week; ereads

            for pleasure; rides bicycle; plays active games.

     -------------------------------------------------

     TEMPLATE ID: 6603

     TITLE: 8 to 10 year old physical

            Diet:

            Physical Activity:

            School:

            Peer Relationships:

            Developmental: Knows rules; does home chores, tells time, knows days

            of week;reads for pleasure; rides bicycle; plays active games.

     -------------------------------------------------

     TEMPLATE ID: 7205

     TITLE: 8 to 10 year old physical

            Diet: well balanced, drinks milk

            Physical Activity: Active

            School: 5th grade at Edgewood Elem. Missed 43 days of school last year

            die to the UTI/reflux problems,  but since surgery in the spring has

            been fine.

            Peer Relationships: Gets along with peers, in Girl Scouts. Household

            chores

            Social- Lives with Mom (homemaker), Dad(AD), 1/2 sib (part-time in the

            home), sister, 2 younger brothers.

            Safety- +seat belt, +swims,+smokers outside

     -------------------------------------------------

     TEMPLATE ID: 6604

     TITLE: 8 to 10 year old physical

            Diet:

            Physical Activity:

            School:

            Peer Relationships:

            Developmental: Knows rules; does home chores, tells time, knows days

            of week;reads for pleasure; rides bicycle; plays active games.

            Concerns:

     -------------------------------------------------

     TEMPLATE ID: 482

     TITLE: Cardiac ROS:

            No orthopnea, PND, DOE, edema, syncope, palpitations

     -------------------------------------------------

     TEMPLATE ID: 6221

     TITLE: DHCN WWC REFILL

            PT DESRIES REFILL FOR:

            LMP:

            LAST PAP:

            RESULTS OF LAST PAP:

            DENIES HX OF PHLEBITIS, CLOTTING PROBLEMS, BLOOD CLOTS, HIGH BLOOD

            PRESSURE, MIGRAINES, HEART, LIVER, LUNG, KIDNEY DISEASE, AND SEIZURE

            DISORDERS.

     -------------------------------------------------

     TEMPLATE ID: 2901

     TITLE: Endocrinology

            Problem List:

                   Endocrine Rlated Diagnosis(es):

                   Other Medical Diagnosis(es):

     -------------------------------------------------

     TEMPLATE ID: 2902

     TITLE: Endocrinology

            Problem List:

                   Endocrine Rlated Diagnosis(es):

                   Other Medical Diagnosis(es):

     -------------------------------------------------

     TEMPLATE ID: 508

     TITLE: F/u tubulointerstitial disease presumed due to Lithium for h/o

     bipolar disorder

            Patietn had lasix dose increased to 40 mg AM and 60 mg po QPM.

            Swelling has improved. Drinks quite a bit of fluid, always thirsty.

     -------------------------------------------------

     TEMPLATE ID: 4201

     TITLE: KUSAHC post deployment

            DEET insect repellant:  

            Pesticide treated uniforms:  

            Environmental pesticides:  

            Flea or Tick collars: 

            Pesticide strips:  

            Smoke from oil fires:  

            Smoke from burning trash or feces: 

            Vehicle or truck exhaust fumes:  

            Tent heater smoke:  

            JP8 or other fuels:  

            Fog oils:  

            Solvents:  

            Paints:  

            Ionizing radiation:  

            Radar/microwaves:  

            Lasers: 

            Loud noises:  

            Excessive vibration:  

            Industrial pollution:  

            Sand/dust:  

            Depleted uraninum:  

            Other exposures:

     -------------------------------------------------

     TEMPLATE ID: 4203

     TITLE: KUSAHC post deployment

            DEET insect repellant:  

            Pesticide treated uniforms:  

            Environmental pesticides:  

            Flea or Tick collars: 

            Pesticide strips:  

            Smoke from oil fires:  

            Smoke from burning trash or feces: 

            Vehicle or truck exhaust fumes:  

            Tent heater smoke:  

            JP8 or other fuels:  

            Fog oils:  

            Solvents:  

            Paints:  

            Ionizing radiation:  

            Radar/microwaves:  

            Lasers: 

            Loud noises:  

            Excessive vibration:  

            Industrial pollution:  

            Sand/dust:  

            Depleted uraninum:  

            Other exposures:

     -------------------------------------------------

     TEMPLATE ID: 2521

     TITLE: PRK WORK/UP

            UNCORRECTED VA'S

                 OD

                 OS

            REFRACTION                                                      BCVA'S

                 OD

                 OS

            KERATOTOMY

                 OD

                 OS

            SLIT LAMP EXAM

     -------------------------------------------------

     TEMPLATE ID: 702

     TITLE: SLEEP CLINIC: SUBJECTIVE COURSE TO DATE

            Reason for Clinic Visit: CPAP/BiPAP Follow-up.

            Chief Complaint:

            Medications:

            Drug Allergies:

            Medical illnesses:

     -------------------------------------------------

     TEMPLATE ID: 3544

     TITLE: THYROID CANCER BACKGROUND INFORMATION

            YEAR OLD  FEMALE MALE HAS AN APPOINTMENT FOR EVALUATION AND FOLLOW-UP

            OF PAPILLARY    FOLLICULAR     MEDULLARY   OTHER THYROID CANCER.  PT

            ORIGINALLY PRESENTED IN   MO/YR WITH..............................   

            INITIAL EVALUATION:

            THE PATIENT HAD THE FOLLOWING LOCAL SYMPTOMS AT INITIAL PRESENTATION: 

            ____NONE;  ____ PAIN; ____HOARSENESS _____; DYSPHAGIA

            THE PATIENT HAD   NO  POSITIVE   HISTORY OF IONIZING RADIATION TO THE

            THYROID.

            THYROID FUNCTION TESTS REVEALED: 

            DATE DD/MO/YR THYROID FNA SHOWED: 

            DATE DD/MO/YR THYROID ULTRASOUND SHOWED:

            INITIAL TREATMENT: 

            DATE DD/MO/YR SURGICAL PROCEDURE:

            PATHOLOGY REPORT:

            TUMOR SIZE:

            LOCAL INVASION:

            DEDIFFERENTIATION:

            LYMPHOCYTIC INFILTRATION:

            DATE DD/MO/YR POST-OPERATIVE THYROID SCAN (AGENT/ DOSE/ RAIU/ @     

            HRS

            131-I THERAPY #1:         DATE DD/MO/YR , DOSE:

            POST-TREATMENT SCAN:

            SURVEILLANCE: 

            FOLLOW-UP WBS #1:   DD/MO/YR ,  RAIU,  IMAGE:                 TSH

            (WITHDRAWAL OR THYROGEN?)           ;  TG LEVEL (DAY 5 FOR THYROGEN)  

                   , TGAB NEGATIVE POSITIVE.

            FOLLOW-UP WBS #2:   DD/MO/YR ,  RAIU,  IMAGE:                 TSH

            (WITHDRAWAL OR THYROGEN?)           ;  TG LEVEL (DAY 5 FOR THYROGEN)  

                   , TGAB NEGATIVE POSITIVE.

            FOLLOW-UP WBS #3:   DD/MO/YR ,  RAIU,  IMAGE:                 TSH

            (WITHDRAWAL OR THYROGEN?)           ;  TG LEVEL (DAY 5 FOR THYROGEN)  

                  , TGAB NEGATIVE POSITIVE.

            FOLLOW-UP WBS #4:   DD/MO/YR ,  RAIU,  IMAGE:                 TSH

            (WITHDRAWAL OR THYROGEN?)           ;  TG LEVEL (DAY 5 FOR THYROGEN)  

                   , TGAB NEGATIVE POSITIVE.

            FOLLOW-UP WBS #5:   DD/MO/YR ,  RAIU,  IMAGE:                 TSH

            (WITHDRAWAL OR THYROGEN?)           ;  TG LEVEL (DAY 5 FOR THYROGEN)  

                   , TGAB NEGATIVE POSITIVE.

            ADDITIONAL TREATMENTS:

            SURGERY #2:  DD/MM/YY; PROCEDURE AND FINDINGS:

            SURGERY #3:  DD/MM/YY; PROCEDURE AND FINDINGS:

            131-I THERAPY #2: DD/MM/YY; I-131 DOSE (DOSIMETRY?);  POST-TREATMENT

            SCAN            .

            131-I THERAPY #3: DD/MM/YY; I-131 DOSE (DOSIMETRY?);  POST-TREATMENT

            SCAN            .

     -------------------------------------------------

     TEMPLATE ID: 3761

     TITLE: THYROID FAILURE BACKGROUND

            YEAR OLD FEMALE / MALE     REFERRED FOR EVALUATION OF /  RETURNS FOR

            FOLLOW-UP FOR        HYPOTHYROIDISM.  THYROID DYSFUNCTION WAS

            ORIGINALLY DIAGNOSED IN MM/YY   WHEN PATIENT PRESENTED WITH

            ................. EVALUATION AT THAT TIME INCLUDED

            INITIAL THERAPY INCLUDED

     -------------------------------------------------

     TEMPLATE ID: 3641

     TITLE: THYROTOXICOSIS BACKGROUND HISTORY

            ..........YEAR OLD PATIENT          REFERRED FOR INITIAL VISIT    /   

              RETURNING FOR FOLLOW-UP      FOR THYROTOXICOSIS DUE TO GRAVES'

            DISEASE  /  TOXIC MNG    /    TOXIC ADENOMA  /  SUBACUTE   / 

            POSTPARTUM /  SILENT  / DRUG INDUCED   THYROIDITS.  PATIENT WAS IN

            USUAL STATE OF HEALTH UNTIL MM/YY WHEN   HE /  SHE BEGAN TO

            NOTICE.....

            THE PATIENT FIRST SOUGHT MEDICAL ATTENTION FOR THESE SYMPTOMS IN MM/YY

            AT WIHCH TIME EVALUATION INCLUDED .........

            INITIAL BIOCHEMICAL WORK-UP SHOWED: FREE T4                      , 

            TSH                            ,  FREE T3.  

            ADDITIONAL LABS:  ANTI-TPO       TBII           TSI

            ADDITIONAL EVALUATION RAIU:                SCAN:                      

                   THYROID ULTRASOUND: 

            INITIAL THERAPY INCLUDED:  ATENOLOL  /  PROPRANOLOL       METHIMAZOLE 

               /    PROPYLTHIOURACIL    STARTED ON DD/MM/YY,  CURRENT DOSE:      /

             RADIOIODINE    /     THYROIDECTOMY

            IODINE OR CONTRAST EXPOSURE:  NONE  /  CT SCAN WITH CONTRAST ON  / 

            IVP ON 

            ACUTE LIFE STRESSORS IN THE YEAR PRECEDING DIAGNOSIS:  DEATH OF FAMILY

            MEMBER/  DIVORCE /  JOB-RELATED PROBLEMS / DEPLOYMENT /  RATE JOB

            STRESS LEVEL: LOW / AVERAGE / HIGH / VERY HIGH

            GRAVES' OPHTHALMOPATHY:  DIAGNOSED  MM/YY,  REQUIRING THE FOLLOWING

            INTERVENTIONS:  NATURAL TEARS /  PREDNISONE THERAPY  / ORBITAL

            RADIOTHERAPY / DECOMPRESSION SURGERY /  LID PROCEDURES:

     -------------------------------------------------

     TEMPLATE ID: 7225

     TITLE: Taliaferro HX

            Pt with MNG on LT4 suppression also has a dominant r nodule- bx done

            5/03 showed adenomatous hyperplasia with colloide nodule;

     -------------------------------------------------

-------------------------------------------------

TEMPLATE TYPE: HISTORY OF PRESENT ILLNESS

-------------------------------------------------

     TEMPLATE ID: 6965

     TITLE: 13 to 18 yo physical assessment hx

            Dietary Intake:

            Tobacco,alcohol:

            Physical Activity:

            School/Hobbies:

            Peer Relationships:

            Sexual Practices:

            Pmx:

            Fhx:

            Shx:

     -------------------------------------------------

     TEMPLATE ID: 9443

     TITLE: 3 year old physical hx

            Diet:

            Elimination;(Toilet training):

            Developmental:  Dresses self, Separates Easily: Plays interactive

            games; Towers 8 cubes.  Understands 2 of 3--cold, tired, hungry:

            Recognizes 3 of 4 colors, Speech Clear to examiner, Balances on one

            foot, Pedals a tricycle,

            Jumps in place, Broad jump

            Safety-uses carseat, wears helmet w/tricycle, Medications and cleaning

            items locked up and out of reach, Weapons at home are locked up and

            secured

     -------------------------------------------------

     TEMPLATE ID: 6163

     TITLE: 6 year dev. history

            Dresses self; plays well in group, uses scissors, speaks clearly, able

            to define 6 out of 9 words-ball. lake, desk, house, bannana, curtain,

            ceiling, fence.

            Able to balance on 1 foot for 10 seconds, heel to toe walk, catches a

            bounced form

     -------------------------------------------------

     TEMPLATE ID: 6562

     TITLE: 6 year dev. history

            Dresses self; plays well in group, uses scissors, speaks clearly, able

            to define 6 out of 9 words-ball. lake, desk, house, bannana, curtain,

            ceiling, fence.

            Able to balance on 1 foot for 10 seconds, heel to toe walk, catches a

            bounced ball.

     -------------------------------------------------

     TEMPLATE ID: 6141

     TITLE: 8 to 10 year old history

            Developmental assessment:  Does home chores, has sense of humor, tells

            time, knows days of the week, reads for pleasure, rides bicycle, plays

            active games, plays well with friends.

     -------------------------------------------------

     TEMPLATE ID: 10414

     TITLE: A-nutr-rader

            Reviewed pt's current dietary habits:

            Breakfast:  

            Snack:

            Lunch:

            Snack:

            Dinner:

            Snack:

            Other:

            Exercise regimen:

            Other changes that may impact nutrition status:

     -------------------------------------------------

     TEMPLATE ID: 12069

     TITLE: ASAP SUBJECTIVE/PRESENTING PROBLEM

            IDENTIFYING DATA: (NAME, AGE, RANK, GRADE, UNIT, RACE, MARITAL STATUS)

            CHIEF COMPLAINT/PRESENTING PROBLEM:

     -------------------------------------------------

     TEMPLATE ID: 12284

     TITLE: ASAP SUBJECTIVE/PRESENTING PROBLEM

            IDENTIFYING DATA: (NAME, AGE, RANK, GRADE, UNIT, RACE, MARITAL STATUS)

            CHIEF COMPLAINT/PRESENTING PROBLEM:

     -------------------------------------------------

     TEMPLATE ID: 12622

     TITLE: AUTO-SCT EVALUATION

            Dx:

            Tx:

            Referring MD and center:

            Advanced directives/living will:

            Surrogate for medical decisions:

            Surrogate's phone number:

            HPI:

            PMH:

            PSH:

            IDH: chickenpox:   HSV I/II:   hepatitis:   blood transfusion:   IVDA:

            SH:

            FH:

            OB/GYN:

            ALL:

            MEDS:

     -------------------------------------------------

     TEMPLATE ID: 6642

     TITLE: Amputee PM&R Clinic Note

            Age: _____

            Point of Contact Information:

            Now:  ______________

            Long Term:___________

            Duty Status: ( ) Active, ( ) Reserve, ( ) National Guard, ( ) Retired,

            ( )Dependent


            Rank: __________  Unit: _______________   MOS: _______

            Lower Extremity Amputation Level:  ( ) Right  ( ) Left  ( ) Bilateral:

             ( ) Transtibial ( ) Transfemoral

            Upper Extremity Amputation Level: ( ) Right ( ) Left ( ) Bilateral: (

            ) Transradial ( )Transhumeral

            Injury/ Surgical History: (where injury occurred, surgeries, wound

            status):

            Post Op Dressing:

            ( ) Rigid, ( ) Elastic:______

            Co morbidities: ( ) Blast Injury, ( ) Nerve Injury:_________________,

            ( ) Head Injury: ____________

            ( ) Fracture: ________________,  ( ) Other: __________________

            Pain History:

            The patient reports stump pain ( ) Yes, ( ) No.  The pain is ( )

            Constant, ( ) Intermittent.

            Best described as ( ) Sharp, ( ) Burning, ( ) Stabbing, ( ) Aching, (

            ) Other: _____________

            The stump pain ranges from  ___/10 to ___/10 in intensity.

            The pain is worse with _______, Improved with ___________

            The patient reports phantom ( ) pain  ( ) sensations ( ) None:  If

            present, these are ( ) Constant, ( ) Intermittent.

            Best described as ( ) Sharp, ( ) Burning, ( ) Stabbing, ( ) Aching, (

            ) Tingling, ( ) Cramping, ( )Other: ____

            The pain ranges from __/10 to __/10 intensity.

            The pain is worse with _______, Improved with _________________

            Other Pain: Location:________

            Best described as ( ) Sharp, ( ) Burning, ( ) Stabbing, ( ) Aching, (

            ) Tingling, ( ) Cramping, ( )Other: ____

            The pain ranges from __/10 to __/10 intensity.

            The pain is worse with _______, Improved with _________________

            Sleeping Difficulty : ( ) Yes, ( ) No, Describe: _____

            Prosthesis History (Describe type, when given, problems): ______

            Functional History:

            ·
Doning Prosthesis:( ) Ind, ( ) Ind with setup, ( ) Mod A, ( ) Max A.

            ·
Dressing: ( ) Ind, ( ) Ind with setup, ( ) Mod A,  ( ) Max A.

            ·
Eating: ( ) Ind, ( ) Ind with setup, ( ) Mod A,  ( ) Max A.

            ·
Bathing: ( ) Ind, ( ) Ind with setup, ( ) Mod A,  ( ) Max A.

            ·
Toileting: ( ) Ind, ( ) Ind with setup, ( ) Mod A,  ( ) Max A.

            ·
Grooming: ( ) Ind, ( ) Ind with setup, ( ) Mod A,  ( ) Max A.

            ·
Transfers: ( ) Ind, ( ) Ind with setup, ( ) Mod A,  ( ) Max A.

            Ambulation:

            ·
( ) Unlimited, ( ) Limited to _______ feet.

            ·
Stairs ( )Yes, ( ) No Stairs, ( ) without AD, (  )with AD, (  ) Step

            to, ( ) Step over.

            ·
Running ( ) Yes, ( ) No. If yes, distance: _____

            ·
Uneven terrain ( ) Yes, ( ) No:_________

            ·
Wheelchair use ( ) Yes, ( ) No: Any problems ( ) yes, ( ) no. 

            ·
Wheelchair is ( ) patient¿s, ( ) hospital¿s

            ·
Patient needs wheelchair purchase ( ) Yes, ( ) No

            Current Medications:

            ·
                

            ·
 

            ·
 

            ·


            Social History:

             ( ) Married ( ) Single, Spouses Name:__________

            Number of children  _______  Their ages:________
Number living with

            you:________

            Type of Home (circle one):  ( ) Apartment;  ( ) House (number of

            stories___); ( ) Assisted Living

            
Number of steps to get into home  ___________
Are there hand rails? (

            ) Yes, ( ) No

            Education Level: ( ) High School, ( ) College, ( ) Advanced Degree

            Occupation:_

            Hobbies: _

            What do you do for exercise?  _

            MEB Status:

            Dictated: ( ) Yes,  ( ) No

            DD2807 & 2808 Completed: ( ) Yes, ( ) No

            PEB Completed: ( )Yes, ( ) No

            Permanent Profile completed: ( ) Yes, ( ) No

            Past Medical History:

            ·
 

            ·


            Allergies to medications: ( ) No, ( ) Yes: _______

            Review of Systems:

            ( ) Falls
( ) Difficulty breathing
    ( ) Poor appetite

            ( ) Chills
( ) Chest pain
    ( ) A change in weight  


            ( ) Nausea
( ) Feeling anxious or restless  ( ) Feeling very sad

            ( ) Fever
( ) Difficulty sleeping
        ( ) Nightmares

            ( ) Other:___

     -------------------------------------------------

     TEMPLATE ID: 5021

     TITLE: Asthma - HPI

            Chief complaint: 

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Admitted for asthma, admitted to ICU, intubated for asthma

            Current Medications: 

            Smoking history

            Pneumovax date

            Flu shot date

            No pain

     -------------------------------------------------

     TEMPLATE ID: 9777

     TITLE: Bipolar II Disorder

            The patient reports a history of: 

            One or more depressive episodes.

            At least one Hypomanic Episode to include:

            A. A distinct period of persistently elevated, expansive, or irritable

            mood, lasting at least 4 days.

            B. During the period of mood disturbance (3) of the following

            symptoms:

            Inflated self-esteem or grandiosity

            Decreased need for sleep

            Increased talkativeness

            Flight of Ideas or Racing Thoughts

            Distractability

            Increase in goal directed Activity

            Excessive involvement in high-risk pleasurable activities

     -------------------------------------------------

     TEMPLATE ID: 9776

     TITLE: Borderline Personality Disorder

            The patient describes a pervasive pattern of instability of

            interpersonal relationships, self image, and affects, with marked

            impulivity with the following (5) symptoms:

            Frantic efforts to avoid abandonment

            Pattern of extremes between overidealization/devaluation in

            relationships

            Identity disturbance: unstable self-image

            Impulsivity

            Recurrent Suicidal Behavior or self-mutilation

            Affective instability

            Chronic feelings of emptiness

            Inappropriate Anger

            Stress related paranoia or dissociation

     -------------------------------------------------

     TEMPLATE ID: 11841

     TITLE: CHOL CLASS #2 -PART 1

            Attending part 2 of the two-part Heart Healthy Classes.

     -------------------------------------------------

     TEMPLATE ID: 11317

     TITLE: CONSTIPATION--PEDS

            USUAL STATE OF HEALTH:

            REASON FOR VISIT TODAY:

            ONSET/CHRONOLOGY :

            FREQUENCY OF STOOLS:

            STOOL CHARACTER:

            BLOOD/MUCOUS:

            CURRENT THERAPIES:

            DIAGNOSTIC STUDIES:

            ROS:

            PMHX:

            HOSPITALIZATIONS:

            SURGERY:

            MEDICATIONS:

            ALL:

            IMMUNIZATIONS:

            FAMILY HX:

            DEVELOPMENT:

            DIET AND NUTRITION:

            SOCIAL:

     -------------------------------------------------

     TEMPLATE ID: 2803

     TITLE: COPD - HPI

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough, hemoptysis

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Recurrent respiratory Infections    use of home exacerbation plan

            Ankle swelling

            Weight loss

            PE risk factors- previous, clot, recent extended travel or

            immobilitiy, hypercoagulable state

            Childhood history of asthma

     -------------------------------------------------

     TEMPLATE ID: 4304

     TITLE: COPD - HPI

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough, hemoptysis

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Recurrent respiratory Infections    use of home exacerbation plan

            Ankle swelling

            Weight loss

            Current exercise program

            Smoking history

            Pneumovax date

            Flu shot date

     -------------------------------------------------

     TEMPLATE ID: 9360

     TITLE: Case Management

            Reason for referral 

            Diagnosis

            Next of kin

            Relationship 

            Emergency contact numbers

            OHI/Medicare number

            A and B

            Height/weight

     -------------------------------------------------

     TEMPLATE ID: 9361

     TITLE: Case Management

            Reason for referral 

            Diagnosis

            Next of kin

            Relationship to pt.

            Telephone number

            OHI

            Medicare number

            A and B

            Height/weight

            Patient Assessment

            Safety needs

            Educational needs

            Functional needs

            Psychosocial needs

            Support system

            Accepted into CM

            Concerns

            Goals

            Reassessment

            CM Consent 

            DME

            Company

            POC name

            POC phone number

            Type of case

     -------------------------------------------------

     TEMPLATE ID: 6524

     TITLE: Cervical Pain due to MVA

            a 47 y.o female computer tech patient who had a motor vehicular

            accident on Sept 24, 2003.  Patient was driving and was hit from right

            rear end of car;  patient is experiencing headaches and has difficulty

            moving neck due to pain, especially when turning neck to left side to

            check blind spot when driving car.  patient appliew heating pads to

            help relieve neck pain; patient denies radiating pain, tingling and

            numbing sensation on both UEs.

     -------------------------------------------------

     TEMPLATE ID: 11372

     TITLE: Comprehensive Eye Exam

            Symptoms:  blurred vision in both eyes in OD only in OS only

            without complaints

            Location:  @ distance and

                             @ near

                             @ intermediate distances

            both eyes

            Quality:  good acuity

            Duration: for months

            Timing:  constant intermittent

            Context: especially when driving @ night

            Modifiers:  sees well with current glasses

            squints to see better

            no previous glasses

     -------------------------------------------------

     TEMPLATE ID: 9088

     TITLE: Contact Lens

            Contact Lens Follow Up

     -------------------------------------------------

     TEMPLATE ID: 9085

     TITLE: Contact Lens Follow up

            Contact Lens follow up:

     -------------------------------------------------

     TEMPLATE ID: 9117

     TITLE: DCHN ORTHO SHOULDER

            Onset of Symptoms    ___  Sudden     ___  Slow     ___  Progressive

            
Trauma   ___  Yes      ___  No

            
Date of Onset 

            
Duration 

            
Pain

            

Frequency     ___  Constant     ___  Periodic    ___ Occasional

            

Type
          ___  Sharp/stabbing    ___  dull/aching    ___ 

            burning

            

Location        ___  Localized    ___  Deep    ___  Radiating

            

Intensity (1 to 10)  ___ 

            

Associated with    ___  Rest   

            



      ___  Activity 

            



      ___  Posture 

            



      ___  Time of Day; When _____ 

            
Any functional limitations    ___  Yes    ___  No

            

If ?Yes?    ___  Unable to lift overhead    ___  Unable to rotate   

            ___  Unable to move

            
Associated Symptoms

            

___  Catching    ___  Unstable

            
What makes it better?  

            
What makes it worse? 

            Past Medical/Surgical History

            
Previous Surgery to Same Shoulder    ___ No    ___  Yes

            

If ?Yes?   Date:

            


    Place:

            


    Surgeon name:

            


    Type Surgery Done:

            
Previous Injury to Same Shoulder    ___  No    ___  Yes

            

If ?Yes?  -  Date: 

            


       Type of Injury:

            


       Treatment Received:

            
Usual Childhood Illnesses   ___  Yes    ___  No

                        Unusual Childhood Illnesses:

     -------------------------------------------------

     TEMPLATE ID: 12629

     TITLE: DHCN CHEST PAIN SUBJECTIVE

            Onset:  

            Severity:  

            Quality:  

            Location:  

            Duration:  

            Radiation:  

            Frequency:  

            Aggravating factors:  

            Alleviating factors:  

            Relationship to …

            Exertion:  

            Stress:  

            Respiration:  

            Movement:  

            H/O Trauma:

            Response to prior therapy if any including OTC meds:  

            Associated Symptoms: 

            Nausea:

            Vomiting:

            Diaphoresis:

            Dizziness:

            Shortness of Breath:

     -------------------------------------------------

     TEMPLATE ID: 12632

     TITLE: DHCN CHEST PAIN SUBJECTIVE

            Onset:  

            Severity:  

            Quality:  

            Location:  

            Duration:  

            Radiation:  

            Frequency:  

            Aggravating factors:  

            Alleviating factors:  

            Relationship to-

            Exertion:  

            Stress:  

            Respiration:  

            Movement:  

            H/O Trauma:

            Response to prior therapy if any including OTC meds:  

            Associated Symptoms: 

            Nausea:

            Vomiting:

            Diaphoresis:

            Dizziness:

            Shortness of Breath:

     -------------------------------------------------

     TEMPLATE ID: 12633

     TITLE: DHCN CHEST PAIN SUBJECTIVE

            Onset:  

            Severity:  

            Quality:  

            Location:  

            Duration:  

            Radiation:  

            Frequency:  

            Aggravating factors:  

            Alleviating factors:  

            Relationship to-

            Exertion:  

            Stress:  

            Respiration:  

            Movement:  

            H/O Trauma:

            Response to prior therapy if any including OTC meds:  

            Associated Symptoms: 

            Nausea:

            Vomiting:

            Diaphoresis:

            Dizziness:

            Shortness of Breath:

     -------------------------------------------------

     TEMPLATE ID: 12631

     TITLE: DHCN CHEST PAIN SUBJECTIVE

            Onset:  

            Severity:  

            Quality:  

            Location:  

            Duration:  

            Radiation:  

            Frequency:  

            Aggravating factors:  

            Alleviating factors:  

            Relationship to-

            Exertion:  

            Stress:  

            Respiration:  

            Movement:  

            H/O Trauma:

            Response to prior therapy if any including OTC meds:  

            Associated Symptoms: 

            Nausea:

            Vomiting:

            Diaphoresis:

            Dizziness:

            Shortness of Breath:

     -------------------------------------------------

     TEMPLATE ID: 12630

     TITLE: DHCN CHEST PAIN SUBJECTIVE

            Onset:  

            Severity:  

            Quality:  

            Location:  

            Duration:  

            Radiation:  

            Frequency:  

            Aggravating factors:  

            Alleviating factors:  

            Relationship to ?

            Exertion:  

            Stress:  

            Respiration:  

            Movement:  

            H/O Trauma:

            Response to prior therapy if any including OTC meds:  

            Associated Symptoms: 

            Nausea:

            Vomiting:

            Diaphoresis:

            Dizziness:

            Shortness of Breath:

     -------------------------------------------------

     TEMPLATE ID: 2101

     TITLE: DHCN DM Nut class

            Pt referred for nutritional management of Diabetes.

            Spouse attended class with pt.

     -------------------------------------------------

     TEMPLATE ID: 11967

     TITLE: DHCN FRACTURE FOLLOW UP

            Cast in good repair __

            Cast broken __

            Edema of:

            Ecchymosis of:

            Neurovascularly intact distal to fracture _X__

            Tender to palpation at known fracture site ___

            Non-tender to palpation at know fracture site _X__

            Skin with abrasion or laceration ___

            Skin intact __X_

            AROM of affected part:

     -------------------------------------------------

     TEMPLATE ID: 6582

     TITLE: DHCN Generic HPI elements

            Location:

            Quality:

            Severity:

            Duration:

            Timing:

            Context:

            Modifying factors:

            Assoc. S/S:

            Chronic Diseases:

     -------------------------------------------------

     TEMPLATE ID: 2882

     TITLE: DHCN HTN

            (age) Y/O (race) (gender) with h/o (elevated BP / HTN).

            Duration of HTN: (Last known normal blood pressure, course of blood

            pressure)

            Prior treatment of HTN: (Drugs, doses, side effects)

            Use of Agents that may cause HTN: Estrogens, adrenal steroids,

            sympathomimetics, steroids

            Symptoms of secondary causes (pheochromocytoma, hyperaldo, cushings

            syndrome, hyperparathyroidism): Muscle weakness, thinning of skin,

            flank pain, tachycardia, sweating, tremor 

            Symptoms of target organ damage: Headaches, transient weakness or

            blindness, loss of visual acuity, chest pain, dyspnea, claudication

            Other risk factors: diabetes, smoking, dyslipidemia, lack of physical

            activity, obesity

            Dietary Hx: excessive alcohol, excessive salt, saturated fats /

            transfatty acids, caffeine

            Sexual function: difficulty achieving an erection

            Evidence of sleep apnea: Early morning headaches, daytime somnolence,

            loud snoring, erratic sleep, report of interrupted breathing while

            sleeping

     -------------------------------------------------

     TEMPLATE ID: 9392

     TITLE: DHCN ORTHO INITIAL FX CARE

            Date of Injury:

            
Mechanism of Injury:

            
Pre-existing condition making bone susceptible to fracture:

     -------------------------------------------------

     TEMPLATE ID: 9113

     TITLE: DHCN ORTHO KNEE

            Onset of Symptoms    ___  Sudden     ___  Slow     ___  Progressive

            
Trauma   ___  Yes      ___  No

            
Date of Onset: 

            
Duration: 

            
Pain

            

Frequency     ___  Constant     ___  Periodic    ___ Occasional

            

Type
          ___  Sharp/stabbing    ___  dull/aching    ___ 

            burning

            

Location        ___  Localized    ___  Circumferential    ___ 

            Radiating

            



____________ 

            

Intensity (1 to 10)   -  

            

Associated with    ___  Rest   

            



      ___  Activity 

            



      ___  Posture 

            



      ___  Time of Day

            
Any functional limitations    ___  Yes    ___  No

            

If ?Yes?    ___  Unable to bear weight    ___  Can?t bend    ___ 

            Can?t Straighten

            
Associated Symptoms

            

___  Swelling    ___  Locking    ___  Catching    ___  Giving Way   

            ___ Unstable

            
What makes it better? 

            
What makes it worse?

            
Gait Affected?    ___ Yes    ___  No

            

If ?Yes?    ___ Unable to weight    ___  limp

            Past Medical/Surgical History

            
Previous Surgery to Same Knee    ___ No    ___  Yes

            

If ?Yes?   Date 

            


    Place 

            


    Surgeon name 

            


    Type Surgery Done 

            
Previous Injury to Same Knee    ___  No    ___  Yes

            

If ?Yes?  -  Date 

            


       Type of Injury

            


       Treatment Received

            
Usual Childhood Illnesses   ___  Yes    ___  No

                                  Unusual Childhood Illnesses

     -------------------------------------------------

     TEMPLATE ID: 9122

     TITLE: DHCN ORTHO KNEE

            Onset of Symptoms    ___  Sudden     ___  Slow     ___  Progressive

            
Trauma   ___  Yes      ___  No

            
Date of Onset:

            Duration 

            
Pain

            

Frequency     ___  Constant     ___  Periodic    ___ Occasional

            

Type
          ___  Sharp/stabbing    ___  dull/aching    ___ 

            burning

            

Location        ___  Localized    ___  Circumferential    ___ 

            Radiating

            Intensity (1 to 10) - 

            Associated with    ___  Rest   

            



      ___  Activity 

            



      ___  Posture 

            



      ___  Time of Day 

            
Any functional limitations    ___  Yes    ___  No

            If ?Yes?    ___  Unable to bear weight    ___  Can?t bend    ___ 

            Can?t Straighten

            
Associated Symptoms

            ___  Swelling    ___  Locking    ___  Catching    ___  Giving Way   

            ___ Unstable

            
What makes it better?  

            
What makes it worse?  

            
Gait Affected?    ___ Yes    ___  No

            

If ?Yes?    ___ Unable to weight    ___  limp

            Past Medical/Surgical History

            
Previous Surgery to Same Knee    ___ No    ___  Yes

            

If ?Yes?   Date -

            


    Place ? 

            


    Surgeon name - 

            


    Type Surgery Done - 

            
Previous Injury to Same Knee    ___  No    ___  Yes

            

If ?Yes?  -  Date:

            


       Type of Injury:

            


       Treatment Received:

            
Usual Childhood Illnesses   ___  Yes    ___  No

                        Unusual Childhood Illnesses (Free text; 40 char.)

     -------------------------------------------------

     TEMPLATE ID: 9453

     TITLE: DHCN WWC EMERGENCY CONTRACEPTION VISIT

            LMP

            UNPROTECTED INTERCOURSE WITHIN 72 HOURS

            NO CONTRAINDICATIONS TO EMERGENCY CONTRACEPTION

     -------------------------------------------------

     TEMPLATE ID: 9454

     TITLE: DHCN WWC EMERGENCY CONTRACEPTION VISIT

            LMP

            UNPROTECTED INTERCOURSE WITHIN 72 HOURS

     -------------------------------------------------

     TEMPLATE ID: 9172

     TITLE: DHCN WWC IUD INSERTION

            PT IS G   P  IN A MONOGAMOUS RELATIONSHIP WHO DESIRES IUD PLACEMENT.

            LMP               , NL MENSTRUAL FLOW

            HCG NEGATIVE ON                    DATE

            CULTURES NEG ON                    DATE

            LAST PAP                                   DATE

            DENIES HX PID, ANEMIA, KNOWN UTERINE ANOMOLIES OR MASSES, ABNORMAL

            VAGINAL BLEEDING, UTERINE MALIGNANCY, OR PREVIOUS PROBLEMS WITH AN

            IUD.

     -------------------------------------------------

     TEMPLATE ID: 8505

     TITLE: DHCN WWWC CONTRACEPTION REFILL

            PT HAS BEEN ON                  FOR         MONTHS.  NO C/O OF BTB,

            ACHES, WT GAIN.  DESIRES REFILL OF

     -------------------------------------------------

     TEMPLATE ID: 9792

     TITLE: DHCN WWWC CONTRACEPTION REFILL

            PT HAS BEEN ON tri-leveln                  FOR     3 yrs.  NO C/O OF

            BTB, ACHES, WT GAIN.  DESIRES REFILL OF tri-leven. Office b/p wnl

     -------------------------------------------------

     TEMPLATE ID: 13063

     TITLE: DHCN WWWC CONTRACEPTION REFILL

            PT HAS BEEN ON                  FOR         MONTHS.  NO C/O OF BTB,

            ACHES, WT GAIN.  DESIRES REFILL OF

     -------------------------------------------------

     TEMPLATE ID: 11377

     TITLE: DHCN-Initial DM Nutrition

            Pt attended the DeWitt ADA recognized DM education Nutrition class on

            New diabetic since

            Has had diabetes since

     -------------------------------------------------

     TEMPLATE ID: 12623

     TITLE: DHCN_CHEST PAIN_HPI

            Onset:  

            Severity:  

            Quality:  

            Location:  

            Duration:  

            Radiation:  

            Frequency:  

            Aggravating factors:  

            Alleviating factors:  

            Relationship to …

            Exertion:  

            Stress:  

            Respiration:  

            Movement:  

            H/O Trauma:

            Response to prior therapy if any including OTC meds:  

            Associated Symptoms: 

            Nausea:

            Vomiting:

            Diaphoresis:

            Dizziness:

            Shortness of Breath:

     -------------------------------------------------

     TEMPLATE ID: 1

     TITLE: Default Template

            Location:

            Quality:

            Severity:

            Duration:

            Timing:

            Context:

            Modifying Factors:

            Assoc. Signs & SXS:

     -------------------------------------------------

     TEMPLATE ID: 843

     TITLE: Default Template

            Location:

            Quality:

            Severity:

            Duration:

            Timing:

            Context:

            Modifying Factors:

            Assoc. Signs & SXS:

     -------------------------------------------------

     TEMPLATE ID: 9163

     TITLE: Diabetic patient education

            Mr  Walker was instructed in the use of the persion monitor.  His

            glucose at this time was 233mg/dl.  He was instructed on the food

            pyramid and potion control.  He was given the inital packet to start

            his reading prior to start of class.  His blood pressure was elevated

            slightly and patient was started on a five day B/P monitoring record,(

            Nursing order) to complete before next visit.  His goals this visit

            was tostart exercise program. and plan meals using the food pyramid as

            a guide.  He was instructed not toexercise if glucose is >240 mg,eat

            something beforing going out in the am for his run.

     -------------------------------------------------

     TEMPLATE ID: 9164

     TITLE: Diabetic patient education

            Mr  Walker was instructed in the use of the persion monitor.  His

            glucose at this time was 233mg/dl.  He was instructed on the food

            pyramid and potion control.  He was given the inital packet to start

            his reading prior to start of class.  His blood pressure was elevated

            slightly and patient was started on a five day B/P monitoring record,(

            Nursing order) to complete before next visit.  His goals this visit

            was tostart exercise program. and plan meals using the food pyramid as

            a guide.  He was instructed not toexercise if glucose is >240 mg,eat

            something beforing going out in the am for his run.

     -------------------------------------------------

     TEMPLATE ID: 9166

     TITLE: Diabetic patient education

            Mr  Walker was instructed in the use of the persion monitor.  His

            glucose at this time was 233mg/dl.  He was instructed on the food

            pyramid and potion control.  He was given the inital packet to start

            his reading prior to start of class.  His blood pressure was elevated

            slightly and patient was started on a five day B/P monitoring record,(

            Nursing order) to complete before next visit.  His goals this visit

            was tostart exercise program. and plan meals using the food pyramid as

            a guide.  He was instructed not toexercise if glucose is >240 mg,eat

            something beforing going out in the am for his run.

     -------------------------------------------------

     TEMPLATE ID: 4681

     TITLE: EAR-VERTIGO

            yo      who had a first episode of vertigo which 

            Provoking maneuvers

     -------------------------------------------------

     TEMPLATE ID: 4704

     TITLE: ENT-ASNHL

            yo  referred for ASNHL.  Pt noted    DENIED hearing loss.  

               Tinnitus

               Vertigo/balance c/o

               Fullness

               Noise exposure

               Family History of hearing loss

     -------------------------------------------------

     TEMPLATE ID: 4701

     TITLE: ENT-Head and Neck

            yo     w/ a history of     

            Pt was treated with    

            Underwent a     

            Pt has no c/o.

            Pt denies     hemoptysis, otalgia, pain, new masses, dysphagia,

            odynophagia, wt loss, new masses/lumps.

     -------------------------------------------------

     TEMPLATE ID: 4710

     TITLE: ENT-sinus

            yo    with c/o

            congestion

            drainage

            pain pressure located in   

            Rx w/             in past w/              success.

              Allergy sxs

              Prior procedures

     -------------------------------------------------

     TEMPLATE ID: 4685

     TITLE: Ear-chronic otitis

            yo    c/o ear infections.  Pt has had     episodes of     

            acute/chronic    

            fluid  rx w/abx.

            Hearing loss

            Pain

     -------------------------------------------------

     TEMPLATE ID: 6311

     TITLE: Endocrinology Service  - HIRSUTISM/POLYCYSTIC OVARY SYNDROME

            The patient had normal growth and development.  Menarch was at age    

             .  Since that time, periods have been regular until       .   Since

            then, she has periods every     days, with        days of (mild,

            moderate or heavy) flow.  She is G P Ab  .  She has noted the onset of

            excessive hair growth about        ago which has progressively

            worsened.   The method of hair removal is:      and must be done every

                days.   There is no problem with acne.  There is no temporal loss,

            deepening of her voice, increased muscle mass, decreased breast size,

            increased libido, or cliteromeagly.  Her weight has            over

            the last year.  There has been no breast discharge.   

            Family History:  Negative for hirsutism, ovulatory problems, or

            infertility.

     -------------------------------------------------

     TEMPLATE ID: 6306

     TITLE: Endocrinology Service - DIABETES - FOLLOW-UP FOR INSULIN

     REQUIRING PATIENT

            Since last seen, there have been the following new problems:

            At the present time, there is no nocuturia, polyuria, blurry vision,

            parasthesias.  

            Other symptoms referable to diabetes include: 

            Currently, the diabetes medication regimen is:

            Pre-Bkfst:

               Lispro or Regular

            Sliding scales:

            under 70 -

            70-100 -

            101-150 -

            151-200 - 

            201-250 - 

            251-300 -

            301 + - 

                Glargine

                NPH

            Pre-Lunch:

                 Lispro or Regular

            Sliding scales:

            under 70 -

            70-100 -

            101-150 -

            151-200 - 

            201-250 - 

            251-300 -

            301 + - 

            Pre-Supper:

                  Lispro or Regular

            Sliding scales:

            under 70 -

            70-100 -

            101-150 -

            151-200 - 

            201-250 - 

            251-300 -

            301 + - 

                 Glargine

                 NPH

            HS:

                NPH

                Glargine

            Review of recent blood sugars shows:

            Laboratory studies from last visit have been reviewed (see below).

     -------------------------------------------------

     TEMPLATE ID: 6307

     TITLE: Endocrinology Service - DIABETES - FOLLOW-UP FOR NON-INSULIN

     REQUIRING PATIENT

            Since last seen, there have been the following new problems:

            At the present time, there is no nocuturia, polyuria, blurry vision,

            parasthesias.  

            Other symptoms referable to diabetes include: 

            The patient has been prescribed an        cal ADA diet.  

            Currently, the diabetes medication regimen is:

            Glipizide 

            Glip-XL 

            Glyburide  

            Metformin 

            Metformin-XR  

            Pioglitazone 

            Acarbose 

            Weight since last visit has changed as follows:

            Increased 

            Decreased 

            Review of recent blood sugars shows:

            Laboratory studies from last visit have been reviewed (see below).

     -------------------------------------------------

     TEMPLATE ID: 6308

     TITLE: Endocrinology Service - DIABETES - NEW PATIENT INSULIN

     REQUIRING

            The patient has had DM Type      since        presenting with        

            .   Currently, here is  no polyuria, nocturia, or blurry vision.  

            Previously diagnosed complications of diabetes include:            

            At present, there are no parasthesias, pain or numbness of the

            extremities; there is no postural dizziness, gustatory sweats, easy

            satiety, hypoglycemic unawareness, obstipation, or incontinence. 

            The last ophthalmology exam was            .   

            The last foot examination was           .   

            Diabetes education was done in                   .    

            Immunization for Flu was done in            and Pneumovax was done in 

                     .  

            Currently, the diabetes medication regimen is:

            Pre-Bkfst:

                Lispro or Regular

            Sliding scales:

            under 70 -

            70-100 -

            101-150 -

            151-200 - 

            201-250 - 

            251-300 -

            301 + - 

                Glargine

                NPH

            Pre-Lunch:

                Lispro or Regular

            Sliding scales:

            under 70 -

            70-100 -

            101-150 -

            151-200 - 

            201-250 - 

            251-300 -

            301 + - 

            Pre-Supper:

                 Lispro or Regular

            Sliding scales:

            under 70 -

            70-100 -

            101-150 -

            151-200 - 

            201-250 - 

            251-300 -

            301 + - 

                 Glargine

                 NPH

            HS:

                NPH

                Glargine

            The patient tests       times per day.  

            Typical blood sugars are:   

            Exercise consists of:  

            Type -

            Duration -

            Intensity - 

            Typical diet includes:

            Breakfast;

            Mid-AM Snack:

            Lunch:

            Mid- PM Snack:

            Dinnner:

            Bedtime Snack:

            The laboratory data has been reviewed (see below).

            Other significant diabetic co-morbidities include:

     -------------------------------------------------

     TEMPLATE ID: 6310

     TITLE: Endocrinology Service - DIABETES - NEW PATIENT NON-INSULIN

     REQUIRING

            The patient has had DM Type      since        presenting with        

            .   Currently, here is  no polyuria, nocturia, or blurry vision.  

            Previously diagnosed complications of diabetes include:            

            At present, there are no parasthesias, pain or numbness of the

            extremities; there is no postural dizziness, gustatory sweats, easy

            satiety, hypoglycemic unawareness, obstipation, or incontinence. 

            The last ophthalmology exam was            .   

            The last foot examination was           .   

            Diabetes education was done in                   .    

            Immunization for Flu was done in            and Pneumovax was done in 

                     .  

            Currently, the diabetes medication regimen is:

            Glipizide 

            Glip-XL 

            Glyburide  

            Metformin 

            Metfom-XR  

            Pioglitazone 

            Acarbose 

            The patient tests       times per day.  

            Typical blood sugars are:   

            Exercise consists of:  

            Typical diet includes:

            Breakfast;

            Mid-AM Snack:

            Lunch:

            Mid- PM Snack:

            Dinnner:

            Bedtime Snack:

            The laboratory data has been reviewed (see below).

            Other significant diabetic co-morbidities include:

     -------------------------------------------------

     TEMPLATE ID: 6312

     TITLE: Endocrinology Service - MALE HYPOGONADISM

            The patient is referred because of        years of decreased potency

            and/or libido and a serum testosterone of      ng/dl.   His growth and

            development were normal.   He went through puberty at age       .  He

            denies a history of cryptorchidism, testicular injury or trauma,

            swelling or infection of the testes, or change in testicular size.  He

            has fathered      children the youngest of which is     years old.   

            He has no peripheral vision abnormalities, blurry vision, scotomata,

            or headaches.   There has been no breast enlargement, tenderness, or

            galactorhhea.  There is no history of head trauma, seizures,  or known

            cranial neoplasms.  There are no known autoimmune or granulomatous

            diseases.  There are no cranial nerve palsies.  His sense of smell is

            normal.  There is no history of cleft palate, hare lip, or other

            midline defects in the patient or any family member.  There have been

            no recent fractures.  Bone density has (not)  been done.

            There are no symptoms of hypothyroidism or adrenal insufficiency. 

            There has been no acral enlargement  or symptoms consistent with

            Cushing's Syndrome.  There is no urinary frequency or nocturia.  He is

            on no medications that induce hyperprolactinemia.  His alcohol intake

            is          .   He is not on spironolactone, ketoconazole, or

            chemotherapeutic agents.  He has no known liver, renal, or

            degenerative neurologic disease.

     -------------------------------------------------

     TEMPLATE ID: 9721

     TITLE: GU sx's

            Impotency?      (     )

            ED. TX.?
   (     )

            Incontinence   (     )

            Dysuria?
   (     )

            Hematuria?
   (     )

            Decr’d FOS?
   (     )

            Nocturia?
   (     )

            Intermittency?  (     )


            Urgency?
   (     )

            Retention?
   (     )

            AUA______

            SHI_______

     -------------------------------------------------

     TEMPLATE ID: 4802

     TITLE: HEALTH MAINTENANCE

            49 YOAAM FOR HEALTH MAINTENANCE. NO COMPLAINTS

     -------------------------------------------------

     TEMPLATE ID: 10379

     TITLE: Hot flashes and amenorrhea x 3 months.

            51 y/o wf c/o above s/s for sveral months.denies any easy

            tiredenss,constipation,dry skin and depressed moods.Wants to fimd out

            if menopausing.

            PMH none

            PSH L wrsit surgery

                    R ankle surgery

            FH DM

            SH (-) smoke and ETOH.Has labs within a year bec recently PCSed here

            from

                   Italy.Px has no upto date pap smear and ammmogram

     -------------------------------------------------

     TEMPLATE ID: 11440

     TITLE: ICD follow up

            Pt presents for ICD follow up.

            No ICD therapies.

            No new complaints.

     -------------------------------------------------

     TEMPLATE ID: 9252

     TITLE: INDUCTION AND SUBMISSION

            PATIENT WAS SEEN FOR SPUTUM INDUCTION. 

            HE ARRIVED WITH WITHOUT DYSPNEA ON ROOM AIR.

            HE REPORTED NO

     -------------------------------------------------

     TEMPLATE ID: 12241

     TITLE: IVF embryo transfer note

            Previous IVF pregnancy : 

            Indication for IVF : Tubal factor_____, male factor_____,

            anovulation_____, diminished ovarian reserve______, unexplained

            infertility_____, endometriosis_____

            IVF Cycle # : _____ 

            Cycle information

            Cycle day of HCG administration: ______ 

            # Oocytes retrieved : ______ 

            # Oocytes fertilized : ______ 

            Day 3 embryo grades : 

            I : _____     II : ______   III : ______  IV : ______ V : _______   

            Day 5 embryo grades : 

            Expanded Blast : _____     Blast : _______  Early Blast : _______   

            Morula : ________  Arrested : ______

     -------------------------------------------------

     TEMPLATE ID: 9778

     TITLE: Major Depressive Disorder

            The patient reports a greater than two week history of... (5) symptoms

            Depressed mood

            Anhedonia

            Significant weight change (>5%) or change in appetite

            Insomnia or Hypersomnia

            Psychomotor Agitation or Retardation

            Fatigue or Loss of Energy

            Feelings of Worthlessness or excessive Guilt

            Diminished ability to Concentrate, or Indecisiveness

            Recurrent thoughts of Death or Suicidal Ideation

            There is no history of Manic Symptoms, Substance Abuse or Psychosis

     -------------------------------------------------

     TEMPLATE ID: 6322

     TITLE: NEURO HPI/PH

            Reason for Consultation:  

            Referring Physician:

            History of Present Illness:

            Past Medical History:

            Past Surgical History:

            Family & Social History:

              Occupation:  

            Habits:

                 Smoking:  

                 Alcohol:  

                 Caffeine:  

                 Other:  

            Medications:

     -------------------------------------------------

     TEMPLATE ID: 10907

     TITLE: Neurosurgery Post -op Lumbar disc

            4 weeks sttus post S1 nerve root decompression.  Reports that the

            majority of the pre-operative symptoms have resolved.  No fever or

            chills.  No new leg symptoms.  No problems with wound healing. 

            Desires to return to normal activities.

            No bowel or bladder difficulties.

     -------------------------------------------------

     TEMPLATE ID: 2905

     TITLE: New Diabetes Encounter- Endocrinology

            Diabetes Type:2

                  Duration: sINCE 1989

                  Known Complications:

                              NONE TO DATE

                  Glucose Control:

                                    Last A1c: 6.1% (APR 03)

                                    Average BG:

                                        AM: 91-139 (120s)

                                        Lunch: 

                                        Supper: 90-158 (130s)

                                        QHS: 92-223 (140s)

                                    Hypoglycemic Episodes: No

                                    Hyperglycemia: Not recently

                    Medication Regimen:

                                    Orals:

                                    Insulin:                        AM       Lunch

                  PM       QHS

                                       NPH(units):               23               

                                 10

                                        Regular(units):           3               

                      11

     -------------------------------------------------

     TEMPLATE ID: 2907

     TITLE: New Diabetes Encounter- Endocrinology

            Diabetes:

                  Type:

                  Duration of disease:

                  Known Complications:

                              Renal?

                              Ophthalmologic?

                              Neurologic

                                    Peripheral?

                                    Autonomic?

                  Glucose Control:

                                    Last A1c:

                                    Average BG:

                                    Hypoglycemic Episodes:

                                    Hyperglycemia

                    Medication Regimen:

                                    Orals:

                                    Insulin:                        AM       Lunch

                  PM       QHS

                                       Glargine(units):

                                        Lispro (units):

                                        NPH (units):

                                        Regular (units):

                                     Insulin Pump:

                                        Basal rate(s):

                                        Bolus CHO ratios:

                                        Correction:  for every    mg/dl > 120

            mg/dl take 1u Lispro

                     Diabetes Related Screening:

                                        Last Ophthalmologic exam:

                                        Last Microalbumin screen:

                                        Last Foot exam:

                                        Last lipid screen:

     -------------------------------------------------

     TEMPLATE ID: 2906

     TITLE: New Diabetes Encounter- Endocrinology

            Diabetes:

                  Type:

                  Duration of disease:

                  Known Complications:

                              Renal?

                              Ophthalmologic?

                              Neurologic

                                    Peripheral?

                                    Autonomic?

                  Glucose Control:

                                    Last A1c:

                                    Average BG:

                                    Hypoglycemic Episodes:

                                    Hyperglycemia

                    Medication Regimen:

                                    Orals:

                                    Insulin:                        AM       Lunch

                  PM       QHS

                                       Glargine(units):

                                        Lispro (units):

                                        NPH (units):

                                        Regular (units):

                                     Insulin Pump:

                                        Basal rate(s):

                                        Bolus CHO ratios:

                                        Correction:  for every    mg/dl > 120

            mg/dl take 1u Lispro

                     Diabetes Related Screening:

                                        Last Ophthalmologic exam:

                                        Last Microalbumin screen:

                                        Last Foot exam:

                                        Last lipid screen:

     -------------------------------------------------

     TEMPLATE ID: 6162

     TITLE: PEDIATRIC NEUROLOGY

            PMH: as above

            ALLERGY: none

            IMM: UP TO DATE

             FLU:

            MEDICATIONS: 

            ROS:

            PHYSICAL EXAMINATION

             General Medical

            HEENT:

            SKIN:

            ABD:

            NEUROLOGIC

             CN:

             MOTOR:

             SENSORY: 

             COORDINATION:

             GAIT:

             REFLEXES:

     -------------------------------------------------

     TEMPLATE ID: 842

     TITLE: PM&R General Pain Template

            HOPI:

            Trauma (Yes / No):

            Weakness (Yes / No):

            Pain Quality:  (answer each)

            1.  (  ) Constant, (  ) Intermittent

            2.  Ranging from __/10 to __/10 intensity

            3.  (  ) Dull/Aching, (  ) Sharp/Stabbing, (  ) Burning (  )

            Numbness/Tingling

            4.  Aggravated by: (  ) Activity  (  ) Prolonged

            Sitting/Standing/Walking  (  ) Running/Jumping  (  )

            Other:_____________

            5.  Improved with: (  ) Rest  (  ) Ice/Heat  (  ) Modalities (  )

            Meds:________ 

            N/V (Yes / No): 

            F/C  (Yes / No):

            Weight Loss/Gain(Yes / No)

            Bowel / Bladder dysfunction (Yes/ No):

            Therapies/Treatments tried:

     -------------------------------------------------

     TEMPLATE ID: 2441

     TITLE: PM&R Pain HX #1

            HOPI:     __  y.o.  () M () F,  () R  () L handed,  () AD () civilian

                         with C.C. of  () pain () numbness () tingling

            Location:  () head () neck () shoulder () arm () forearm ()

            hand/finger

                             () Upper back  () mid-back  () low back () sacroiliac

             () pelvis

                             () hip  () thigh () leg  () ankle  () foot  () other

            Onset:      () Years-    () Month-  () abrupt  () insidious  () trauma

            Pain:   current   /10      best  /10   worst  /10

            Interval:  () constant  () intermittent  () progressive  () decreasing

            Characteristics: () sharp () dull () ache () burn () throb ()

            radiating

                                      () hyperesthesia  () weakness () sensory

            deficit 

                                      () night pain  () cramps () localized ()

            diffuse

            Aggravated by: () activity () prolonged sitting/standing/walking

                                      () running/jumping () sit-ups/push-ups ()

            vasalva

                                      Worse in:  () AM   () day  () night  () 7/24

            Improved with:  () rest () ice/heat () modalities () exercise/ROM  ()

            other

            N/V, fever/chills, wt. Loss:  () yes  (x) no

            Bowel/bladder dysfunction: () yes  (x) no

            Diagnostic testing: () x-rays   () MRI   () CT   () bone scan

                                          Findings:

            Previous therapy:            

                       Medications:

                       PT/Exercise:  () yes  (X) no


                       TENS unit:  () yes  (X) no

                       Biofeedback/ Relaxation/ Hypnosis:  () yes  (X) no 

                       Nerve blocks:  () yes  (X) no

                       Psych. eval.:  () yes  (x) no

                       Others:

            Sleep:  (x) normal  () abnormal

            Smoking:  (x) no  () yes   pack/day/ years    () chew

            Appetite:  (x) normal  () abnormal

            Changes in Physical Activity:  (x) normal  () abnormal  () sedentary

            Employment: () full time (AD, yrs., MOS)   () part time   () quit/lost

            job  

                                 () housewife   () retired

            Litigation/Compensation:  () yes  (x) no  () MEB

            Emotional Attitudes: (x) normal  () sad  () sense of helplessness

                                            () depressed  () anxious  () anger

            Social Hx:  (x) married  () single  () devoiced   () children

     -------------------------------------------------

     TEMPLATE ID: 11937

     TITLE: PMH

            SH:  NO SMOKING

                   ETOH:  1-2 RUM AND COKE  2-3 OZ  Q2 WEEKS

                   CAFFEINE:  4-5 CUPS PER DAY

            PREVENTIVE:   EYE EXAM FEB 04

                                     TD   WILL CHECK IMMUN RECORD

                                     COLON CA SCREEN   NONE

            PMH:   SAR

            PSH:  ? GASTRIC ULCER

     -------------------------------------------------

     TEMPLATE ID: 841

     TITLE: PMR General Template

            HOPI:  

            Trauma (Yes / No):                                          Weakness

            (Yes / No):

            Pain Quality (answer each section)

            1.  (  ) Constant, (  ) Intermittent, Ranging from __/10 to __/10

            intensity

            2.  (  ) Dull/Aching, (  ) Sharp/Stabbing, (  ) Burning (  )

            Numbness/Tingling· 3.  Aggravated by: (  ) Activity  (  ) Prolonged

            Sitting/Standing/Walking  (  ) Running/Jumping (  )

            Other:_____________

            4.  Improved with: (  ) Rest  (  ) Ice/Heat  (  ) Modalities (  )

            Meds: _______ 

            N/V  (Yes / No)     F/C (Yes / No)     Weight Loss/Gain (Yes / No)  

            Bowel / Bladder dysfunction (Yes/ No)

            Therapies/Treatments tried:

     -------------------------------------------------

     TEMPLATE ID: 6401

     TITLE: PT - NeurosurgerySpine

            Pnt evaluated in spine clinic with ____________________for 

            Please see neurosurgery eval dated today for complete subjecdtive

            history.

            _____Pnt not currently being followed by physical therapy.

            _____Pnt being followed by physical therapy at:

     -------------------------------------------------

     TEMPLATE ID: 1563

     TITLE: PT Note 17 July

            S:  Pnt in for f/u chronic LBP secondary to stenosis, multilevel DDD. 

            Has been coming to PT for supervised lumbar stab exercies program and

            reports minimal to any relief.  Still with c/o pain with most activity

            and rest.  Home TENS unit was ordered on 12 June 2003 but pnt has not

            yet received it.

     -------------------------------------------------

     TEMPLATE ID: 4661

     TITLE: PT- Ortho Spine

            Pnt evaluated in spine clinic with Dr. Kuklo for 

            Please see ortho eval dated today for complete subjecdtive history.

            _____Pnt not currently being followed by physical therapy.

            _____Pnt being followed by physical therapy at:

     -------------------------------------------------

     TEMPLATE ID: 6225

     TITLE: PT-Ortho sports clinic

            Pnt evaluted in ortho sports clinic with ____________________ for

            ___________________.  DOS (if applicable:

            See ortho note dated today for full subjective findings.  

            _____Pnt. not currently receiving physical therapy.

            _____Pnt currently receiving PT at:

     -------------------------------------------------

     TEMPLATE ID: 6226

     TITLE: PT-Ortho sports clinic

            Pnt evaluted in ortho sports clinic with ____________________ for

            ___________________.  DOS (if applicable:

            See ortho note dated today for full subjective findings.  

            _____Pnt. not currently receiving physical therapy.

            _____Pnt currently receiving PT at:

     -------------------------------------------------

     TEMPLATE ID: 723

     TITLE: PT:  KNEE EXAM

            Age:                               Gender:    

            ACTIVE DUTY        RETIRED      FAMILY MEMBER         If Active Duty,

            Time in service:   

            Activity level prior to EAD:     

            Job:     

            Duration of pain:     

            Was there an injury?    YES   NO      If so, when?     

            Recent change of activity:     

            Diagnostic imaging:     

            Medications:     

            Significant medical history:     

            Injury:     

            Acute:    

            MOI:      

            Swelling:    ( ) immediate (within the hour)   ( )delayed

            Heard any pop/noise:  ( ) Yes   ( ) No

            Able to continue the activity  ( ) Yes  ( ) No

            Treatment up to now:

            Current functional level:

            Previous injury:

            Old injury:  

            MOI:    

            Swelling:    ( ) immediate (within the hour)   ( )delayed

            Heard any pop/noise:  ( ) Yes   ( ) No

            Able to continue the activity  ( ) Yes  ( ) No

            How was it treated/medical intervention:     

            Did patient return to normal function?    

            What caused recent onset of pain:     

            Aggravating factors:     

            What relieves the pain:     

            No injury (insidious onset):     

            What activity brought on the symptoms:     

            How long since onset:    

            Aggravating activities:    

            Does pain decrease with rest?  ( ) Yes  ( ) No

            Does it lock?  ( ) Yes  ( ) No    Does it give out?   ( ) Yes  ( ) No 

            Does it swell with activity?   ( ) Yes  ( ) No

     -------------------------------------------------

     TEMPLATE ID: 461

     TITLE: PT:  Vestibular History

            Age:                        Gender:                 AD   /  Non-AD

            Occupation, hobbies:     

                      First Episode:    YES    NO     If no please describe:     

                      Current Symptoms Description:     

                                DYSEQUILLIBRIUM   VERTIGO   NAUSEA  

            LIGHT-HEADEDNESS 

                                Precipitating factors:    

                                Intensity:     

                                Duration:     

                                If episodic, frequency, duration:     

                      Balance problems:        YES   NO     

                                Falls history:     

                                Assistive device:    NONE      SINGLE POINT CANE  

                QUAD CANE     WALKER     ROLLING WALKER     

                      Special Tests:     ENG     MRI     HEAD CT     HEARING     

                      Providers seen:      NEUROLOGY     ENT     AUDIOLOGY     

                      Pertinent PMHx:     

                                Head injury, Trauma, Surgeries :     

                                Orthopedic conditions, Rheumatologic conditions:  

                                Other:     

                                          DM, Neuropathy:     

                                          Limitations to Cervical ROM :     

                                          Migraines, Family History of Migraines: 

                      Medications:      OTOTOXIC     CHEMOTHERAPY    

            ANTIHISTAMINES     PSYCHOTROPIC    

                                Please list and dates taken:

     -------------------------------------------------

     TEMPLATE ID: 9780

     TITLE: PTSD

            The patient was exposed to a traumatic event which threatened death,

            serious injury, or a threat to the body integrity of self or others.

            The patients response involved intense fear, helplessness or horror.

            The patient endorses the following symptoms:

            Re-experiencing (1): intrusive thoughts, nightmares, flashbacks,

            psychological distress at cues, physiological distress at cues.

            Avoidance (3): of thoughts/feelings/conversations associated with the

            trauma, activities/places/people that arouse recollections of the

            trauma, inability to recall aspects of the trauma, anhedonia, feelings

            of detachment, restricted range of affect, sense of foreshortened

            future.

            Arousal (2): insomnia, irritability/anger, poor concentration,

            hypervigilance, startle.

     -------------------------------------------------

     TEMPLATE ID: 10712

     TITLE: Pain over L side of chest,

            33 y/o active duty male c/o pain over L side opf chest x 1 day after

            hx of fall over 5 steps of stair while moving furnitures.Condition

            asso with pain on breathing.denies any SOB,productive cough,no abd

            pain.

            NO n/v.

            PMH none

            PSH Nasal septal deviation

            SH (-) smoke and ETOH

     -------------------------------------------------

     TEMPLATE ID: 8961

     TITLE: Pain over r antecubital area and needs f/up GIT consult.

            40 y/o active duty male  c/o R antecubital area pain for several weeks

             which developed after his immobilization for L shoulder surgery.(-)

            swelling.

            Pain on ROM. Also has chronic L lateral epicondylitis s/p Pt and

            steriod shots

            c/o recurrence of pain.PX also has chronic L knee pain

            exacerbation.Has 3 L knee surgeries.Also has DJD of neck and 

            requetsing Chiropractor consult.

               Also needs f/up consult with GIT re hiatal hernia and gastroparesis

            and GERD with no improvement with Aciphex.

               Also needs refill of Sudafed and Celebrex and Aciphex.

            PMH; DJD C4/5

                     L shoulder surgery

                     L knee surgeries (x 3)

                     L lateral epiconylitis                  Kidney stones

            PSh as above 

                    Vasectomy

                    R wrist de Quervains release

            SH (-) ETOH and smoking.

     -------------------------------------------------

     TEMPLATE ID: 9779

     TITLE: Panic Disorder

            Patient reports a h/o a discrete episodes of "Panic Attacks" to

            include...

            Rapid onset of intense discomfort with (4) of the following symptoms:

            Palpitations

            Sweating

            Trembling

            Shortness of breath

            Feeling of choking

            Chest discomfort

            Nausea or abdominal distress

            Lightheadedness

            Derealization

            Fear of losing control or going crazy

            Fear of dying.

            The patient also reports symptoms of agoraphobia with phobic

            avoidance.

     -------------------------------------------------

     TEMPLATE ID: 8978

     TITLE: Peds I.D.- Pets and Travel

            Travel Hx:

            Pets:

     -------------------------------------------------

     TEMPLATE ID: 11380

     TITLE: Peds I.D.- Pets and Travel

            Travel Hx:

            Pets:

     -------------------------------------------------

     TEMPLATE ID: 11220

     TITLE: Prenatal Nutrition Assessment

            Meal frequency:

            Dairy intake:

            Fruit/veggie intake:

            Prepregnancy wt:

            Prenatal vitamin:

     -------------------------------------------------

     TEMPLATE ID: 3741

     TITLE: Preop

            48 Y/O G1P1 AA LMP28 Aug2003 w/ sisetr Breast CA in 20's and died of

            ovarian CA in 40's, and mother  deceased w/ Ovarian CA in 6o's.Here

            for preop to discuss prophylactic Lap BSO. Pt w/o c/o intermenstural

            spotting/bloating/early satiety/dyspareunia/weight loss/urinary or

            bowel changes. meneses q 30-35 days/lasting 4 days/menarche age 12

            PMH: Stage I Sarcoid ( no sxs SOB/ no h/o stroids PFT 4/10/02

            FEV1/FVC=89% DLCO75)/ uveitis

            PSH: tubal ligation lapscope

            Meds: Asp prn

            all: NKDA

            OB/GYN HX: 1 svd uncompicated/ no APS/last May2003 wnl/ no h/o

            stds/PID

            FH: as mentioned/ no colon CA/Uterine CA

            SH: no Tob/No etoh/currently sexually active 1 partner

            Labs: CA 125 June 2003=10

     -------------------------------------------------

     TEMPLATE ID: 11882

     TITLE: RADER-DM,CLASS

            Patient referred for diabetes medical nutrition therapy class.

     -------------------------------------------------

     TEMPLATE ID: 10934

     TITLE: SCREENING COLONOSCOPY

            ********************************************************************

            History of Present Illness:        ___   YO ___  Referred for CRC

            Screening

            PRESENTLY ASYMPTOMATIC

            NO FHX COLON CANCER 

            PMH:

            PSH:

            MED:

             ALL: 

            SOC:

             FHX: 

            ASA:

            *******************************************************************

            PHYSICAL EXAMINIATION 

            allow us to enter physical exam....

            *******************************************************************

            Assessment: 

            
AVERAGE RISK CRC SCREENING 

            ********************************************************************

            PLAN

            
WILL SCHEDULE SCREENING COLONOSCOPY 

            
F/U AS CLINICALLY INDICATED PENDING RESULTS OF ABOVE . 

            ********************************************************************

     -------------------------------------------------

     TEMPLATE ID: 11142

     TITLE: SCREENING COLONOSCOPY

            History of Present Illness:         

                    referred for CRC Screening

            PRESENTLY ASYMPTOMATIC

            NO FHX COLON CANCER 

            PMH:

            PSH:

            MED:

             ALL: 

            SOC:

             FHX: 

            ASA:

     -------------------------------------------------

     TEMPLATE ID: 11143

     TITLE: SCREENING COLONOSCOPY

            ********************************************************************

            History of Present Illness:        ___   YO ___  Referred for CRC

            Screening

            PRESENTLY ASYMPTOMATIC

            NO FHX COLON CANCER 

            PMH:

            PSH:

            MED:

             ALL: 

            SOC:

             FHX: 

            ASA:

            *******************************************************************

            PHYSICAL EXAMINIATION 

            allow us to enter physical exam....

            *******************************************************************

            Assessment: 

            
AVERAGE RISK CRC SCREENING 

            ********************************************************************

            PLAN

            
WILL SCHEDULE SCREENING COLONOSCOPY 

            
F/U AS CLINICALLY INDICATED PENDING RESULTS OF ABOVE . 

            ********************************************************************

     -------------------------------------------------

     TEMPLATE ID: 4042

     TITLE: SICK CALL- MA

            PMH: 

            [  ] CV

            [  ] PUL

            [  ] TB

            [  ] DM

            [  ] LIVER/ KIDNEY/SPLEEN PROBLEMS

            [  ] GI PROBLEMS

            [  ] PSYCHO /SOC

            [  ] SOMATIC COMPLAINTS

            [  ] HOME HEALTH NEEDS

     -------------------------------------------------

     TEMPLATE ID: 4043

     TITLE: SICK CALL- MA

            PMH: 

            [  ] CV

            [  ] PUL

            [  ] TB

            [  ] DM

            [  ] LIVER/ KIDNEY/SPLEEN PROBLEMS

            [  ] GI PROBLEMS

            [  ] PSYCHO /SOC

            [  ] SOMATIC COMPLAINTS

            [  ] HOME HEALTH NEEDS

     -------------------------------------------------

     TEMPLATE ID: 11166

     TITLE: SLEEP Clinic Note

            PT presenting with excessive daytime sleepiness, snoring, witnessed

            apneas and morning headaches. 

            EDS: problems to include history of driving incidents

            Weight change in past 2 years: none

            Sleep Pattern: weekday/weekend

            Bedtime: 

            Morning wakeup:

            Difficulty with sleep initiation / maintenance

            Narcolepsy sxs: none

            Cataplexy: none

            Hypnagogic hallucinations: none

            Sleep paralysis: none

            Prior sleep studies: none

            if yes: results AHI:

     -------------------------------------------------

     TEMPLATE ID: 11170

     TITLE: SLEEP Clinic Note

            PT presenting with excessive daytime sleepiness, snoring, witnessed

            apneas and morning headaches. 

            EDS: problems to include history of driving incidents

            ESS = 

            Weight change in past 2 years: none

            Sleep Pattern: weekday/weekend

            Bedtime: 

            Morning wakeup:

            Difficulty with sleep initiation / maintenance

            Narcolepsy

            Cataplexy: none

            Hypnagogic hallucinations: none

            Sleep paralysis: none

            Sleep walking/ sleep talking / PLMS

            Prior sleep studies: none

            if yes: results AHI:

            Medications:

            PMH:

            Soc Hx:

            smoking: none

            etoh: occasional

            caffiene:

     -------------------------------------------------

     TEMPLATE ID: 11171

     TITLE: SLEEP Clinic Note

            PT presenting with excessive daytime sleepiness, snoring, witnessed

            apneas and morning headaches. 

            EDS: problems to include history of driving incidents

            ESS = 

            Weight change in past 2 years: none

            Sleep Pattern: weekday/weekend

            Bedtime: 

            Morning wakeup:

            Difficulty with sleep initiation / maintenance

            Narcolepsy

            Cataplexy: none

            Hypnagogic hallucinations: none

            Sleep paralysis: none

            Sleep walking/ sleep talking / PLMS

            Prior sleep studies: none

            if yes: results AHI:

            Medications:

            PMH:

            Soc Hx:

            smoking: none

            etoh: occasional

            caffiene:

     -------------------------------------------------

     TEMPLATE ID: 8406

     TITLE: SLEEP DATA

            Reason for Clinic Visit: CPAP/BiPAP follow up.

            Chief Complaint:

            HPI: Respiratory Disturbance Index=              Date of Study:

            Diagnosis:

            Compliance Data from CPAP/BiPAP automated interrogation) attached.

            Other medical problems:

            Medications: see list attached.

            Medication allergies:

            Patient reports that he has been using CPAP BiPAP and that there has

            been improvement in snoring, daytime somnolence, alertness, driving

            ability, memory, ability to calculate, ability to stay awake while

            sitting quietly.

            Patient reports that there has been no improvement in snoring, daytime

            somnolence, alertness, driving ability, memory, ability to calculate,

            ability to stay awake while sitting quietly.

     -------------------------------------------------

     TEMPLATE ID: 701

     TITLE: SLEEP INTERVENTION

            GENERAL:

            FACIAL STRUCTURE:

     -------------------------------------------------

     TEMPLATE ID: 703

     TITLE: SLEEP STUDY DATA

            HPI: Respiratory Disturbance Index=                Date of Study:

            Attach compliance data from CPAP/BiPAP unit (automated interrogation).

     -------------------------------------------------

     TEMPLATE ID: 12919

     TITLE: TEST

            TEST

     -------------------------------------------------

     TEMPLATE ID: 3545

     TITLE: THYROID CANCER (PMH, FH, SH, RX)

            PAST MEDICAL HISTORY: SEE ABOVE FROM ICDB ARCHIVE; NO HISTORY OF

            ARRHYTHMIA; LAST BONE DENSITY TEST:       

            FH: NO POSITIVE THYROID CANCER, NO POSITIVE BENIGN THYROID DISEASE

            SH: TOBACCO:      ETOH

            RX:SEE ABOVE FROM ICDM ARCHIVE; CURRENT DOSE OF LT4:     MG/D; LAST

            LT4 DOSE CHANGE NONE RECENT   DD/MM/YY

     -------------------------------------------------

     TEMPLATE ID: 3642

     TITLE: THYROTOXICOSIS (PMH,SH, FH, MEDS)

            PAST MEDICAL HISTORY

            PAST SURGICAL HISTORY

            SH: 

            TOBACCO USE: NEVER / PRIOR, STOPPED MM/YY AFTER ..........PK-YR /

            ONGOING @         PPD,          TOTAL PK-YR

            ETOH:

            STRESS: SEE ABOVE

            FH:

            AUTOIMMUNE THYROID DISEASE (HASHIMOTO'S THYROIDITIS OR GRAVES'

            DISEASE)  /  POSITIVE THYROID DISEASE IN         , NON-AUTOIMMUNE /

            POSITIVE THYROID DISEASE IN         , UNKNOWN TYPE  / NO THYROID

            DISEASE

            CURRENT MEDICATIONS:  SEE UPDATED ICDB LIST

            ALLERGIES:

     -------------------------------------------------

     TEMPLATE ID: 11920

     TITLE: WTS CLASS 2

            Patient attended second session of "Weight to Stay" Active Duty Weight

            Management Program.

     -------------------------------------------------

     TEMPLATE ID: 10593

     TITLE: dach ROB

            Denies headaches, blurred vision, epigastric pain, s&S urinary tract

            infection, no vaginal discharge or foul smell.

            Positive frequent FM.

     -------------------------------------------------

     TEMPLATE ID: 10304

     TITLE: ped endo GH follow-up

            Meds:   Nutropin AQ    Humatrope   

            Dose:          mg/vial diluted with          cc, takes              cc

             6 / 7 nights/wk 

                   or               mg/d,                   mg/kg/wk (@ today's

            wt)

                          mg/cartridge,                mg ( _______clicks)  6 / 7

            nights/wk              
mg/kg/wk (@today's wt)

            Frequency of missed doses:

            Medication side effects:  None / 

            Other meds/supplements/alternatives: None / 

            Symptoms:  Date of last complete symptom review:               

            Changes  Y / N

            HA:  Y / N    Fatigue:  Y / N   Exercise intolerance  Y / N

            Abd pain:  Y / N     Vomiting:  Y  / N    Polyuria:  Y / N    

            Nocturia:  Y / N    

            Gynecomastia:  Y / N    Edema:  Y / N    Problems with injection

            sites:  Y / N

            Hip pain:  Y / N      Knee pain:  Y / N     Limp:  Y / N     Joint

            pain:  Y / N

            Academics:  Grade                       A  B  C  D  F      same /

            better / worse

            Other:

     -------------------------------------------------

     TEMPLATE ID: 12900

     TITLE: ped endo puberty f/u

            Since our last visit, 

            breast size:  increased     unchanged       decreased    

            acne:  progressing   unchanged   decreased

            pubic hair:  progressing   unchanged    decreased

            vaginal bleeding  Y / N     vaginal discharge    Y / N

            Academics:             grade,   A   B   C   D   F      same / better /

            worse

            Other:

     -------------------------------------------------

     TEMPLATE ID: 10301

     TITLE: ped endo type 1 diabetes follow-up

            Current insulin schedule:




Total dose:       units/kg/d

            Contact with CDE:   never / rare / occasional / regular   

                   most recent contact:

            Frequency of blood sugar checks:

            Typical range:  breakfast

                                     lunch

                                     dinner

                                     bedtime

                                     middle of night

            Target range:

            Brand of meter:

             Who checks:   mother   father    patient    other

            Reviewed meter download in clinic:  Yes  No     

            Injection sites used:  arms  legs  abdomen   buttocks    

            Who injects:  mother  father  patient

            Nutrition:  carb counts          exchanges          free          

            other

            Last time met with dietician:

            # carbs at:  Bfast            

                  snack 

                  lunch        

                  snack

                  dinner

                  snack 

            Hyperglycemia:   nocturia Y / N     polyuria  Y / N     polydipsia  Y

            / N    ketonuria  Y /N    

                         Has ketone strips?  Y / N

                         Checks ketones when:

                         ER or admission for DKA  Y / N   date(s)

            Hypoglycemia:  

            Frequency of hypoglycemia:

            When:

            Symptoms:

            Treatment:

            Hypoglycemia unawareness:  never / rare / sometimes / often / always

            Has glucagon:  Y  / N / needs more    Ever unconscious:  Y / N    #

            episodes in last 3 mo:

            Medical ID?   Necklace     bracelet     wallet card             

            wearing?  Y / N  

            Exercise/Sports:







                      effect on blood sugar:

            Last ophtho eval:

            Activities of daily life:

            Driving:  Y / N   Check BG before drive?  Y / N        Keep snacks in

            car? Y / N

            Smoker:  Y / N
 packs/day

            EtOH:  Y / N

            School performance:  Grade                           A    B    C    D 

              F

            

Academic problems: None / 

            Employment hx:

            Sexuality/contraception/periods:

     -------------------------------------------------

     TEMPLATE ID: 5881

     TITLE: sick call ma

            SICK CALL:

            RECORDS  [   ]   YES  [   ] NO

            This is a ---- pt who presents with----. Started --- at which time he

            reports---

            ORTHO: [   ] pain  ?, [  ] decreased mobility ?, [   ] decreased

            strength, [    ] nubmess tingling in extremity

            GI :[    ] nausea, [   ] vomitting, [   ] diarrhea, [   ]constipation.

            RESP/ Sinus: [   ]PND, [   ] facial pain, [   ] headache, [    ] sore

            throat, [    ]cough,

            What makes it better? 

            What makes it worse?

            OTC meds or other meds used/ and results:

-------------------------------------------------

TEMPLATE TYPE: MULTI-PROBLEM NOTE

-------------------------------------------------

     TEMPLATE ID: 12642

     TITLE: AT URI

            Subjective: The patient has had symptoms of sore throat, head

            congestion and cough for 4 days; has been afebrile.

            Objective: 

            HENT:

     -------------------------------------------------

     TEMPLATE ID: 5023

     TITLE: Assessment and Plan

            Assessment

            1. 

            2. 

            3. 

            4. 

            5. 

            Plan:

            1. 

            2. 

            3. 

            4. 

            5. 

            6.

     -------------------------------------------------

     TEMPLATE ID: 12304

     TITLE: B12 INJECTION -MONTHLY

            S.    YR OLD F FOR B12 INJECTION

            O. WN WD WF IN NAD ALERT AND OX3

            A. GIVEN 1 CC VIT B12 IN    DELTOID WITHOUT COMPLICATION

            P. RTC IN 1 MONTH FOR NEXT INJECTION

     -------------------------------------------------

     TEMPLATE ID: 10014

     TITLE: BOTOX FOLLOWUP

            Date of Last injection:

            Degree of maximal benefit (0-10 scale):

            Symptom most relieved:

            Adverse effects of the last injection:  None

            INTERIM HISTORY:

            NEUROLOGIC EXAM:

                W/D, W/N patient in NAD.

                Face:

                NecK:

                MTR:  

                DTR:

                Gait:

            PROCEDURE NOTE:  Botox Injections

            CONSENT:  Obtained verbally

            PROCEDURE:  Non-expired Botox was reconstituted using 1 cc of

            preservative-free normal saline to a concentration of 100 units/cc

            The site(s) were prepped with alcohol and injected as noted below. 

            The patient tolerated the procedure well.  No complications. 

            Anesthesia:  Topical Fluori-Methane spray.

            TOTAL DOSE =        units

            IMPRESSION:

            1)  

            PLAN:

            1)  RTC in 3-4 mos for repeat injection.

            2)  Call for any complications (reviewed with patient) and for future

            appointments at phone number (202) 782-1661, Neurology Department

     -------------------------------------------------

     TEMPLATE ID: 11405

     TITLE: Baseline Pentostam

            Protocol WU 01-19002:A-10, 950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis 

            Baseline Investigator Visit

            **********************************************************************

            *****

                             (This section to be completed by study staff member

            obtaining vital signs)

            Date:______        Temp:___(F)    Pulse: ___bpm      B/P__/__  

            Resp:__/min   WT:___lbs   HT:___inches

            Time:_____         

            Signature/Title_____________________________________

            (24 hr. clock)

            **********************************************************************

            ******

            Subjective:

            Med/Surg Hx:   Hx of Pentostam use:  (  )  First use   (  ) 

            Retreatment persistent infection                                      

                                                                (  )    

            Retreatment for reinfection   (  )   Other: _______ (describe)  

                                       Dares Pentostam previously given : ________

            through_______ mg/day_____________

            Travel History:

            Preventative Meas.   (i.e. DEET, Treated uniforms)

            Current Medication    (  ) NO     (  ) YES    (If YES, List on

            Concomitant Medication)

            Allergies                     (  ) NO     (  ) YES    (If YES, List on

            Adverse Event Form)

            Baseline Physical Exam

                             Skin (  ) Abnormal ( Locate and number lesions on A/P

            drawing, attached)  Photos ?: (  ) NO (  ) YES  

                                       Measure Lesions on Lesion Measurement and

            Notes Form (  ) NO  YES (  )  (must be Yes)

            
            HEENT:           (  ) Normal   (  )Abnormal  (if any

            findings are abnormal, describe)

            
            Cardiac:            (  )  Normal  (  ) Abnormal

     -------------------------------------------------

     TEMPLATE ID: 11408

     TITLE: Baseline Pentostam

            Protocol WU 01-19002:A-10, 950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis 

            Baseline Investigator Visit

            **********************************************************************

            *****

              (This section to be completed by study staff member obtaining vital

            signs)

            Temp:___(F)    Pulse: ___bpm      B/P__/__   Resp:__/min   WT:___lbs  

            HT:___inches

            **********************************************************************

            ******

            Subjective:

            Med/Surg Hx:   Hx of Pentostam use:  (  )  First use   (  ) 

            Retreatment persistent infection   (  )Retreatment for reinfection  ( 

            )Other: _______ (describe)  

            Dates Pentostam previously given : ________ through_______

            mg/day_____________

            Travel History:

            Preventative Meas.   (i.e. DEET, Treated uniforms)

            Current Medication    (  ) NO     (  ) YES  (If YES, List on

            Concomitant Medication)

            Allergies                 (  ) NO     (  ) YES    (If YES, List on

            Adverse Event Form)

            Baseline Physical Exam

            Skin (  ) Abnormal ( Locate and number lesions on A/P drawing,

            attached)  Photos ?: (  ) NO (  ) YES  

            Measure Lesions on Lesion Measurement and Notes Form (  ) NO  YES (  )

             (must be Yes)

            HEENT:                (  )Normal   (  )Abnormal  (if abnormal,

            describe)

            Cardiac:               (  )Normal  (  )Abnormal

            Lungs:                 (  )Normal  (  )Abnormal

            Lymph Nodes:     (  )Normal  (  )Abnormal

            Abdomen :           (  )Normal  (  )Abnormal

            Neurological:        (  )Normal  (  )Abnormal

            Impression: Cutaneous Leishmaniasis (if findings are abnormal,

            describe)

            (  ) YES   (  ) NO  The patient was briefed on this study and all

            questions were answered.  Informed Consent was signed prior to any

            study procedures being conducted.  The patient received a signed copy

            of the Informed

            (  ) ADMINISTER     mg Pentostam in 50cc D5W over 10-50 minutes IV via

            pump for a total of         days.   Wt:         kgs

            (  ) HOLD  Pentostam until further notice.

            Inclusion Criteria (all answers must be YES for patients to enroll in

            study)

            DOD healthcare beneficiary                                            

                   (  )YES    (  )NO

            Parasitologic or clinicoepidemiologic DX of Leishmaniasis      (  )YES

               (  )NO

            Willing to locate to WRAMC area during treatment                  ( 

            )YES    (  )NO

            Able to provide Informed Consent                                      

                (  )YES    (  )NO

            Exclusion Criteria (all answers must be NO for patient to enroll in

            study)

            Pregnant or Breastfeeding                                          ( 

            )YES  (  )NO

            Hx of hypersensitivity to Pentavalent Antimonials      (  )YES  (  )NO

            Serious medical illness : i.e. QTc interval > 0.5 sec, Severe Cardiac

            Disease, History of recurrent pancreatitis, liver failure or active

            hepatitis with transaminases > 3x normal, renal failure or creatinine

            > 2.5 (  )YES  (  )NO

            Male planning on fathering children in the next 2 months      (   )YES

            (  )NO

            Patient meets enrollment criteria for above referenced protocol? (

            )YES ( )NO

     -------------------------------------------------

     TEMPLATE ID: 12

     TITLE: Beta Interferon Patient Education

            Viewed videotape of step by step admininstration of medication

            Patient observed for 15 minutes after initial injection. Patient

            instructed to go to the emergency room

     -------------------------------------------------

     TEMPLATE ID: 9013

     TITLE: Beta Interferon Patient Education

            Prior to visit patient and husband viewed videotape on medication self

            admininistration. Discussed medication preparation techniques, biject

            and auto injector demonstrated. Patient and husband demonstrated

            correct Betaseron preparation. Subcutaneous injection sites shown to

            patient with return demonstration. Importance of rotating sites

            emphasied. Patient self-administered her first injection of Betaseron

            with proper injection technique. Injection given __________.  Patient

            observed for 15 minutes after initial injection.

            Potential side effects and management discussed Side effects may

            include flu -like  symptoms, headaches, chills sweating, muscle aches,

            muscle weakness or worsening of MS symptoms and skin site reactions.

            Patient instructed to take Tylenol or Ibuprofen one hour prior  and

            every six hours after if needed and the morning after the injection is

            she feels lousy.

             Patient to call me _________  to report response to  medication if

            there were side effects,  what they were, when they started and

            stopped.

            Patient enrolled in MS Pathways for needles and syringes to be sent to

            her home.

            Home needle disposal discussed and pamphlet "disposal tips for home

            health care" give.  

            Two month follow - up appointment scheduled for. Labs  (CBC & LFT's )

            to be drawn either prior to visit or at visit.

            Patient instructed to call for any concerns or questions or to go to

            the emergency department for any emergency.

     -------------------------------------------------

     TEMPLATE ID: 9012

     TITLE: Beta Interferon Patient Education

            Viewed videotape of step by step admininstration of medication

            Patient observed for 15 minutes after initial injection. Patient

            instructed to go to the emergency room

     -------------------------------------------------

     TEMPLATE ID: 368

     TITLE: Copy of Neuro Attending Addendum

            I have seen the patient with Dr. Fleenor.  I agree with the above

            assessment and plan to include repeat MRI and blood count monitering,

            Tegretol level.

            Dr. Urban

     -------------------------------------------------

     TEMPLATE ID: 400

     TITLE: DHCN ACS NOTE

            ACS NOTE TEMPLATE

            DOSE:

            INDICATION:



DURATION:

            CHANGE IN MONITORING PARAMETERS:

            
DIET

            
MEDICATIONS

            
ETOH

            
BLEED

            
CLOS

            
MISSSED DOSES

            CURRENT INR:

DATE:

            TARGET INR:


            NEW DOSE

            DATE OF NEXT INDR:

     -------------------------------------------------

     TEMPLATE ID: 9368

     TITLE: DHCN Case Management

            DME

            Company

            POC name

            POC phone number

            Outside Agency Contact:

            Company

            POC name

            POC phone number

     -------------------------------------------------

     TEMPLATE ID: 3161

     TITLE: DHCN Diabetic Teaching Nursing Note, FHC WB

            Initial diabetic teaching done per request of  __________________. 

            Reviewed the following topics:

            Basic summary of Diabetes Type 2

            Blood glucose monitoring technique (Accu-chek Monitor System) 

            (Precision Xtra Monitor System)

            Frequency of testing & goal glucose levels:  

                 Before Breakfast, Lunch, & Dinner (goal level 80-120) and at

            bedtime (goal level less than 140) for 2 weeks, then as patient

            desires

                 2 hours after a meal (goal level less than 140) twice per week

            for 2 weeks, then as patient desires

            Documentation of results for tracking patterns, diary provided

            Proper Lancet Disposal

            Handouts provided:

            
Diabetes Care:  Basic Facts

            
Diabetes Made Easy

            
Diabetes Care:  What Can I Eat

            
Living Well with Diabetes

            Glucometer programmed with date and time.  Quality controls performed

            on test strips.  Patient successfully demonstrated proper techniques

            using own equipment.  Instructed how to refill diabetic supplies.

            Encouraged patient to attend Diabetes & Nutrition Classes, instructed

            to contact healthcare liaison (703-576-1318) for assistance making

            class appointments.  Referral written.

                 Basic Diabetes Class

                 Intermediate Diabetes Class

                 Advanced Diabetes Class

                 Nutrition for Diabetics Class

            Patient to follow up with provider in _______________ .  Call

            appointment center (703-550-2671) to schedule appointment.  Patient

            can leave non-urgent message with provider by calling the Team _____

            Care Coordinator (RN) at 703-491-7668, and press options 4, then 1,

            then _____

            Patient verbalized good understanding to all instructions. Copy of

            this note given to patient and diabetes educator.

     -------------------------------------------------

     TEMPLATE ID: 3141

     TITLE: DHCN INSULIN TEACHING NURSES NOTE

            Insulin teaching done per request of:

            Pt requires instruction on :

            _X_  First time use of Insulin, preparing single dose

            __  First time use of Insulin, preparing mixed dose

            __  Review of Insulin administration (used in the past _____ years

            ago)

            __  Preparing mixed dose (has previously used single dose only)

            Instructed on the following topics, B-D Insulin Starter Kit given

            __  Blood Glucose Monitoring & Documentation (Diary included in Kit)

            __  Current testing frequency  __________________________

            __  Goal Glucose Range 80-120 before meals  

            __  Pt?s average Glucose levels   Bkfst _____, Lunch _____, Din _____,

            HS _____

            __  Goal Hgb A1c level < 7.0 (handout given) 

            __  Most recent Hgb A1c level = ________

            __  Types & Actions of Insulin (handout given)

            __  Pt?s Insulin Type & Dosage _____________________________________

            __  Site Selection, Site Rotation (handout given)

            __  Drawing & Injecting Insulin (handout given)

            __  Technique demonstrated using NS, syringe, Fake Skin Pad. Pt did

            return demo.

            __  Disposal of Syringes & Needles

            __  Symptoms & Treatment of Hypoglycemia, Glucose Tabs in kit (handout

            given)

            __  Proper Diet (Food Pyramid, snacks) & Exercise

            __  Traveling with Insulin (handout given)

            __  Foot Care (handout given)

            __  Reviewed Pt?s Oral Medications

            __  How to contact provider (urgent & non-urgent phone numbers)

            __  Medic Alert 

            aSSESSMENT

            pLAN

            Pt to follow up with provider:  

            __  Referral written for Diabetes Education Classes

            __  Referral written for individual Nutrition appt.

            __  Referral written for Diabetes Institute Nurse Practitioner 

            Patient verbalized/demonstrated good understanding to all

            instructions.

     -------------------------------------------------

     TEMPLATE ID: 129

     TITLE: Dermatology- OP Note

            The patient s identity, the procedure to be performed and the specific

            site of the procedure was verified in accordance with MEDCOM Cir 40-17

            dated March 2003.

            The patient was brought to the operating room and following informed

            consent, prepped and draped in the usual sterile manner.  A fusiform

            shape was drawn around the surgical site with a sterile marking pen. 

            The area was infiltrated with 1% Xylocaine with 1:100,000 Epinephrine.

             The margins were incised as drawn to the level of the subcutaneous

            fat with a #15 blade.  The tissue was removed with sharp dissection. 

            Hemostasis was maintained with electrocautery.  The lateral margins of

            the resulting defect were undermined at the level of the subcutaneous

            fat with blunt and sharp dissection.  The wound was closed using 2

            non-absorbable sutures. 

            A sterile dressing was applied and full wound care instructions were

            given to the patient.

            The patient left the room in good condition.

     -------------------------------------------------

     TEMPLATE ID: 372

     TITLE: Diabetes Shopping Tour

            Pt. attended diabetes shopping tour.  Reviewed portion sizes, label

            reading and making healthier choices to help help control blood

            sugars.

            Pt. able to verbalize understanding of label reading by demonstration.

            Gave handouts on shopping tips and cooking tips.

     -------------------------------------------------

     TEMPLATE ID: 11102

     TITLE: Dr. Moore's PE follow-up

            Physical exam done (date)040204

            Consults and additional tests completed.

            Diagnoses confirmed (yes/no)YES

            Additional findings

            1.colon polyp - repeat colonoscopy in five years

            2.multiple medium and small blebs throughout lung field - f/u

            pulmonary medicine, consult written

            3.

            4.

            5.

            Completed physical given to patient to be placed in medical records. 

            Patient's questions answered.  Patient instructed on necessary

            follow-up requirements. Patient verbalized understanding of

            information and instructions given.

     -------------------------------------------------

     TEMPLATE ID: 12501

     TITLE: F/u TRAM breast reconstruction

            Patient is  weeks after TRAM breast reconstruction with contralateral 

             .

            No c/o at this time.

            exam

            TRAM- healthy soft, no areas of fat necrosis

            Abdominal donor- incision healing well, umbo - healing well, no

            evidence of hernia formation

            a/p Healing well after TRAM breast reconstruction

            F/u in   weeks.

     -------------------------------------------------

     TEMPLATE ID: 12487

     TITLE: F/u breast reduction

            Patient is     weeks after breast reduction surgery.  C/o    swelling,

            tenderness at operative site.  

            exam-  incisions-

                        nipples-

                        skin-

            a/p  Healing after breast reduction

            f/u-  weeks

     -------------------------------------------------

     TEMPLATE ID: 12497

     TITLE: F/u scar revision

            Patient is   weeks after  scar revision.  No c/o.

            exam-

            incisions-

            a/p  Healing after scar revision

            f/u  weeks

     -------------------------------------------------

     TEMPLATE ID: 12492

     TITLE: F/u septorhinoplasty

            Patient is   weeks after septorhinoplasty.  No c/o.  Breathing better.

            exam-  

            incisions-

            tip-

            dorsum-

            septum-

            a/p Healing after septorhinoplasty

            f/u  weeks

     -------------------------------------------------

     TEMPLATE ID: 402

     TITLE: GAM_Test

            GA:  WELL APPEARING

            HEENT:  TM'S CLEAR WITH NORMAL LIGHT REFLEX, NARES WITH CLEAR

            DISCHARGE, OP CLEAR, NO TONSILAR EXUDATES

     -------------------------------------------------

     TEMPLATE ID: 11190

     TITLE: GOLDEN YEARS CLINIC CONSULT

            CONSULT DATE:

            REFERRING PCP:

            CONSULT TEAM:

            INTERNAL MEDICINE:

            GERIATRICS:

            OCCUPATIONAL THERAPY:

            PHYSICAL THERAPY:

            SOCIAL WORK:

            PHARAMCY:

            PSYCHIATRY:

            FOCUS OF CONSULTATION:

            BACKGROUND MEDICAL AND SOCIAL INFORMATION::

            MARITAL STATUS:

            EDUCATION LEVEL:

            OCCUPATION:

            FAMILY/SOCIAL SUPPORT:

            NARRATIVE MEDICAL INFORMATION:

            MEDICATIONS AND PHARMACY EVALUATION:

            RECOMMENDATIONS:

            1)

            2)

            3)

            4)

            MENTAL HEALTH INFORMATION:

            RECOMMENDATIONS:

            1)

            2)

            3)

            PHYSICAL THERAPY ASSESSMENT:

            RECOMMENDATIONS:

            1)

            2)

            3)

            4)

            OCCUPATIONAL THERAPY ASSESSMENT:

            RECOMMENDATIONS:

            1)

            2)

            3)

            SOCIAL ASSESMENT:

            RECOMMENDATIONS:

            1)

            2)

            1)

            2)

            3)

            4)

            SOCIAL ASSESSMENT:

            RECOMMENDATIONS:

            1)

            2)

            3)

            OTHER ISSUES:

            SIGNED:

     -------------------------------------------------

     TEMPLATE ID: 11191

     TITLE: GOLDEN YEARS CLINIC CONSULT

            CONSULT DATE:

            REFERRING PCP:

            CONSULT TEAM:

            INTERNAL MEDICINE:

            GERIATRICS:

            OCCUPATIONAL THERAPY:

            PHYSICAL THERAPY:

            SOCIAL WORK:

            PHARAMCY:

            PSYCHIATRY:

            FOCUS OF CONSULTATION:

            BACKGROUND MEDICAL AND SOCIAL INFORMATION::

            MARITAL STATUS:

            EDUCATION LEVEL:

            OCCUPATION:

            FAMILY/SOCIAL SUPPORT:

            NARRATIVE MEDICAL INFORMATION:

            MEDICATIONS AND PHARMACY EVALUATION:

            RECOMMENDATIONS:

            1)

            2)

            3)

            4)

            MENTAL HEALTH INFORMATION:

            RECOMMENDATIONS:

            1)

            2)

            3)

            PHYSICAL THERAPY ASSESSMENT:

            RECOMMENDATIONS:

            1)

            2)

            3)

            4)

            OCCUPATIONAL THERAPY ASSESSMENT:

            RECOMMENDATIONS:

            1)

            2)

            3)

            SOCIAL ASSESMENT:

            RECOMMENDATIONS:

            1)

            2)

            3)

            4)

            OTHER ISSUES:

            SIGNED:

     -------------------------------------------------

     TEMPLATE ID: 12472

     TITLE: General f/u for cleft lip

            Patient is a 4 yo boy with h/o cleft lip and palate who presents for

            f/u, and preoperative assessment for lip and nose revision.

            exam-  R cl scar, slightly short vertical length, R alar cartilage is

            depressed, slightly full vermillion.

            a/p cleft lip/nose secondary deformitites

            Plan: cleft lip and nose revision

     -------------------------------------------------

     TEMPLATE ID: 50

     TITLE: HEADACHE SEMINAR

            Date of Class

            Patient attended Headache seminar. Content discussed included types of

            headaches, headache triggers, nutritional aspects, commonly used

            medications, and non-drug approaches to treatment (biofeedback,

            acupressure/acupuncture, stress management), Botox Trial 

            Questionnaires completed

            Midas

            Review of Systems (ROS)

            Current Medications List

            Headache Patient Questionnaire & Evaluation

            Migraine Treatment Questionnaire & Evaluation

            Pamphlets Given:

            Newspaper:   Brain matters general Headache information

            Wellness Brochure

            Headache related Web Sites

            Migraine study brochure

            Headache Diary

            Rebound headaches (article)

            Acupuncture articles)

            Botox information & trial sheet

            Biofeedback handout

            Migraine Headaches and Food

            Handout Overview of Headaches

            Patient asked appropriate questions. All general questions have been

            answered and patient verbalizes understanding of the information

            presented.

     -------------------------------------------------

     TEMPLATE ID: 11400

     TITLE: InvestPentostam

            Protocol WU 01-19002: A-10,950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis

            INVESTIGATOR DAY VISIT (v. 10 Feb 04)

            Vitals: Temp:       (F)     Pulse:               BP:

            Change in Medications?  (  ) No   (  ) Yes (if Yes, document on

            Concomitant   

            Medication Form)

            Abdominal Pain
(  ) No   (  ) Yes
                  Rash              

             (  ) No   (  ) Yes

            Nausea
(  ) No   (  ) Yes
                  Fever               (  )

            No   (  ) Yes

            Vomiting
(  ) No   (  ) Yes
                  Diarrhea          (  )

            No   (  ) Yes

            Arthralgias
(  ) No   (  ) Yes
                  Phlebitis          ( 

            ) No   (  ) Yes

            Myalgias
(  ) No   (  ) Yes
                  Chest Pain       (  ) No

              (  ) Yes

            Headache
(  ) No   (  ) Yes
Anaphylactoid symptoms (  ) No   (  ) Yes

            Fatigure
(  ) No   (  ) Yes
               Other (describe) (  ) No  

            (  ) Yes

            


(List “yes” on AE Form)

            Symptom directed physical examination

            Skin lesions   (  )  Improved  (  )  Unchanged  (  )  Worsened  (  )

            Healed

            Abdomen  (  ) Normal   (   )  Abnormal (describe):

            Lymphadenopathy  (  )  Normal  (  ) Abnormal (describe):

            Skin lesions measured (  ) No   (  ) Yes

            EKG reviewed (  ) No   (  ) Yes

            Are any changes to the Adverse Event Form required? (  ) No   (  ) Yes

                    (doc. on AE form)

            A/P

            Cutaneous Leishmaniasis – Pentostam Dose #

            (  )  Infuse Pentostam as prescribed in 50cc D5W over 10-50 minutes IV

            via pump.

            (  )  Hold Pentostam until further notice.  Reason:

            Signature:

     -------------------------------------------------

     TEMPLATE ID: 11402

     TITLE: InvestPentostam

            Protocol WU 01-19002: A-10,950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis

            INVESTIGATOR DAY VISIT (v. 10 Feb 04)

            Vitals: Temp:       (F)     Pulse:               BP:

            Change in Medications?  (  ) No   (  ) Yes (if Yes, document on

            Concomitant   

            Medication Form)

            Abdominal Pain     (  ) No   (  ) Yes
Rash     (  ) No   (  ) Yes

            Nausea
        (  ) No   (  ) Yes
Fever    (  ) No   (  ) Yes

            Vomiting
        (  ) No   (  ) Yes     Diarrhea    (  ) No   (  ) Yes

            Arthralgias
        (  ) No   (  ) Yes      Phlebitis    (  ) No   ( 

            ) Yes

            Myalgias
        (  ) No   (  ) Yes   Chest Pain   (  ) No   (  ) Yes

            Headache
        (  ) No   (  ) Yes  Anaphylactoid symptoms (  ) No  

            (  ) Yes

            Fatigure
        (  ) No   (  ) Yes                Other (describe) ( 

            ) No   (  ) Yes

            


               (List ?yes? on AE Form)

            Symptom directed physical examination

            Skin lesions   (  )  Improved  (  )  Unchanged  (  )  Worsened  (  )

            Healed

            Abdomen  (  ) Normal   (   )  Abnormal (describe):

            Lymphadenopathy  (  )  Normal  (  ) Abnormal (describe):

            Skin lesions measured (  ) No   (  ) Yes

            EKG reviewed (  ) No   (  ) Yes

            Are any changes to the Adverse Event Form required? (  ) No   (  ) Yes

                    (doc. on AE form)

            A/P

            Cutaneous Leishmaniasis ? Pentostam Dose #

            (  )  Infuse Pentostam as prescribed in 50cc D5W over 10-50 minutes IV

            via pump.

            (  )  Hold Pentostam until further notice.  Reason:

            Signature:

     -------------------------------------------------

     TEMPLATE ID: 11429

     TITLE: InvestPentostam(TABLE)

            Protocol WU 01-19002: A-10,950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis

            INVESTIGATOR DAY VISIT (v. 10 Feb 04)

            Vitals: Temp:       (F)     Pulse:               BP:

            Change in Medications?  (  ) No   (  ) Yes (if Yes, document on

            Concomitant   

            Medication Form)

            Abdominal Pain     (  ) No   (  ) Yes
Rash     (  ) No   (  ) Yes

            Nausea
        (  ) No   (  ) Yes
Fever    (  ) No   (  ) Yes

            Vomiting
        (  ) No   (  ) Yes     Diarrhea    (  ) No   (  ) Yes

            Arthralgias
        (  ) No   (  ) Yes      Phlebitis    (  ) No   ( 

            ) Yes

            Myalgias
        (  ) No   (  ) Yes   Chest Pain   (  ) No   (  ) Yes

            Headache
        (  ) No   (  ) Yes  Anaphylactoid symptoms (  ) No  

            (  ) Yes

            Fatigure
        (  ) No   (  ) Yes                Other (describe) ( 

            ) No   (  ) Yes

            


               (List ?yes? on AE Form)

            Symptom directed physical examination

            Skin lesions   (  )  Improved  (  )  Unchanged  (  )  Worsened  (  )

            Healed

            Abdomen  (  ) Normal   (   )  Abnormal (describe):

            Lymphadenopathy  (  )  Normal  (  ) Abnormal (describe):

            Skin lesions measured (  ) No   (  ) Yes

            EKG reviewed (  ) No   (  ) Yes

            Are any changes to the Adverse Event Form required? (  ) No   (  ) Yes

                    (doc. on AE form)

            A/P

            Cutaneous Leishmaniasis ? Pentostam Dose #

            (  )  Infuse Pentostam as prescribed in 50cc D5W over 10-50 minutes IV

            via pump.

            (  )  Hold Pentostam until further notice.  Reason:

            Signature:

     -------------------------------------------------

     TEMPLATE ID: 13060

     TITLE: KACC URI

            Duration of symptoms

     -------------------------------------------------

     TEMPLATE ID: 12247

     TITLE: KACC-OPTOMETRY/DODMERB

            See Form DD-2351, Sep 2000  DoD Medical Review Board (DODMERB) Report

            of Medical Examination.

     -------------------------------------------------

     TEMPLATE ID: 11850

     TITLE: KACC-OPTOMETRY/MEPS

            See Form USMEPCOM 40-1-3-R-E, dtd 1 JAN 1997 for details.

     -------------------------------------------------

     TEMPLATE ID: 11767

     TITLE: KACC-OPTOMETRY/OCCUP. HEALTH

            See Form DA-4700/OP-42, 1 Jun 2003  Occupational Health Data Sheet for

            details.

     -------------------------------------------------

     TEMPLATE ID: 11768

     TITLE: KACC-OPTOMETRY/OCCUP. HEALTH

            See Form DA-4700/OP-42, 1 Jun 2003  Occupational Health Data Sheet for

            details.

     -------------------------------------------------

     TEMPLATE ID: 11820

     TITLE: KACC-OPTOMETRY/PE

            See Form DD-2808, Jul 2001  Report of Medical Examination

     -------------------------------------------------

     TEMPLATE ID: 9314

     TITLE: KIMBROUGH PT/ANKLE

            SUBJECTIVE:37 YO AD/AF with 6-8 month hx of right heel pain with

            insidious onset. Heel pain at its worst in the morning and improves

            during the day and also noticed with running. No significant

            difference with various foot wear. X-rays reveal calcaneal spur and

            enthesophyte at AT insertion. PMHx: none. Retires end of 2004 and

            would like resolution.

            PAIN SCALE:4/10

            OBJECTIVE:

                 OBSERVATION: Has mild planus arch on right foot, more noticeable

            with ambulation

                 GAIT: WNL, but see above regarding foot type/arch type

                 AROM/PROM: Has 5 deg DF right ankle

                 STRENGTH: CAn do repeated heel raise without complaint

                 PALPATION: TTP at right anteromedial calcaneus, with palpable

            soft tissue enduraton.

            ASSESSMENT: Right Foot Plantar Fasciitis

            PLAN: HEP today, Gastroc/Soleus stretches, towel curls, ball/can roll

            and use of friction and ice massage. Will set up clinic appts (6) for

            local modalities and stretching.  If no significant improvement at f/u

            exam, consider podiatry consult. 

            STG: Decreased c/o right heel pain x 25% with WB activity x 4-6 weeks

            LTG: Decreased c/o right heel pain x 50% with running x 3 months

     -------------------------------------------------

     TEMPLATE ID: 9313

     TITLE: KIMBROUGH PT/C-SPINE

            SUBJECTIVE:

            PAIN SCALE:

            OBJECTIVE:

                 OBSERVATION/POSTURE:

                 AROM:

                 PROM:

                 NEURO:

                 MOTOR:

                 QUADRANT:

                 SPURLINGS:

                 CERVICAL COMPRESS/DISTRACT:

                 PALPATION:

                OTHER:

            ASSESS:

            PLAN:

            STG:

            LTG:

     -------------------------------------------------

     TEMPLATE ID: 7514

     TITLE: KIMBROUGH PT/KNEE

            SUBJECTIVE: 

            PAIN SCALE:

            OBJECTIVE:

                 AROM:

                 STRENGTH:

                 ST:  Lachman's ( ) Anterior Drawer ( ) Post Drawer ( )

            Pivot-Shift ( )

                        Varus ( ) Valgus ( ) McMurray's ( ) Bounce Home ( )      

                 TTP:

                 OTHER:

            ASSESS:

            PLAN

            STG/LTG:

     -------------------------------------------------

     TEMPLATE ID: 7515

     TITLE: KIMBROUGH PT/L-SPINE

            SUBJECTIVE: 

            PAIN SCALE:

            OBJECTIVE:

                 AROM:

                 STRENGTH:

                 ST:  SLR ( )  FABER ( ) FF TEST ( ) STORK TEST ( ) 

                 TTP:

                 OTHER:

            ASSESS:

            PLAN

            STG/LTG:

     -------------------------------------------------

     TEMPLATE ID: 7513

     TITLE: KIMBROUGH PT/SHOULDER

            SUBJECTIVE: 

            PAIN SCALE:

            OBJECTIVE:

                 AROM:

                 STRENGTH:

                 ST:  Neer's ( )  Hawkins ( )  Drop Arm ( ) Empty Can ( )  Load /

            Shift ( )

                        Ant. Apprehension ( ) Post Apprehension ( ) Speed's ( )

                 TTP:

                 OTHER:

            ASSESS:

            PLAN

            STG/LTG:

     -------------------------------------------------

     TEMPLATE ID: 9315

     TITLE: KIMROUGH PT/HIP

            SUBJECTIVE:

            PAIN SCALE:

            OBJECTIVE:

                 GAIT:

                 OBSERVATION:

                 L-SPINE CLEARED:

                 NEURO:

                 MOTOR:

                 AROM/PROM:

                 SPECIAL TESTS: (FABER, THOMAS, 9/90 HAMSTRING, OBER, SI

            COMPRESS/DISTRACT, HIP SCOUR)

            ASSESS:

            PLAN:

            STG:

            LTG:

     -------------------------------------------------

     TEMPLATE ID: 12395

     TITLE: KUSAHC immunizations

            " I have read, have had explained to me, information about the

            diseases and the vaccines listed below.  I have had a chance to ask

            questions that were answered to my satisfaction.  I believe I

            understand the benefits and the risks of the vaccines cited, and ask

            that the vaccines(s) be given to me to to the person named below (for

            whom I am authorized to make this request)."

            Immunization series at   

            Vaccine:     Prevnar 0.5cc

            Lot #           494-033         

            Manufact:   Lederle

            Site given:

            Vaccine:     Td

            Lot #:           U0523AA

            Manufact:    Adventis Pastuer

            Site given:

            Vaccine:
Tuberculin, PPD 0.1 cc

            Lot #:       
002N2P

            Manufact:
Parkdale

            Site given:


            Vaccine:
Influenza 0.5 ml

            Lot #:       
U1133AA

            Manufact:
Adventis Pasturer

            Site given:


            Vaccine:
Anthrax 0.5 ml

            Lot #:       
FAV075

            Manufact:
Bioport

            Site given:


            Vaccine:
Twinrix 1.0 ml

            Lot #:       
HAB239A4

            Manufact:
SKB

            Site given:


            Vaccine:
Pneumococcal 0.5 ml

            Lot #:       
0541M

            Manufact:
MSD

            Site given:


            Vaccine:
Typhoid  0.5 ml

            Lot #:       
W1366-2

            Manufact:
Adventis Pasturer

            Site given:


            Vaccine:
Tuberculin, PPD 0.1 cc

            Lot #:       
002N2P

            Manufact:
Parkdale

            Site given:


            Vaccine:
Hepatitis A 1.0 ml

            Lot #:       
0464N

            Manufact:
MSD

            Site given:


            Vaccine:
Hepatitis B 1.0 ml

            Lot #:       
ENG 5456A4

            Manufact:
SKB

            Site given:

     -------------------------------------------------

     TEMPLATE ID: 12821

     TITLE: KUSAHC pre-deployment

            Subjective:  Pre-deployment screening and general exam.  

            Review of systems:

            Chronic cough:  no

            Runny nose:  no

            Fever:  no

            Weakness:  no

            Headaches:  no

            Swollen, stiff or painful joints:  no

            Back pain:  no

            Muscle aches:  no

            Numbness or tingling in hands or feet:  no

            Skin diseases or rashes:  no

            Redness of eyes with tearing:  no

            Dimming of vision, like the lights were going out:  no

            Chest pain or pressure:  no

            Dizziness, fainting, light headedness:  no

            Difficulty breathing:  no

            Still feeling tired after sleeping:  no

            Difficulty remembering:  non

            Diarrhea:  no

            Frequent indigestion:  no

            Vomitting:  no

            Ringing of the ears:  no

            Allergies:  no

            Pre-Deployment Immunizations:

            Pre -Deployment Labs:

            Previous Medical History:  

            Previous Surgical History: 

            Substance use:

            -Tobacco:

            -Alcohol:

            -Caffeine:

            Menstrual status: LMP date of

            Objective:

            General Physical exam: 

            Constitutional:  Alert and oriented, well developed, well nourished,

            well hydrated male in no acute distress, well appearing. 

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact,

            Normal mood and affect.

            DD 2697 - Report of Medical Assessment reviewed and completed

            DD2795 -  Pre-Deployment Health Assessment reviewed and completed

            SF 600 - Smallpox Vaccination Initial Note reviewed and completed 

            DD2807-1 - Report of Medical History

            Chart review completed for history of illnesses and/or injuries.

            Assessment:

            Pre-deployment assessment

            Immunization status screening for smallpox

            Plans:

            Labs:  G6PD, HIV 

            Radiology:  None

            Medications:  

            Immunizations:  

            Consults:  

            Profile:  

            Follow up as needed for health care concerns with primary care manager

            Service member cleared for deployment.

     -------------------------------------------------

     TEMPLATE ID: 217

     TITLE: LIPID F/U LAB

            Pt here for lipid lab f/u, pharmacist unavailable. 

            Lab/ 

            Labs reviewed, pt was told to f/u with lipid clinic for further

            evaluation.

            Pt verbalizes and understands lipid information that was provided.

     -------------------------------------------------

     TEMPLATE ID: 11414

     TITLE: Lesion Measurement Form

            Protocol WU 01-19002: A-10,950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis

            Lesion Key:

            A=Ulcer                      F=Macule

            B=Eschar                   G=Hyper-pigmented

            C=Plaque                    H=Purulent

            D=Scaley                    I=Psoriaform

            E=Verrucous              J=Other (describe)

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

            #             Lesion Size:       x      mm, quadrant:              

            Description

     -------------------------------------------------

     TEMPLATE ID: 6332

     TITLE: NEURO FOLLOWUP

            INTERIM HISTORY:

            NEUROLOGIC EXAM:

                W/D, W/N patient in NAD.

            IMPRESSION:

            1)  

            2)  

            3)  

            4)  

            5)  

            PLAN:

            1)  RTC

            2)  

            3)  

            4)  

            5)  

            6)  

            7)  

            8)  

            9)

     -------------------------------------------------

     TEMPLATE ID: 195

     TITLE: Neuro Attending Addendum

            I have seen the patient with Dr. Watson.  I agree with the above

            assessment and plan.

     -------------------------------------------------

     TEMPLATE ID: 13

     TITLE: Neuro Nurse/MD addendum

            Discussed case with nurse Judy Brooks, RN, MSN. The plan is

     -------------------------------------------------

     TEMPLATE ID: 16

     TITLE: Neuro Staff Addendum

            I saw and evaluated the patient.  Discussed with resident and agree

            with resident's findings and plan as documented above.

     -------------------------------------------------

     TEMPLATE ID: 97

     TITLE: Neuro Staff Addendum

            I saw and evaluated the patient.  Discussed with resident and agree

            with resident's findings and plan as documented above.

     -------------------------------------------------

     TEMPLATE ID: 100

     TITLE: Neuro Staff Addendum

            I saw and evaluated the patient.  Discussed with resident and agree

            with resident's findings and plan as documented above.

     -------------------------------------------------

     TEMPLATE ID: 185

     TITLE: Neuro Staff Addendum

            I saw and evaluated the patient.  Discussed with resident and agree

            with resident's findings and plan as documented above.

            Margaret Swanberg, DO

            Neurology Staff

     -------------------------------------------------

     TEMPLATE ID: 11403

     TITLE: NoninvestPentostam

            Protocol WU 01-19002: A-10,950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis

            TREATMENT FORM (v 10 Feb 04)

            Vitals: Temp:       (F)     Pulse:               BP:

            Any new symptoms since the last treatment  (  ) No   (  ) Yes

            Describe the patient's new symptoms:

            Symptom directed physical exam:  (  ) N/A  (  )  Yes (Describe

            findings below)

            Are changes to the Adverse Event Form required? (  ) No   (  ) Yes

            Are changes to the Medication Form required?        (  ) No   (  ) Yes

            A/P

            Cutaneous Leishmaniasis

            Abnormal vital signs requiring investigator review?  
     (  ) No   (

             ) Yes

            Solicited/unsolicited AEs requiring investigator review?  (  ) No   ( 

            ) Yes

            Lab abnormalities requiring investigator review? 
     (  ) No   (  )

            Yes

                  (amylase > 10x upper limits of normal (ULN); lipase > 15x ULN;

            AST/ALT   

                   > 2x  ULN; significant anemia, leukopenia, thrombocytopenia)

            Recommend infusing dose #

            Signature:

            **********************************************************************

            INVESTIGATOR ONLY 

            (  )   Infuse Pentostam as prescribed

            (  )   Hold Pentostam until further notice.  Reason:

            Signature:

            **********************************************************************

     -------------------------------------------------

     TEMPLATE ID: 12178

     TITLE: OH SF600

            Occupational Health Clinic                           

            BMAR/Inprocessing/Surv./Pre-Employment

            Walter Reed Army Medical Center

            Washington, D.C.  20307

            Date:                                                Allergies:

            Time:                                               Tobacco Use:      

                  Y/N

            S:_______y/o M/F  Mil/Civ/Other works as                              

               in                       here for:   

            BMAR/Inprocessing/Surveillance/Pre-Employment.   Employee reports:

            Medical Conditions:

            Routine Medications:

            Occupational injuries/illnesses/exposures                    Y/N

            See Latex Allergy Questionnaire                     Pain Assessment

            _________out of 10

            O:  T              P              BP               R             Ht   

                                  Wt

            Vision: corrected/uncorrected    OD                     OS            

                     OU

            Color vision                                   Amsler grid

            Immunization Review      MMR          VZ          HepB        Td      

             IPV         Hep A      flu

            Titer/Booster/Disease

            PPD#1                                                               

            PPD#2

            A: BMAR/Inprocessing/Surveillance/Pre-Employment

            P:  To Allergy/Immunology Clinic for 1 step/2 step PPD

                  To lab for titers:  measles/mumps/rubella/varicella/HBVsAB/Hep

            A/Td

                  Follow up:

     -------------------------------------------------

     TEMPLATE ID: 12180

     TITLE: OH SF600

            Occupational Health Clinic                           

            BMAR/Inprocessing/Surv./Pre-Employment

            Walter Reed Army Medical Center

            Washington, D.C.  20307

            Date:                                                Allergies:

            Time:                                               Tobacco Use:      

                  Y/N

            S:_______y/o M/F  Mil/Civ/Other works as                              

               in                       here for:   

            BMAR/Inprocessing/Surveillance/Pre-Employment.   Employee reports:

            Medical Conditions:

            Routine Medications:

            Occupational injuries/illnesses/exposures                    Y/N

            See Latex Allergy Questionnaire                     Pain Assessment

            _________out of 10

            O:  T              P              BP               R             Ht   

                                  Wt

            Vision: corrected/uncorrected    OD                     OS            

                     OU

            Color vision                                   Amsler grid

            Immunization Review      MMR          VZ          HepB        Td      

             IPV         Hep A      flu

            Titer/Booster/Disease

            PPD#1                                                               

            PPD#2

            A: BMAR/Inprocessing/Surveillance/Pre-Employment

            P:  To Allergy/Immunology Clinic for 1 step/2 step PPD

                  To lab for titers:  measles/mumps/rubella/varicella/HBVsAB/Hep

            A/Td

                  Follow up:

     -------------------------------------------------

     TEMPLATE ID: 12061

     TITLE: OIF-OEF Initial Assessment

            Initial Assessment of OIF-OEF Patient. Prior OCONUS Tx plan reviewed

            and anticipated plan of care at WRAMC discussed. MOB Site and currency

            of  orders verified. OIF-OEF Outpatient Checklist requirements

            reviewed. Patient instructed to meet with Care Coordinator after each

            appointment to determine further needs. Other patient questions and

            concerns addressed.

     -------------------------------------------------

     TEMPLATE ID: 12568

     TITLE: OIF-OEF Initial Assessment

            Initial Assessment of OIF-OEF Patient. Prior OCONUS Tx plan reviewed

            and anticipated plan of care at WRAMC discussed. MOB Site and currency

            of  orders verified. OIF-OEF Outpatient Checklist requirements

            reviewed. Patient instructed to meet with Care Coordinator after each

            appointment to determine further needs. Other patient questions and

            concerns addressed.

     -------------------------------------------------

     TEMPLATE ID: 10632

     TITLE: PHO - LP with IT Procedure note

            Pt was consented.

            Prepped in sterile fashion

            Sedated with:

            Lumbar Puncture Performed and _____ cc of spinal fluid collected. 

            Then ____mg of ______ in ______cc of preservative free NS infused

            intrathecally.

            Pt tolerated the procedure well.

     -------------------------------------------------

     TEMPLATE ID: 11187

     TITLE: PHO NURSING MEDICATION ADMINISTRATION NOTE

            Medications Administered:

            Drug

Route                 Dose
        Time            Initial

     -------------------------------------------------

     TEMPLATE ID: 12456

     TITLE: PHO lab broviac

            Accessed broviac to draw labs.  Flushes well, good blood return.

            Heparin 3cc 10uints/cc locked line.  Cap changed per protocol.

     -------------------------------------------------

     TEMPLATE ID: 12458

     TITLE: PHO lab broviac

            Accessed broviac to draw labs.  Flushes well, good blood return.

            Heparin 3cc 10uints/cc locked line.  Cap changed per protocol.

            CBC, CMP, RFP, HFP, LDH, Uric Acid, UA, T&C, Mg sent to main lab.

     -------------------------------------------------

     TEMPLATE ID: 12508

     TITLE: PHO peripheral IV

            Periperal IV started in left forearm with #22 ga introcan catheter. 

            Blood drawn for CBC/diff, , ferritin, iron panel and sent to main lab.

     -------------------------------------------------

     TEMPLATE ID: 12504

     TITLE: PHO peripheral blood draw

            Blood drawn from periperal site with 23 ga butterfly needle.  CBC with

            diff, rfp, hfp, ldh, uric acid, retic, ferritin, hemoglobin

            electrophoresis, type and cross

     -------------------------------------------------

     TEMPLATE ID: 12471

     TITLE: PHO port access

            Port accessed with 22g huber 1 inch needle per protocol.  Flushes well

            with good blood return.  Labs drawn and sent to main lab:  CBC WITH

            DIFF,CMP,HFP,RFP, LDH, URIC ACID, MG, FERRITIN, RETIC, HGB

            ELECTROPHERSIS, TYPE & CROSS.

     -------------------------------------------------

     TEMPLATE ID: 12489

     TITLE: PHO port access

            Port accessed with 22g huber 1 inch needle per protocol.  Flushes well

            with good blood return.  Labs drawn and sent to main lab:  CBC WITH

            DIFF,CMP,HFP,RFP, LDH, URIC ACID, MG, FERRITIN, RETIC, HGB

            ELECTROPHERSIS, TYPE & CROSS.

            Port flushed and Heparinized with 3cc of 100unit Heparin before

            deaccessing.

     -------------------------------------------------

     TEMPLATE ID: 12499

     TITLE: PHO port access

            Port accessed with 22g huber 1 inch needle per protocol.  Flushes well

            with good blood return.  Labs drawn and sent to main lab:  CBC WITH

            DIFF,CMP,HFP,RFP, LDH, URIC ACID, MG, FERRITIN, RETIC, HGB

            ELECTROPHERSIS, TYPE & CROSS.

            Port flushed and Heparinized with 3cc of 100unit/cc Heparin before

            deaccessing.

     -------------------------------------------------

     TEMPLATE ID: 12475

     TITLE: PHO vesicant administration

            Blood return verified pre-post administration of vincristine.  

            Blood return verified pre-post administration of Dactinomycin,

            Adriamycin, Actinomycin, vinblastine.

     -------------------------------------------------

     TEMPLATE ID: 462

     TITLE: PT:  Vestibular Exam

            History

                        Age, gender, AD/Non-AD, occupation, hobbies

                        First Episode: y/n,  If no please describe:

                        Current Symptoms Description:

            §         Dysequilibrium, vertigo, nausea, light-headedness

            §         Precipitating factors: 

            §         Intensity

            §         Duration

            §         If episodic: frequency, duration

                        Balance problems: Y/N

            q       Falls history:

            q       Assistive device: none, single point cane, quad cane, walker,

            rolling walker

                        Special Tests: ENG, MRI, Head CT, Hearing

                        Providers seen: Neurology, ENT, Audiology

            Pertinent PMHx: 

            q       Head injury, Trauma, Surgeries, 

            q       Orthopedic conditions, Rheumatologic conditions     

            q       Other 

            ·        DM, Neuropathy, 

            ·        Limitations to Cervical ROM 

            ·        Migraines, Family History of Migraines 

                        Medications: ototoxic, chemotherapy, antihistamines,

            psychotropic, 

                                    Please list and dates taken:                  

            Tests & Measures

            q       Dizziness Handicap Inventory

            q        ABC (balance confidence questionaire)

            q       Occulomotor Exam

            §         Spontaneous nystagmus: L   R   Up   Down

            §         Gaze holding nystagmus: L   R   Up   Down

            §         Saccadic eye movements: L   R

            §         VOR-slow and rapid head thrusts: L   R

            §         Dynamic Visual Acuity: Loss of : </= 5 lines,  >5 lines

            §         Head shake

            q       BPPV tests

            §         Dix Halpike: L    R   torsional, Upbeat   Downbeat

            §         Roll test:  L   R  , Geotropic,  Ageotropic

            q       Motion Sensitivity Quotient: see attached

            q       Balance/Gait Assessment

            §         Dynamic gait index: see attached

            §         Posturography (SOT):  see attached

            §         Single Leg Stand

            §         TUG

            §         Functional Reach

            §         BERG

            §         Rhomberg: 

            ·        EO   firm surface/compliant   Sway, LOB, 

            ·        EC   firm surface/compliant   Sway  LOB

            §         Sharpened Rhomberg

            ·        EO   Not able, Sway,  LOB

            ·        EC   Not able, Sway,  LOB

             Diagnosis

            q       BPPV 386.11

            q       Peripheral vertigo 386.19

            q       Central vertigo 386.2

            q       Dizziness 780.4

            q       Difficulty walking 719.7

            q       Modifier codes 

            Prognosis

            Good candidate for: 

            q       Vestibular Rehabilitation Therapy

            q       Balance Training

            q       BPPV Treatment

                        Goals:  STG: 1 month: 

            ·        Decrease DHI X 50%

            ·        Increase ABC X 50%

            ·        Improve objective balance measure X 50%

            ·        Refer to: Audio, ENT, Neuro, Balance Clinic

            LTG: 2-3 months:

            q       Independent in appropriate HEP for improving, maintain, or

            providing self-management of Symptoms

            q       ABC of  >or = to 75% for increased safety in community

            activities

            q       DGI and Berg at ____ level for decreased risk of falls 

            Intervention

                        BPPV

            §         Canalith Repostioning Manuever

            §         Liberatory

            §         Brandt-Daroff  H_cupulo

            Vestibular Therex

            §         Adaptation: X1/X2 viewing with progression

            §         Habituation: per motion sensitivity quotient

            §         Substitution: 2 targets, imaginary targets

            Balance Therex: Static/ Dynamic

            Education: 

            §         Anatomy, Pathology, Goals of Rehabilitation.

            §         Handouts provided: BPPV, X1, X2 VOR exercises, Habituation, 

                      Libratory/Semount /Brandt-Daroff

            §         Behavior/Diet Modification/Diary/Log

            Profile provided:  Y/N

            Follow-up:

            §         Continued work-up by the following objective testing:

            §         See for VRT  ____x/week for _____weeks

            §         With Physcal Therapist in _____days/weeks

     -------------------------------------------------

     TEMPLATE ID: 11404

     TITLE: PentostamNurse

            Protocol WU 01-19002: A-10,950 Sodium Stibogluconate (Pentostam)

            Treatment of Leishmaniasis

            Nursing Infusion Form

            Pentostam         mg in 50cc D5W administered via IV pump.  

              __ gauge butterfly inserted into       (site) and infused over 10-50

            minutes @         ml/hour.

            Blood drawn?   (  ) No   (  ) Yes

            Time infusion started:             (24 hour clock)

            Time infusion ended:              (24 hour clock)

            Infusion completed?  (  ) No   (  ) Yes

            Infusion interrupted? (  ) No   (  ) Yes

               (if interrupted, notify physician and list on AE Form)

            Signature:

            **********************************************************************

            *********************

            Staff Discharging Patient From Observation

            Was patient without infusion related symptoms up release from clinic

            (  ) No   (  ) Yes  (notify physician/AE documentation if no)

            Time released from clinic:

            Signature:

            **********************************************************************

            **********************

     -------------------------------------------------

     TEMPLATE ID: 12380

     TITLE: Post-deployment screening

            Service member was seen today for post deployment screening.  Social

            worker communicated the availability of services within the Social

            Work Department and how to access such services.  Information was

            provided to the Service member regarding reunion with family and

            significant others.  Support systems were identified.  Service member

            did not identify specific areas of concern for intervention.

     -------------------------------------------------

     TEMPLATE ID: 12529

     TITLE: Post-deployment screening

            Service member was seen today for post deployment screening.  Social

            worker communicated the availability of services within the Social

            Work Department and how to access such services.  Information was

            provided to the Service member regarding reunion with family and

            significant others.  Support systems were identified.  Service member

            did not identify specific areas of concern for intervention.

     -------------------------------------------------

     TEMPLATE ID: 12381

     TITLE: Post-deployment screening

            Service member was seen today for post deployment screening.  Social

            worker communicated the availability of services within the Social

            Work Department and how to access such services.  Information was

            provided to the Service member regarding reunion with family and

            significant others.  Support systems were identified.  Service member

            did not identify specific areas of concern for intervention.

     -------------------------------------------------

     TEMPLATE ID: 12469

     TITLE: Postop endobrow/blepharoplasty

            patient is  2  days after endo brow and upper/lower bleph.  C/o

            numbness of scalp.  No c/o of eye irritation.

            exam-  mild periorbital swelling eccymosis, Va nl OU, suture lines

            intact throughout without evidence of infection

            a/p doing well

            cont. erythro eye ointment

            percocet for pain

            f/u in 2 days for suture removal

     -------------------------------------------------

     TEMPLATE ID: 12120

     TITLE: Rad Onc General Follow-up Note

            Radiation Oncology Follow up Note

            ----------------------------------------------------------------------

            ------------

            Diagnosis:  __ y/o __ with

            Follow-up schedule and recent studies:  She was last seen here on

            Subjective:  

            ROS:  Dyspnea, fatigue, DOE:  None.

             Wt loss:  None.

             GU:  None.

             GI:  None.

             Bone pain:  None.

             Other pain:  None.

             Bleeding (GU/GI/resp/gyn):  None.

             CNS symptoms: None.

            Meds: 

            PE: Chaperone present during the exam is Vivian Preston, R.N.

             Overall condition excellent.  Weight:  __

             HEENT:  Oropharynx and oral cavity without masses.  Cranial nerves

            II-XII intact.

             Nodes:  No nodes palpated in the neck, supraclavicular or axillary

            regions.

             Lungs:  Clear to auscultation.

             Cor:  RRR, no murmur noted.  No ectopy noted.

             Breasts:  

             Abd:  No masses, hepatosplenomegaly or tenderness noted.

             Spine:  Nontender to percussion.

             Skin:  No lesions noted.

            Neuro:  Motor:  5/5 all 4 extremities.  Sensory: intact in all 4

            extremities to light touch, pin prick.  Cerebellar/coordination: 

            normal finger to nose.  Gait is normal.  CN II-XII intact.  Pt is

            oriented to person, place, time and to purpose. 

            Impression:  

            Plan:

     -------------------------------------------------

     TEMPLATE ID: 12088

     TITLE: Rad Onc Prostate Follow-up CPDR Blank Template

            Radiation Oncology Follow up note    Date of Follow up visit:

            __Jan2004

            ----------------------------------------------------------------------

            ------------

            60 y/o WM with prostate cancer.

            Pre-treatment PSA of ___.

Past Hormonal Therapy?
Currently?

            Original Stage:


Prostatectomy?

Date:

            EBRT dose:
 cGy
Completion date:
Gleason (biopsy): 

            Gleason (prostatectomy): 

            Implant? no

Source: n/a

Dose: n/a

Date: n/a

            Subjective
(Constitutional Complaints):

            Gastrointestinal Symptoms:

            1. Constipation?
N
3. Melena?
N
5. Rectal pain?
N
7. Urgency?
N

            2. BRBPR?
N
4. Stool incontinence?
N


6. Diarrhea?
N

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Urinary Symptoms:

            1. Hematuria?
N
3. Frequency?
N
5.Dysuria?
N

            2. Nocturia?
Y
( /night)

4. Incontinence?
N
6 Urgency?
N

            Frequency, symptom #_2_:
Daily

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Potency:
N

If no, none, partial, intermittent
RTOG Score:

            Was problem pre-existing prior to RT?
N

            Recent changes in medications known to impact potency?
N

            If no potency, therapy:

            PSAs:


            ROS:  Dyspnea, fatigue, DOE:  

             Wt loss:  

             Bone pain:  

             Other pain:  

            Meds: 

            SOAP Note:


            DRE:

(Normal, Better, Stable, Worse)

            Current PSA:


Date:


            Impression: 

            Status:
No change

            Disease Status:
Alive/NED

            Biochemical (PSA) Recurrence:
N

Date:



            Clinical Recurrence:


N

Date:



            If Clinical:

            Local Failure?
Nodal mets?

Bone mets?

Visceral mets?

            Confirmed Bx?
Confirmed Bx?
Confirmed Bx?
Confirmed Bx?

            Plan: 

            RTC:
6 months, Jul2004.  Pt will follow up at the CPDR from now on,

            instead of here; consult for such has been ordered and pt will go

            speak to them today about how and when to call for his July 2004

            appointment there.

     -------------------------------------------------

     TEMPLATE ID: 12089

     TITLE: Rad Onc Prostate Follow-up CPDR Blank Template

            Radiation Oncology Follow up note

            Pre-treatment PSA of ___.

Past Hormonal Therapy?
Currently?

            Original Stage:


Prostatectomy?

Date:

            EBRT dose:
 cGy
Completion date:
Gleason (biopsy): 

            Gleason (prostatectomy): 

            Implant? no

Source: n/a

Dose: n/a

Date: n/a

            Subjective
(Constitutional Complaints):

            Gastrointestinal Symptoms:

            1. Constipation?
N
3. Melena?
N
5. Rectal pain?
N
7. Urgency?
N

            2. BRBPR?
N
4. Stool incontinence?
N


6. Diarrhea?
N

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Urinary Symptoms:

            1. Hematuria?
N
3. Frequency?
N
5.Dysuria?
N

            2. Nocturia?
Y
( /night)

4. Incontinence?
N
6 Urgency?
N

            Frequency, symptom #_2_:
Daily

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Frequency, symptom #___:
Daily

Weekly 

Monthly

Less

            Potency:
N

If no, none, partial, intermittent
RTOG Score:

            Was problem pre-existing prior to RT?
N

            Recent changes in medications known to impact potency?
N

            If no potency, therapy:

            PSAs:


            ROS:  Dyspnea, fatigue, DOE:  

             Wt loss:  

             Bone pain:  

             Other pain:  

            Meds: 

            SOAP Note:


            DRE:

(Normal, Better, Stable, Worse)

            Current PSA:


Date:


            Impression: 

            Status:
No change

            Disease Status:
Alive/NED

            Biochemical (PSA) Recurrence:
N

Date:



            Clinical Recurrence:


N

Date:



            If Clinical:

            Local Failure?
Nodal mets?

Bone mets?

Visceral mets?

            Confirmed Bx?
Confirmed Bx?
Confirmed Bx?
Confirmed Bx?

            Plan: 

            RTC:
6 months, Jul2004.  Pt will follow up at the CPDR from now on,

            instead of here; consult for such has been ordered and pt will go

            speak to them today about how and when to call for his July 2004

            appointment there.

     -------------------------------------------------

     TEMPLATE ID: 291

     TITLE: SUBJECTI - Neurology

            This is a test.

     -------------------------------------------------

     TEMPLATE ID: 14

     TITLE: Site verification note for LP's

            The patient's identity, the procedure to be performed and the specific

            site of the procedure was verified according with MEDCOM Cir 40-17

            dated 10 March 2003.

     -------------------------------------------------

     TEMPLATE ID: 186

     TITLE: Site verification note for LP's

            The patient's identity, the procedure to be performed and the specific

            site of the procedure was verified according with MEDCOM Cir 40-17

            dated 10 March 2003.

     -------------------------------------------------

     TEMPLATE ID: 4423

     TITLE: Social Work Group Note

            Social Work Group Note

            Client
Attended (     )       Did not attend   (    )

            Client was     Prompt   (      )       Late to session  (    )

     -------------------------------------------------

     TEMPLATE ID: 4442

     TITLE: Social Work Group Note

            Social Work Group Note

            Title of Group:  

            Client
Attended (     )       Did not attend   (    )

            Client was     Prompt   (      )       Late to session  (    )

            Client's interaction was

            Cooperative   (    )   Evasive (     )    Defensive  (     )   

            Client discussed relevant material                       Yes   (    ) 

              No  (   )

            Client shows insight about his/her problem         Yes  (     )    No

            (   )

            Client is working on his/her part of the problem   Yes (     )    No 

            (   )

            Client is helping other with their problem              Yes (    )    

            No  (   )

            Client projecting blame for problem on others       Yes  (    )    No 

            (   )

            Client completed assignments                               Yes  (    )

               No  (   )

            Client attempts to use methods suggested            Yes  (    )   No  

            (   )

            Client understands the goal of the group              Yes   (    )  

            No  (   )

            Client displasy a positive  (   ) negative (  ) desire to achieve

            goals.

            Continue with group  Yes  (  )  No  (   )

     -------------------------------------------------

     TEMPLATE ID: 12446

     TITLE: TMC Bacterial pharyngitis

            Labs:  Throat Culture, Rapid Strep

            If you suspect mononucleosis, draw blood for atypical lymphocytes and

            a heterophile or monospot to confirm the diagnosis 

            Radiology:  

            IV therapy:  None required at this time

            Medications:  

            Bicillin 1.2 million units IM.

            Penicillin VK 250 mg po QID for ten days #40 RF0

            Erythromycin 250 mg po QID for ten days.

            Benzonate 100 mg po TID with meals. Swallow whole, do not chew #21 RF0

            Motrin 600 mg po TID for fever, aches, myalgias, chills or fevers #30

            RF0

            Tylenol 325 mg  take two tablets po QID for fevers and headache #30

            RF0

            For severe pain without contraindications, dexamethasone 10mg IM.

            Immunizations:  Up-to-date

            Consults:  None

            Profile:  

            Patient Education:  Warm saline gargles six times or more daily.

            Increase clear liquids to include water, oral rehydration solutions,

            soups, tea, popsicles and non citrus juices.  Limit or remove milk and

            milk products from the diet for a period of 3-7 days.

            Follow up:  Return to clinic for worsening of condition or as needed

            for health care.  Will contact patient if cultures are negative to

            discontinue antibiotics.

     -------------------------------------------------

     TEMPLATE ID: 12445

     TITLE: TMC Tinea Cruris

            Subjective:  -year-old male complains of rash located on his groin and

            upper thighs.

            Review of Systems:

            Constitution:  Denies fever/chills, headache or significant systemic

            symptoms

            Psychiatric:  Denies anxiety or depressive symptoms

            Neurological:  Denies numbness, weakness, paresthesias, headache, loss

            of consciousness, or recent head trauma.

            Musculoskeletal:  Denies muscle aches, low back pain, joint pain, or

            pain in extremities.

            Skin: Denies non-healing sores, ulcers, or pustules.

            Objective:

            General:  Well developed, well nourished male in mild physical

            discomfort

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact,

            Normal mood and affect 

            GU: Sharply demarcated, scaling patches along upper thighs and

            inguinal areas.  No apparent scrotal involvement.

            Assessment:

            Tinea Cruris

            Plan:

            Medications:  Clotrimazole 2% cream apply to affected area b.i.d. for

            four weeks  #2 RF2

            Profile:  No running  for 48 hours.

            Patient Education:  Recommend wearing boxers, and not briefs.  Keep

            inguinal area clean and dry.  Use soaps with moisturizing creams.

            Follow up:  Follow up with primary care provider for continued care.

     -------------------------------------------------

     TEMPLATE ID: 12447

     TITLE: TMC asthma

            Subjective: 20-year-old male complains of shortness of breath.  

            Review of Symptoms:

            Constitutional: good general health lately, denies fatigue, denies

            weight loss/game, denies fevers, chills or sweats.

            Psychiatric: denies anxiety, sleep disturbances, depression,

            nervousness, suicidal thoughts, emotional instability.

            Neurological: denies frequent or recurring headaches, seizures,

            vertigo, dizziness, memory loss, tremors, blackouts, or head injury.

            Allergies: denies hay fever, multiple colds/infections, hives, or

            medication allergies.

            Respiratory: patient acknowledges chronic cough, chest pain, dyspnea. 

            Denies wheezing or hemoptysis.

            Cardiovascular: patient denies heart trouble, angina, syncope, or

            hypertension.

            Objective:

            General:  Well developed, well nourished male in no acute physical

            discomfort or respiratory distress.  Vital signs noted-stable.

            Head:  Normal, no lesions, no deformities, non tender to palpation

            Eyes:  PERRLA, EOM normal, no injection, no mucopurulent discharge

            Ears:  TMs normal, no effusion, no injection.

            Nose:  normal, no coryza

            Throat:  Tongue midline, posterior pharynx without  injection, no

            exudate noted.  Tonsils unremarkable

            Neck:  No masses, non tender to palpation, no bruits auscultated.

            Lungs:  Clear to auscultation, no wheezing, no rales, no crackles. 

            Bilateral chest expansion noted.

            Cardiac:  RRR without murmur

            Assessment

            Dyspnea

            r/o Asthma

            Plan

            Procedures: Pulse oximetry and peak flow x 3

            Procedures: Nebulization treatment -Albuterol premixed solution 0.083%

            via nebulizer.  

            Procedures: Repeat pulse oximetry and peak flow x 3.

            Consults: Pulmonology for PFTs with Metacholine challenge.

            Medications:  Proventil MDI inhaler two puffs q.i.d. daily.  #1 RF1

            Medications:  Advair - inhale one capsule b.i.d. #60 RF1

            Profile:  No running for 10 days.

            Patient Education:  patient needs to complete daily peak flow

            inspirometry close and determine if he falls below 80% (red zone) or

            90% (yellow zone) and adjust his medications accordingly.

            Follow up:  Return to clinic for worsening of condition or as needed

            for health care.

     -------------------------------------------------

     TEMPLATE ID: 12448

     TITLE: TMC cold, cough, congestion

            Subjective:  18-year-old male complains of cold, coughing, and sore

            throat for 24 hours.  Denies fevers or chills for aches and pains. 

            States that his throat makes it difficult to swallow, because it is

            swollen.

            Review of Systems:

            Constitution:  Denies fever/chills, headache or significant systemic

            symptoms

            Psychiatric:  Denies anxiety or depressive symptoms

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, headache, loss of consciousness, or recent

            head trauma.

            Objective:  

            General:  Well developed, well nourished male in acute physical

            discomfort and no respiratory distress.  Vital signs noted - stable

            Head:  Normal, no lesions, no deformities, non tender to palpation

            Eyes:  PERRLA, EOM normal, no injection, no mucopurulent discharge

            Ears:  TMs with mild effusion, injection, and erythema

            Nose:  Coryza, non purulent

            Throat:  Tongue midline, posterior pharynx with injection and post

            nasal drainage, no exudate noted.  Tonsils unremarkable

            Neck: No masses, non tender to palpation, no bruits auscultated.

            Lungs:  Clear to auscultation, no wheezing, no rales, no crackles. 

            Bilateral chest expansion.

            Cardiac:  RRR without murmur

            Abdoment: Soft, bowel sounds x 4 quadrants, non-tender

            Assessment:

            Acute Upper Respiratory Infection with post nasal drainage

            Pharyngitis, probable viral in origin

            Plan:

            Medications:  

            Benzonate 100 mg po TID with meals. Swallow whole, do not chew #21 RF0

            Motrin 600 mg po TID for fever, aches, myalgias, chills or fevers #30

            RF0

            Humibid DM - take one tablet p.o. b.i.d. with a full glass of water

            #30 RF0

            Profile:  Light duty for 24 hours, no PT x 48 hours.

            Patient Education:  Increase clear liquids to include water, oral

            rehydration solutions, soups, tea, popsicles and non citrus juices. 

            Limit or remove milk and milk products from the diet for a period of

            3-7 days.

            Follow up:  Return to clinic for worsening of condition or as needed

            for health care.

     -------------------------------------------------

     TEMPLATE ID: 12449

     TITLE: TMC foot pain

            TMC foxtrot (foot)

            Subjective: -year-old active-duty male complains of bilateral foot

            pain times three months. 

            Constitutional: good general health lately, denies fatigue, denies

            weight loss/game, denies fevers, chills, or sweats.

            Psychiatric: denies anxiety, sleep disturbances, depression,

            nervousness, suicidal thoughts, emotional instability.

            Neurological: denies frequent or recurring headaches, seizures,

            vertigo, dizziness, memory loss, tremors, blackouts, or head injury.

            Allergies: denies hay fever, multiple colds/infections, hives, or

            medication allergies.

            Objective

            General:  Well developed, well nourished male in acute physical

            discomfort.  Vital signs noted -- stable, antalgic gait.

            Feet: significant loss of arch with large longitudinal plantar surface

            area.  Multiple metatarsals tender to palpation.  Achilles tendon

            intact.  Plantar fascia and calcaneal area nontender to palpation.

            Assessment

            Pes planus, moderate, symptomatic.

            Metatarsalgia

            Plan

            Radiology:  x-ray, bilateral feet.

            Radiology: bone scan, feet

            Medications:  

            Motrin 800 mg po TID for aches #30 RF0  take medication with food.

            Tramadol 50 mg p.o. every six hours for moderate to severe pain #15

            RF0

            Referral: Physical Therapy

            Profile:  no running, jumping, forced marching for two weeks.

            Patient Education: Symptomatic pes planus is a condition which

            requires arch support, corrected insoles, and properly fitting shoes.

            Follow up:  Return to clinic for worsening of condition.  Follow-up

            with health care provider in two weeks.

     -------------------------------------------------

     TEMPLATE ID: 12679

     TITLE: URI

            Subjective: The patient had symptoms of sore throat, head congestion

            and cough for 4 days; has been afebrile.

            Objective: 

              ENT:

                Throat- not injected, no exudate

                Nose- clear rhinorrhea

                Ears-  both tympanic membranes clear,  move with a Valsalva

            manuever

                Submandibular nodes- slightly swollen and slightly tender to

            palpation

                Sinuses- frontal and maxillary non-tender to percussion

              Lungs- clear to ausculatation; no wheezes or rhonchi. Good air

            movement.

            Assessment: Viral URI

            Plan:

              Diagnostic:

                 Rapid strep

                 Chest X-ray  

              Therapeutic:

                  pseudoephedrine

                  guaiafenasin with dextromethorphin

                  acetominaphen

                  ibuprofen

                  steam shower

              Patient Educatiion:

              Recheck:

                  prn

     -------------------------------------------------

     TEMPLATE ID: 12170

     TITLE: Well baby at two weeks

            SUBJECTIVE:

            PMHx:

            Pregnancy, Labor and Delivery: Normal

            Gestation: Full-term

            Nursery Course: Normal

            Family History: Non-contributory

            Social History: 

            Lives w/ both parents

            Pets: None

            Smoke Exposure: None

            Weapons in the Home: None

            Siblings: None

            QUESTIONS FOR PARENT

            How would you describe baby's personality?

            What have you found that seems to work during

            baby's fussy periods?

            Can you tell when baby wants to eat or sleep?

            If breastfeeding: How often and for how long do

            you breastfeed?

            If bottlefeeding: How many ounces are consumed

            per feeding? What is the total for 24 hours?

            Do you have any concerns about feeding?

            Are you getting enough rest?

            Do you plan to return to work or school?

            DEVELOPMENTAL OBSERVATION

            Responds to sound by startling, blinking, crying,

            quieting, or changing breathing

            looks at faces and follows with eyes

            responds to parent's face and voice

            on stomach, lifts head momentarily; moves

            arms, legs, and head

            can sleep for three or four hours at a time

            can stay awake for one hour or longer

            when crying, 

            can be consoled most of the time by being spoken to or held.

            FAMILY'S QUESTIONS:

            INTERVAL HISTORY

            Medications:

            Allergies: 

            Recent injury/illness: 

            Special health care needs: 

            Visits to other health care providers, facilities: 

            Changes/stressors in family or home: 

            Review of Systems: Negative except as above

            OBJECTIVE:

            PHYSICAL EXAM

            
Constitutional: NORMAL - Active, well developed, well appearing

            neonate in no acute distress - vital signs noted, stable

            
Skin: NORMAL - No Lesions

            
Head: NORMAL - Anterior Fontanelle Open

            
Eyes: NORMAL - +RR

            
Ears: NORMAL - TMs normal

            
Nose/Throat - NORMAL - Clear

            
Mouth: NORMAL - Clear

            
Lungs: NORMAL - Clear; Adequate Inspiratory Effort

            
Cardiovascular: NORMAL - No Murmur Auscultated; Regular Rate and

            Rhythm; Normal Femoral Pulses

            
Abdomen: NORMAL - No Liver, spleen, kidney or mass palpated  (LSKM); 

            Soft

            
Spine: NORMAL - Normal Curvature

            
Extremeties: NORMAL - No Edema; No Erythema; No Tenderness

            
Genitalia: NORMAL - Normal Genitalia, No Hernia

            
Feet: NORMAL - Normal Size and Shape

            
Neurological: NORMAL - CN Intact; reflexes Symmetric

            ASSESSMENT: Well baby exam -  Well Neonate   

            PLAN:

            Anticipatory Guidance

            Healthy habits

            Car seat

            Crib safety

            Sleep on back

            Water temperature <120º

            Keep hand on baby

            Smoke-free environment

            Smoke detectors

            Hot liquids, cigarettes

            Know signs of illness

            Emergency procedures

            Infant weight gain

            Breastfeed or iron-fortified formula

            Avoid honey

            No bottle in bed

            Cord, circumcision care

            Skin, nails

            Colic, crying

            Thumbsucking, pacifiers

            Sleep patterns, arrangements

            Bowel movements

            Thermometer use

            Layers of clothing

            Parent/infant interaction

            Baby's temperament

            Console baby

            Hold, cuddle, rock

            Talk, sing

            Family relationships

            Time for self and with partner

            Fatigue, depression

            Encourage partner to care for infant

            Support from family/friends

            Sibling attention, help out

            Postpartum checkup

            Screening:

            New Born Metabolic Screening Ordered

            Immunizations:

            Hepatitis B #1 Date:

            Follow-up:

            Referrals

            Other Plans

            Child care

            Next VIsit: 2 Months Old

     -------------------------------------------------

     TEMPLATE ID: 12861

     TITLE: additional hx

            Immunizatiion Status:UTD

            Allergies:NKDA

            Current Script Meds:NONE

            OTC's, etc.: NONE

            PMHX: Hosp:NONE

            Surg: NONE

            Injuries:NONE

            Other:

            SocHx: Lives with

            Daycare/School:

            Pets:NONE

            Smoke Exposure:NONE

            Weapons:NONE

            FHx:NONCONTRIBUTORY

     -------------------------------------------------

     TEMPLATE ID: 12171

     TITLE: well baby at 2 months

            SUBJECTIVE:

            PMHx:

            Pregnancy, Labor and Delivery: Normal

            Gestation: Full-term

            Nursery Course: Normal

            Family History: Non-contributory

            Social History: 

            Lives w/ both parents

            Pets: None

            Smoke Exposure: None

            Weapons in the Home: None

            Siblings: None

            QUESTIONS FOR PARENT

            How would you describe baby's personality?

            What have you found that seems to work during

            baby's fussy periods?

            Can you tell when baby wants to eat or sleep?

            If breastfeeding: How often and for how long do

            you breastfeed?

            If bottlefeeding: How many ounces are consumed

            per feeding? What is the total for 24 hours?

            Do you have any concerns about feeding?

            Are you getting enough rest?

            Do you plan to return to work or school?

            DEVELOPMENTAL OBSERVATION

            Responds to sound by startling, blinking, crying,

            quieting, or changing breathing

            looks at faces and follows with eyes

            responds to parent's face and voice

            on stomach, lifts head momentarily; moves

            arms, legs, and head

            can sleep for three or four hours at a time

            can stay awake for one hour or longer

            when crying, 

            can be consoled most of the time by being spoken to or held.

            FAMILY'S QUESTIONS:

            INTERVAL HISTORY

            Medications:

            Allergies: 

            Recent injury/illness: 

            Special health care needs: 

            Visits to other health care providers, facilities: 

            Changes/stressors in family or home: 

            Review of Systems: Negative except as above

            OBJECTIVE:

            PHYSICAL EXAM

            
Constitutional: NORMAL - Active

            
Skin: NORMAL - No Lesions

            
Head: NORMAL - Anterior Fontanelle Open

            
Eyes: NORMAL - +RR

            
Ears: NORMAL - TM; TM Clear

            
Nose/Throat - NORMAL - Clear

            
Mouth: NORMAL - Clear

            
Lungs: NORMAL - Clear; Adequate Inspiratory Effort

            
Cardiovascular: NORMAL - No Murmur Auscultated; Regular Rate and

            Rhythm; Normal Femoral Pulses

            
Abdomen: NORMAL - No Hepatospleenomegaly or Masses; No Tenderness;

            Soft

            
Spine: NORMAL - Normal Curvature

            
Extremeties: NORMAL - No Edema; No Erythema; No Tenderness

            
Genitalia: NORMAL - Normal Genitalia, No Hernia

            
Feet: NORMAL - Normal Size and Shape

            
Neurological: NORMAL - CN Intact; reflexes Symmetric

            
Reflexes: NORMAL

            ASSESSMENT: WELL NEONATE

            PLAN:

            Anticipatory Guidance

            Healthy habits

            Car seat

            Crib safety

            Sleep on back

            Water temperature <120º

            Keep hand on baby

            Smoke-free environment

            Smoke detectors

            Hot liquids, cigarettes

            Know signs of illness

            Emergency procedures

            Infant weight gain

            Breastfeed or iron-fortified formula

            Avoid honey

            No bottle in bed

            Cord, circumcision care

            Skin, nails

            Colic, crying

            Thumbsucking, pacifiers

            Sleep patterns, arrangements

            Bowel movements

            Thermometer use

            Layers of clothing

            Parent/infant interaction

            Baby's temperament

            Console baby

            Hold, cuddle, rock

            Talk, sing

            Family relationships

            Time for self and with partner

            Fatigue, depression

            Encourage partner to care for infant

            Support from family/friends

            Sibling attention, help out

            Postpartum checkup

            Screening:

            New Born Metabolic Screening Ordered

            Immunizations:

            Hepatitis B #1 Date:

            Follow-up:

            Referrals

            Child care

            Next VIsit: 2 Months Old

-------------------------------------------------

TEMPLATE TYPE: OBJECTIVE

-------------------------------------------------

     TEMPLATE ID: 2457

     TITLE: 1-ABD

            ABDOMEN: Soft, non-tender, no organomegaly.

     -------------------------------------------------

     TEMPLATE ID: 164

     TITLE: 1-BREAST

            Normal and symmetrical breasts, to palpation and inspection. No

            adenopathy.

     -------------------------------------------------

     TEMPLATE ID: 1881

     TITLE: 1-BREAST

            Normal and symmetrical breasts, to palpation and inspection. No

            adenopathy.

     -------------------------------------------------

     TEMPLATE ID: 2459

     TITLE: 1-EXT

            EXTREMITIES: Normal, no edema, good pedal pulses.

     -------------------------------------------------

     TEMPLATE ID: 2460

     TITLE: 1-EXT

            EXTREMITIES:

     -------------------------------------------------

     TEMPLATE ID: 2455

     TITLE: 1-HEART

            HEART: S1-S2, no rubs, no murmurs, no gallops, normal PMI.

     -------------------------------------------------

     TEMPLATE ID: 4144

     TITLE: 1-HEART

            HEART: S1-S2, no rubs, no murmurs, no gallops, normal PMI.

     -------------------------------------------------

     TEMPLATE ID: 2454

     TITLE: 1-HEENT

            HEENT: Eyes: normal, TM: normal, Oral: normal, no adenopathy, no

            thyromegaly, no bruits

     -------------------------------------------------

     TEMPLATE ID: 2456

     TITLE: 1-LUNGS

            LUNGS: Clear to auscultation and percussion.

     -------------------------------------------------

     TEMPLATE ID: 162

     TITLE: 1EXTREM

            Extremities: No leg edema, palpable pedal pulses.

     -------------------------------------------------

     TEMPLATE ID: 11320

     TITLE: 2 week well baby

            Pre-natal hx:

            Family hx:

            Feeding

            Stools/Voids per day

            Groeth/Development:

            Sleep patterns:

            Allergiees:

            Current Meds

            Parental Concern:

     -------------------------------------------------

     TEMPLATE ID: 11487

     TITLE: A-nutr-RADER

            y/o   male    female

            DBW

            SMBG

            Medications pertinent to medical nutrition therapy noted.

            Drug/nutrient interaction:

     -------------------------------------------------

     TEMPLATE ID: 371

     TITLE: AD WT class #2

            Pt. participated in the weight management class.  Gave written/verbal

            education on healthy eating, food guide pyramid, and portion control. 

            Also discussed fad diets and supplements for weight control.  Stressed

            the need to activity maintain a healthy weight.  

     -------------------------------------------------

     TEMPLATE ID: 12070

     TITLE: ASAP OBJECTIVE DATA

            I. CURRENT SYMPTOMS: 

                I.A. PHYSICAL: ( ) NO,  ( ) IF YES, DESCRIBE: 

                 I.B. EMOTIONAL: ( ) NO, ( ) IF YES, DESCRIBE: 

            II. EMOTIONAL/PSYCHIATRIC HX: 

                 II.A. SELF: 

                 II.B. FAMILY MEMBERS: 

            III. FAMILY HX: 

                 III.A. FAMILY OF ORIGIN: 

                 III.B. SPECIAL CIRCUMSTANCES IN CHILDHOOD:  

                 III.C. IMMEDIATE FAMILY (Marital, other relationships): 

            IV. MEDICAL HX: 

                 IV.A. CURRENT PHYSICAL HEALTH: 

                 IV.B. CURRENT MEDICATIONS: 

                 IV.C. FAMILY HX OF ILLNESS: 

                 IV.D. KNOWN ALLERGIES: 

            V. SUBSTANCE USE HX: 

                 V.A. FAMILY ALCOHOL/DRUG ABUSE HX: 

                 V.B. PERSONAL ALCOHOL/DRUG USE HX: 

                 V.C. TREATMENT HX: 

                 V.D. CONSEQUENCES OF SUBSTANCE ABUSE: 

            VI. DEVELOPMENTAL HX: 

                VI. A. CHILDHOOD HEALTH: 

                 VI.B. EMOTIONAL/BEHAVIORAL PROBLEMS: 

            VII. SOCIO-ECONOMIC HX: (Living situation, employment, finances,

            military hx, legal hx, social support system,

            cultural/spiritual/recreational hx)

     -------------------------------------------------

     TEMPLATE ID: 12281

     TITLE: ASAP OBJECTIVE DATA

            I. CURRENT SYMPTOMS: 

                I.A. PHYSICAL: ( ) NO,  ( ) IF YES, DESCRIBE: 

                 I.B. EMOTIONAL: ( ) NO, ( ) IF YES, DESCRIBE: 

            II. EMOTIONAL/PSYCHIATRIC HX: 

                 II.A. SELF: 

                 II.B. FAMILY MEMBERS: 

            III. FAMILY HX: 

                 III.A. FAMILY OF ORIGIN: 

                 III.B. SPECIAL CIRCUMSTANCES IN CHILDHOOD:  

                 III.C. IMMEDIATE FAMILY (Marital, other relationships): 

            IV. MEDICAL HX: 

                 IV.A. CURRENT PHYSICAL HEALTH: 

                 IV.B. CURRENT MEDICATIONS: 

                 IV.C. FAMILY HX OF ILLNESS: 

                 IV.D. KNOWN ALLERGIES: 

            V. SUBSTANCE USE HX: 

                 V.A. FAMILY ALCOHOL/DRUG ABUSE HX: 

                 V.B. PERSONAL ALCOHOL/DRUG USE HX: 

                 V.C. TREATMENT HX: 

                 V.D. CONSEQUENCES OF SUBSTANCE ABUSE: 

            VI. DEVELOPMENTAL HX: 

                VI. A. CHILDHOOD HEALTH: 

                 VI.B. EMOTIONAL/BEHAVIORAL PROBLEMS: 

            VII. SOCIO-ECONOMIC HX: (Living situation, employment, finances,

            military hx, legal hx, social support system,

            cultural/spiritual/recreational hx)

     -------------------------------------------------

     TEMPLATE ID: 6645

     TITLE: Amputee PM&R clinic PE

            Ht/Wt:

            Amputation:   Level:


                     Appearance:  


                     Measurements:  Residual limb length:             

            Circumference:                 Landmark:

            Prosthesis:    Type:  

                     Fit:  

                     Alignment

            Other Leg:  Color:            Pulses

                    Wounds:

                    Orthosis/Shoe:

            Musculoskeletal (abnormalities indicated only):

            

             RIGHT
               LEFT

                                                            ROM
MOTOR            

            ROM            MOTOR

            Shoulder Abduction
________
_______
_______
________

            Elbow Extension
________
_______
_______
________

            Elbow Flexion
________
_______
_______
________

            Finger Flexion
________
_______
_______
________

            Finger Abduction
________
_______
_______
________

            Hip Flexion    
________
_______
_______
________

            Hip Extension
________
_______
_______
________

            Knee Flexion
                     ________
_______
_______
________

            Knee Extension
________
_______
_______
________

            Dorsi Flexion
                     ________
_______
_______
________

            Plantar Flexion
________
_______
_______
________

            Sensation:   Light touch:  

                                Proprioception:  

            Tone:

             Cranial Nerves:   
     Intact

Abnormal: 

            Coordination:



 Balance:

            Gait:

            Mental Status:          Grossly Normal
Impaired:

     -------------------------------------------------

     TEMPLATE ID: 72

     TITLE: Asthma Education

            Discussed disease process of asthma, medication administration

            (MDI,DPI,spacer) side effects, peak flow meter use, peak flow

            monitoring, triggers, recognition of an asthma exacerbation, what

            actions to take,when to call the doctor and epi-pen use.

     -------------------------------------------------

     TEMPLATE ID: 10032

     TITLE: BACK PAIN

            PAIN IN THE LUMBAR AREA ON FLEXION,EXTENSION AND ROTATION

            POSITIVE STRIGHT LEG RAISING

            REFLEXES 2+ THRUOUT

            MOTOR/SENSORY 5/5 THROUGHOUT

     -------------------------------------------------

     TEMPLATE ID: 10033

     TITLE: BACK PAIN

            PAIN IN THE LUMBAR AREA ON FLEXION,EXTENSION AND ROTATION

            POSITIVE STRIGHT LEG RAISING

     -------------------------------------------------

     TEMPLATE ID: 11601

     TITLE: CHN Child/Youth svc

            Parent(s) or guardian(s) present for the Special Needs Resource Team

               Yes

               No

            Other:

     -------------------------------------------------

     TEMPLATE ID: 149

     TITLE: COLD/URI

            GA:  WELL APPEARING

            HEENT:  TM'S CLEAR WITH NORMAL LIGHT REFLEX, NARES WITH CLEAR

            DISCHARGE, OP CLEAR, NO TONSILAR EXUDATES

            NECK:  NO LAD OR MASSES

            RESP: CTA B, NO WHEEZES

            ABD:  NO HSM

            EXT: NO RASH

     -------------------------------------------------

     TEMPLATE ID: 214

     TITLE: COLD/URI

            GA:  WELL APPEARING

            HEENT:  TM'S CLEAR WITH NORMAL LIGHT REFLEX, NARES WITH CLEAR

            DISCHARGE, OP CLEAR, NO TONSILAR EXUDATES

            NECK:  NO LAD OR MASSES

            RESP: CTA B, NO WHEEZES

            ABD:  NO HSM

            EXT: NO RASH

     -------------------------------------------------

     TEMPLATE ID: 141

     TITLE: Cardiology Followup

            BP  mmHg     HR    BPM     Wt  lbs/Kg  Ht  in.

            Neck- JVD/JVP at cm H2O, Carotid Bruit is/is not heard bilaterally/on

            left/on right, 1+/2+/no palpable carotid upstrokes  bilaterally/on

            left/ on right 

            Chest- CTA/Crackles/wheezes/rhonchi  bilaterally/over left /over right

             basal/apical/mid lung field,  No w/r/r

            CV- PMI is/is not displaced; RRR/IrregIrreg  with/without ectopy, NL

            s1/s2, Faint/absent s1, Faint/absent s2,   S3 present/intermittent, 

            S4 present/intermittent,  a __/VI SM/SEM/DM is best heard over the

            Right/Left upper/lower/mid sternal border  apex/axilla   radiates to

            neck/axilla/apex

            Abd- Soft, tender/Nontender, Bowel sounds are/are not present,  Bruits

            are/are not heard over the renal arteries

            Groin 1+/2+/absent femoral pulses Bilaterally/on left/on right , Bruit

            is/is not present on left/right

            Ext- 1+/2+/faint/absent pulses peripherally, No c/e/c, 1+/2+/trace

            pitting/nonpitting edema

            Labs-  K            H/H     PT/PTT/INR

     -------------------------------------------------

     TEMPLATE ID: 11374

     TITLE: Comprehensive Eye Exam

            VISUAL ACUITY:

                 Dist cc 
OD 20/20

                                OS 20/20

                 Near cc
OD 20/20

                                OS 20/20

            TONOMETRY:

                 Non-contact:

                      OD  22 mmHg

                      OS  22 mmHg

                 Ta 

                      OD  22 mmHg

                      OS  22 mmHg

            LENSOMETER:




                 OD

                 OS 

                 ADD +2.00
 OU

 

            PAL

            NVO

            DVO

            MANIFEST REFRACTION:

            OD      Va 20/

            OS      Va 20/    

            Tested @ 16 inches(40cm)

            OD ADD +2.00  20/20

            OS ADD +2.00  20/20

            EXTERNAL EXAM:

            Cover Test

            Distance: Ortho Pd

            Near:   Ortho Pd

            Vergences Near: Pd

            Maddox Rod :

            EOM's-Full range of motion ou

            Confrontations-Full Field OU

            PERRL -APD

            SLIT LAMP EXAM

            Eyelids -Normal OU

            Lashes-Normal OU

            Conjunctiva -Normal OU

            Cornea -Normal OU

            Iris -Normal OU

            Anterior Chamber Quiet OU

            Lens- Clear capsule, cortex and nucleus OU

            FUNDUS EXAM:

            
undilated

            
dilated @ 1000 w/ 1gtt ea proparacaine HCL.5%, tropicamide 1%,

            NeoSyn. 2.5%

            CD ratio 0.4 HxV OD

            CD ratio 0.4 HxV OS

            
healthy pink rim OU

            Vessels -Normal OU

            Macula -Normal OU

                           good foveal reflex ou

            Vitreous Clear OU

            Periphery-Flat without breaks 360 degrees OU

     -------------------------------------------------

     TEMPLATE ID: 138

     TITLE: Copy of COLD/URI

            GA:  WELL APPEARING

            HEENT:  TM'S CLEAR WITH NORMAL LIGHT REFLEX, NARES WITH CLEAR

            DISCHARGE, OP CLEAR, NO TONSILAR EXUDATES

            NECK:  NO LAD OR MASSES

            RESP: CTA B, NO WHEEZES

            CV: RRR NO M/R/G

            EXT: NO RASH

     -------------------------------------------------

     TEMPLATE ID: 180

     TITLE: Copy of COLD/URI

            GA:  WELL APPEARING

            HEENT:  TM'S CLEAR WITH NORMAL LIGHT REFLEX, NARES WITH CLEAR

            DISCHARGE, OP CLEAR, NO TONSILAR EXUDATES

            NECK:  NO LAD OR MASSES

            RESP: CTA B, NO WHEEZES

            ABD:  NO HSM

            EXT: NO RASH

     -------------------------------------------------

     TEMPLATE ID: 51

     TITLE: Copy of Copy of child neuro

            PE: HC

            HEENT: 

            NECK:

            SKIN:

            GU:

            MUSCULOSKELETAL:

            CREASES:

            NEUROLOGIC:

               MS: 

               CN:

               MOTOR: 

                   DRIFT:

                   STRENGTH

                   TONE

                   BULK

                SENSATION:

                    ROMBERG

                GAIT: 

                REFLEXES:

                   PRIMITIVE

                   DTRs:

     -------------------------------------------------

     TEMPLATE ID: 396

     TITLE: Copy of NEURO NORMAL

            Well developed, well nourished, appropriately groomed.

            The carotid arteries have normal symetric pulses without bruits.

            Cardiac exam reveals regular rate and rhythm, normal S-1 and S-2

            without murmer.

            There are normal peripheral pulses without cyanosis, clubbing or

            swelling

            Neuro:

            Alert & Oriented x 4 (person, place, time, situation)

            Normal recent and remote memory

            Normal attention span, concentration and fund of knowledge

            Normal speech and language

            Cranial nerves:

            Normal visual acuity & visual fields to confrontation

            Normal disc examination without swelling

            Pupils equal, round, reactive.  No APD

            Extraocular motility normal

            Facial sensation and strength symmetirc and normal

            Normal hearing to finger rub

            Palate symmetric movement and sensation

            Normal shoulder shrug and SCM strength

            Tongue midline without atrophy

            Peripheral sensation to light touch, pin prick, vibration and

            proprioception intact and symmetric

            Normal coordination with FTN and RAM

            Normal gait and station

            Proximal and distal muscles of the upper and lower extremities are

            normal in strength, bulk and tone

            Deep tendon reflexes are normal (2+) and symmetric in the upper and

            lower extremities,  plantar response is flexor bilaterally

     -------------------------------------------------

     TEMPLATE ID: 145

     TITLE: Copy of Pulmonary

            Physical Examination

            General:

            HEENT:

            Lungs:

            CV:

            Abdomen:

            Extremity:

            Lymphatics:

            Neuro:

            Chest Radiograph:

            Computed tomography:

            Spirometry:

                            pre                post

            FVC

            FEV1

            DLCO

     -------------------------------------------------

     TEMPLATE ID: 52

     TITLE: Copy of child neuro

            PE: HC

            HEENT: 

            NECK:

            SKIN:

            GU:

            MUSCULOSKELETAL:

            CREASES:

            NEUROLOGIC:

               MS: 

               CN:

               MOTOR: 

                   DRIFT:

                   STRENGTH

                   TONE

                   BULK

                SENSATION:

                    ROMBERG

                GAIT: 

                REFLEXES:

                   PRIMITIVE

                   DTRs:

     -------------------------------------------------

     TEMPLATE ID: 38

     TITLE: Copy of dsme fu

            Data:        A1C  TC   LDL  HDL TG   BP      WT   BMI  Test Score

            Pre-Class   

            Post-Class

            Eye Exam

            Foot Exam

            Microalbumin

     -------------------------------------------------

     TEMPLATE ID: 339

     TITLE: Copy of h&P

            PMHx HTN FOR 10-15 YRS.  SUSPECT POOR CONTROL.  DOES NOT CHECK AT HOME

            2) HIGH CHOLESTEROL- HAS NOT TOLERATED ZOCOR IN THE PAST

            3) OA - GETS VARITEY OF JOINT ACHES.  HAS TRIED VARIETY OF NSAIDS,

            PAYS OUT OF POCKET FOR CELEBREX AS IT WORKS BEST FOR HER.

            4) TAH IN HER 20'S DUE TO FIBROIDS

            5) DECREASED VISION RIGHT EYE (UNCLEAR CAUSE)

            APPY

            BREAST BIOPSY IN 20'S

            SHX MARRIED FOR 48 YRS; FIVE KIDS, EIGHT GRANDKIDS; NO CIGS; OCC ETOH;

            RETIRED OFFICE WORKER

            FHx HTN IN MULTIPLE PEOPLE; MOTHER BREAST CA IN 60'S

            ROS DOES WATER AEROBICS AND STRETCHING.  

            PHYSICAL EXAM

            DEFERRED TODAY

     -------------------------------------------------

     TEMPLATE ID: 9337

     TITLE: DHCN CM

            Patient Assessment:

            Safety Needs:

            Educational Needs: ()See Patient Needs Survey

            Functional Needs:

            Psychosocial Needs:

            Support System:

            Other Concerns:

     -------------------------------------------------

     TEMPLATE ID: 9367

     TITLE: DHCN Case Management

            Assessment:

            Safety needs

            Educational needs

            Functional needs

            Psychosocial needs

            Support system

     -------------------------------------------------

     TEMPLATE ID: 2103

     TITLE: DHCN DM Nut class

            Pt received oral and written instructions regarding appropriate meal

            planning to improve BG control.

            Topics included: food portions,meal timing,CHO counting,label reading,

            fiber.

            Handouts: MNT for DM Management Slide Presentation, Carb Counting and 

            Exchange List, Sample Menu

            Pt/SO verbalized understanding through questions & answers plus a

            group exercise on meal planning/CHO counting

     -------------------------------------------------

     TEMPLATE ID: 10574

     TITLE: DHCN Depression

            MSE:

            Appearance (to age, dress, hygiene, grooming):  ()normal, appears

            ()older ()younger than stated age  ()neat ()unkempt

            Speech: (volume, rate, clarity):  ()normal ()clear ()slurred ()slow

            ()rapid ()halting ()pressured ()stuttering

            Mood/Affect: ()normal ()euthymic ()anxious ()flat ()tearful ()blunted

            ()elated() irritable ()other:

            Sensorium (time, person, place, situation): ()normal

            Thought coherehce: ()logical ()goal directed ()tangential ()loose

            associations ()flight of ideas ()circumstantial

            Delusions: ()none ()paranoid ()grandiose

            Hallucinations: ()none ()auditory ()visual ()tactile ()gustatory

            ()olfactory

            Hyperactivity: ()none ()excitable ()little or no sleep ()spending

            sprees ()talkative

            Recent stressors: ()none ()death ()birth ()divorce ()finances

            ()unemployment ()illness

            Suicide: ()no ideation ()ideation ()intent w/plan ()means ()PMHx

            ()FAMHx 

            Homicide: ()no ideation ()ideation ()intent w/plan ()means ()past h/o

            violence

            Response to interview: ()cooperative ()frightened ()distrustful

            ()hostile

     -------------------------------------------------

     TEMPLATE ID: 2885

     TITLE: DHCN HTN

            Constitutional:  Vital signs reviewed, as noted above  

               Exceptions: None

            Well developed, well nourished, well hydrated, in no acute distress,

            well appearing, appears stated age, distribution of body fat: 

               Abnormalities: None

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact,

            Normal mood and affect, no evidence of depression or anxiety

               Abnormalities: None

            Eyes/lids: PERRLA, normal funduscopic exam, no evidence of A/V

            nicking, cup:disk ratio normal, no hemorrages or exudates, visual

            fields grossly normal

               Abnormalities: None

            Neck:  Supple w/o: JVD, thyromegaly or thyroid nodules

               Abnormalities: None

            Cardiovascular: Heart RRR w/o murmur/gallop/rub/thrills, normal S1 and

            S2, no S3 or S4, PMI non-displaced, pulses full and equal bil upper

            and lower extremities, no extremity edema/cyanosis/clubbing or

            varicosities, no carotid, aortic, renal or femoral bruits

               Abnormalities: None

            Respiratory:  Symmetric respiratory effort without retractions, CTA

            bil w/o rales/rhonchi/wheezing, no abnormalities to percussion or

            palpation, no egophony

               Abnormalities: None

            GI/Abdomen:  Soft, non-tender, w/o distention, mass, organomegaly, no

            renal masses

               Abnormalities: None

            Muscular:  normal strength and tone bil upper and lower extremity,

            normal gait and station

               Abnormalities: None

            Skin:  No mottling, purpura, pallor, flushing or concerning lesions

            noted

            Neurological:  CN II-XII grossly intact,

            triceps/biceps/brachioradialis/

            patella/achilles DTRs bil normal and equal, sensation grossly intact,

            gait normal, no abnormal cerebellar findings

               Abnormalities: None

            Diabetic foot exam:  (Bilateral):  No non-healing sores, normal

            sensory mono-filament exam, no tinea pedis, no onychomycosis

               Abnormalities: None

            Lab/Rad/Studies: (consider U/A / glucose / hematocrit  / lipid panel /

            serum potassium/creatinine/calcium / baseline or repeat ECG)

               As indicated: (Limited Echo (if LVH is suspected) /

            microalbuminuria (DM) / Sleep Study (OSA) / TSH / renin and

            aldosterone levels)

     -------------------------------------------------

     TEMPLATE ID: 2982

     TITLE: DHCN Insulin Teaching Nurse's Note

            Insulin teaching done per request of:

            Pt requires instruction on :

            __  First time use of Insulin, preparing single dose

            __  First time use of Insulin, preparing mixed dose

            __  Review of Insulin administration (used in the past _____ years

            ago)

            __  Preparing mixed dose (has previously used single dose only)

            Instructed on the following topics, B-D Insulin Starter Kit given

            __  Blood Glucose Monitoring & Documentation (Diary included in Kit)

            __  Current testing frequency  __________________________

            __  Goal Glucose Range 80-120 before meals  

            __  Pt¿s average Glucose levels   Bkfst _____, Lunch _____, Din _____,

            HS _____

            __  Goal Hgb A1c level < 7.0 (handout given) 

            __  Most recent Hgb A1c level = ________

            __  Types & Actions of Insulin (handout given)

            __  Pt¿s Insulin Type & Dosage _____________________________________

            __  Site Selection, Site Rotation (handout given)

            __  Drawing & Injecting Insulin (handout given)

            __  Technique demonstrated using NS, syringe, Fake Skin Pad. Pt did

            return demo.

            __  Disposal of Syringes & Needles

            __  Symptoms & Treatment of Hypoglycemia, Glucose Tabs in kit (handout

            given)

            __  Proper Diet (Food Pyramid, snacks) & Exercise

            __  Traveling with Insulin (handout given)

            __  Foot Care (handout given)

            __  Reviewed Pt¿s Oral Medications

            __  How to contact provider (urgent & non-urgent phone numbers)

            __  Medic Alert

            __  Other:

     -------------------------------------------------

     TEMPLATE ID: 9555

     TITLE: DHCN Lactation 2-3 days

            Jaundice level:

            Breast assessment: Shape:  Description:

            Size of Areola:  Diameter of nipple:  Length of nipple:

            Nipple after breastfeeding:  Evidence of MER:

            Nipple & Areola Problems:  Pain#:   ()Trauma  ()Flat  ()Inverted 

            ()Surgery

            Other:

            Breast Problems: ()Pain in breasts  ()Plugged duct  ()Mastitis 

            ()Abscess  ()Engorgement 

            ()Engorgement  ()Non-elastic  ()Reduction  ()Augmentation

     -------------------------------------------------

     TEMPLATE ID: 9115

     TITLE: DHCN ORTHO KNEE

            Observation

            

Swelling   ___  Yes    ___  No

            

If “Yes”    ___ Edema    ___  Effusion    ___  Both

                                                      Location  (Free text; 20

            char)

            

Erythema    ___  Yes   ___  No

            

Ecchymosis    ___  Yes    ___  No

             

Deformities (as applicable)

            


___  Genu Varum (bowlegs)

            


___  Genu Valgum (knock-kneed)

            


___  Tibial Tuberostiy Hyperostosis (Osgood-Schlatter)

            


___  Patella Alta

            


___  Patella Baja

            


___  Popliteal Swelling (Baker’s Cyst)

            


___  Abnormal Q-angle 

            



Degrees (Integer data; 2 char.)

            
Examination

            

Range of Motion

            


Passive (Integer data; 3 char.)

            



Flexion ___

            



Extension ___

            



Medial rotation of tibia on femur  ___

            



Lateral rotation of tibia on femur  ___

            


Active (Integer data; 3 char.)

            



Flexion ___

            



Extension ___

            



Medial rotation of tibia on femur  ___

            



Lateral rotation of tibia on femur  ___

            



Unable to actively extend knee ___

            

Capsular Stability

            


(One Plane)

            


Lateral Collateral  Laxity  ___ None  ___ Soft end point  ___ No

            end point

            


Medial Collateral  Laxity  ___ None  ___ Soft end point  ___ No end

            point

            


Anterior Cruciate Laxity   ___ None  ___ Soft end point  ___ No end

            point

            


Posterior Cruciate Laxity  ___ None  ___ Soft end point  ___ No end

            point

            


(Two Plane)  -  If applicable

            


Anteromedial Laxity    ___ None    ___ Excessive

            


Anterolateral Laxity     ___ None    ___ Excessive

            


Posteromedial Laxity
 ___ None    ___ Excessive

            


Posterolateral Laxity    ___ None   ___ Excessive

            

Meniscus Tests

            


Joint Line Tenderness  ___ anteromedial   ___  anterolateral

            





 ___ posteromedial   ___  posterolateral

            


McMurry’s Provocation Test

            




___ Pain only    ___  Pain and “Click”

            


Plica Test    ___ Positive    ___ Negative

            

Palpation 

            


Tenderness Where?  (Free text; 30 char)

            


Defect Where? (Free text; 30 char)

            


Patellar apprehension    ___  Yes    ___  No

            

Muscle

            


Atrophy (muscle or group) (Free text; 20 char)

            


Weakness (neuro) (muscle or group) (Free text; 20 char)

            

Sensory Intact   ___ Yes    ___  No

            


If “No” – Location (Free text; 20 char)

            Radiographs/MRI/Bone Scan (Free Text; 100 char.) or 

            “See report dated” (Date input; mm/dd/yyyy; 8 char)

            Laboratory Tests -  “See report dated” (Date input; mm/dd/yyyy; 8

            char)

            Assessment  -  (Free Text; 100 char.)

     -------------------------------------------------

     TEMPLATE ID: 9118

     TITLE: DHCN ORTHO SHOULDER

            Observation

            

Erythema    ___  Yes   ___  No

            

Ecchymosis    ___  Yes    ___  No

             

Deformities (as applicable)

            


___  Step Deformity (without traction to arm)

            


___  Step Deformity (with traction to arm)

            


___  Scapular Winging

            


___  Sprengel?s Deformity (high riding/undescended scapula)

            

Muscle

            


Atrophy (muscle or group) (Free text; 20 char)

            
Examination

            

Range of Motion

            


Passive (Integer data; 3 char.)

            



Forward Flexion ___

            



Extension ___

            



Internal rotation  ___

            



External rotation  ___

            



Abduction ___

            



Adduction ___

            



Horizontal Abduction ___

            



Horizontal Adduction ___

            


Active (Integer data; 3 char.)

            



Forward Flexion ___

            



Extension ___

            



Internal rotation  ___

            



External rotation  ___

            



Abduction ___

            



Adduction ___

            



Horizontal Abduction ___

            



Horizontal Adduction ___

            

Capsular/labral Stability

            


Apprehension Test  ___ Positive   ___ Negative

            


Anterior Laxity  ___ Positive   ___ Negative

            


Posterior Laxity ___ Positive   ___ Negative

            


Multi-directional  ___ Positive   ___ Negative

            

Rotator Cuff Integrity

            


Drop arm  ___ Positive   ___ Negative

            


Supraspinatous Strength  ___/5 

            


I.R. against resistance Strength   ___/5 

            


E.R. against resistance Strength  ___/5

            

Acromioclavicular Joint Tests

            


Tenderness to palpation  ___ Yes   ___ No

            


Cross-arm Test  ___ Positive   ___ Negative

            

Biceps Head Tests

            


Speed?s test  ___ Positive   ___ Negative

            


Transverse Humeral Ligament Test  ___ Positive   ___ Negative

            


Impingement Test  ___ Positive   ___ Negative

            

Thoracic Outlet Tests  ___ Positive   ___ Negative

            


If positive, type test(s) used; _____ (free text; 30 char)

            

Palpation 

            


Tenderness Where?  (Free text; 30 char)

            


Defect Where? (Free text; 30 char)

            

Sensory Intact   ___ Yes    ___  No

            


If ?No? ? Location (Free text; 20 char)

            Radiographs/MRI/Bone Scan (Free Text; 100 char.) or 

            ?See report dated? (Date input; mm/dd/yyyy; 8 char)

            Laboratory Tests -  ?See report dated? (Date input; mm/dd/yyyy; 8

            char)

     -------------------------------------------------

     TEMPLATE ID: 602

     TITLE: DHCN Primary Care Abbreviated Comprehensive

            PHYSICAL EXAM:

            Constitutional:  Vital signs reviewed, as noted above  

               Exceptions: None

            Well developed, well nourished, well hydrated, In no acute distress,

            well appearing, appears stated age

               Abnormalities: None

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact,

            Normal mood and affect 

               Abnormalities: None

            Eyes/lids: Lids normal, conjunctiva w/o injection/jaundice/evidence of

            anemia, PERRLA, EOMI w/o nystagmus, normal funduscopic exam

               Abnormalities: None

            E/N/T:  External ear and nose normal, external canals and TMs normal,

            hearing grossly normal, nasal mucosa,  turbinates and septum normal

            and non-inflamed, septum midline, no septal perforations, no nasal

            polyps, sinuses non-tender, tonsils/oropharynx normal, tongue normal,

            lips/dentition/gums normal

               Abnormalities: None

            Neck:  Supple w/o: JVD, thyromegaly or thyroid nodules, significant

            lymphadenopathy, trachea midline

               Abnormalities: None

            Cardiovascular: Heart RRR w/o murmur/gallop/rub/thrills, PMI

            non-displaced, no extremity edema/cyanosis/clubbing or varicosities no

            carotid, aortic, or femoral bruits

               Abnormalities: None

            Respiratory:  Symmetric respiratory effort without retractions, CTA

            bil w/o rales/rhonchi/wheezing, no abnormalities to percussion or

            palpation

               Abnormalities: None

            Chest/breast:  Breasts bil symmetric without suspicious mass, nipple

            retraction/discharge, skin dimpling, no axillary mass or

            lymphadenopathy

               Abnormalities: None

            GI/Abdomen:  Soft, non-tender, w/o distention, mass,, organomegaly ,

            bowel sounds normal in 4 quadrants

               Abnormalities: None

            Genitourinary: 

               Male:  Scrotum and testicles w/o mass or tenderness, penis without

            lesion or discharge, prostate normal size and texture w/o nodularity

                  Abnormalities: None

               Female:  Vulva normal w/o mass/lesion, vaginal mucosa normal w/o:

            atrophy, suspicious discharge, or lesion, cervix normal, non-friable

            w/o, lesion or, discharge from os, uterus normal, size, non-tender,

            mobile, no masses, adenexa normal, non-tender, no masses

                  Abnormalities: None

            Lymphadenopathy:  No cervical, axillary, inguinal, or extremity

            lymphadenopathy

               Abnormalities: None

            Muscular:  Extremity joints FROM w/no active swelling, redness or

            instability, spine FROM w/o significant lateral curves, normal

            strength and tone bil upper and lower extremity, normal gait and

            station

               Abnormalities: None

            Skin:  No concerning rash, jaundice, or, suspicious nevi

               Abnormalities:

            Neurological:  CN II-XII grossly intact, DTRs bil normal and equal

            upper and lower extremities, sensation grossly intact, gait normal, no

            abnormal cerebellar findings

               Abnormalities: None

            Diabetic foot exam:  (Bilateral):  No non-healing sores, normal

            sensory mono-filament exam, no tinea pedis, no onychomycosis

               Abnormalities: None

     -------------------------------------------------

     TEMPLATE ID: 604

     TITLE: DHCN Primary Care Full Comprehensive

            Constitutional:  Vital signs reviewed, as noted above  

               Exceptions: None

            Well developed, well nourished, well hydrated, In no acute distress,

            well appearing, appears stated age

               Abnormalities: None

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact,

            Normal mood and affect , no evidence of depression or anxiety, no

            suicidal or homicidal ideation, normal MSE

               Abnormalities: None

            Eyes/lids: Lids normal, conjunctiva w/o injection/jaundice/evidence of

            anemia, PERRLA, EOMI w/o nystagmus, normal funduscopic exam, no

            evidence of A/V nicking, cup:disk ratio normal, no hemorrages or

            exudates, visual fields grossly normal

               Abnormalities: None

            E/N/T:  External ear and nose normal, external canals and TMs normal,

            hearing grossly normal, nasal mucosa,  turbinates and septum normal

            and non-inflamed, septum midline, no septal perforations, no nasal

            polyps, sinuses non-tender, tonsils/oropharynx normal, tongue normal,

            lips/dentition/gums normal, no evidence of oral cancers

               Abnormalities: None

            Neck:  Supple w/o: JVD, thyromegaly or thyroid nodules, significant

            lymphadenopathy, trachea midline

               Abnormalities: None

            Cardiovascular: Heart RRR w/o murmur/gallop/rub/thrills, normal S1 and

            S2, no S3 or S4, PMI non-displaced, pulses full and equal bil upper

            and lower extremities, no extremity edema/cyanosis/clubbing or

            varicosities no carotid, aortic or femoral bruits

               Abnormalities: None

            Respiratory:  Symmetric respiratory effort without retractions, CTA

            bil w/o rales/rhonchi/wheezing, no abnormalities to percussion or

            palpation, no egophony

               Abnormalities: None

            Chest/breast:  Breasts bil symmetric without suspicious mass, nipple

            retraction/discharge, skin dimpling, no axillary mass or

            lymphadenopathy

               Abnormalities: None

            GI/Abdomen:  Soft, non-tender, w/o distention, mass,, organomegaly ,

            bowel sounds normal in 4 quadrants, no hernia, normal anus, rectum,

            and perineum , no hemorrhoids, no rectal mass, normal tone, hemoccult

            negative

               Abnormalities: None

            Genitourinary: 

               Male:  Scrotum and testicles w/o mass or tenderness, penis without

            lesion or discharge, prostate normal size and texture w/o nodularity

                  Abnormalities: None

               Female:  Vulva normal w/o mass/lesion, vaginal mucosa normal w/o:

            atrophy, suspicious discharge, or lesion, cervix normal, non-friable

            w/o, lesion or, discharge from os, uterus normal, size, non-tender,

            mobile, no masses, adenexa normal, non-tender, no masses

                  Abnormalities: None

            Lymphadenopathy:  No cervical, axillary, inguinal, or extremity

            lymphadenopathy

               Abnormalities: None

            Muscular:  Extremity joints FROM w/no active swelling, redness or

            instability, spine FROM w/o significant lateral curves, normal

            strength and tone bil upper and lower extremity, normal gait and

            station

               Abnormalities: None

            Skin:  No concerning rash, jaundice, or, suspicious nevi, nails

            normal, no tattoos

               Abnormalities:

            Neurological:  CN II-XII grossly intact,

            triceps/biceps/brachioradialis/

            patella/achilles DTRs bil normal and equal, sensation grossly intact,

            gait normal, no abnormal cerebellar findings

               Abnormalities: None

            Diabetic foot exam:  (Bilateral):  No non-healing sores, normal

            sensory mono-filament exam, no tinea pedis, no onychomycosis

               Abnormalities: None

     -------------------------------------------------

     TEMPLATE ID: 2961

     TITLE: DHCN Primary Care Full Comprehensive

            Constitutional:  Vital signs reviewed, as noted above  

               Exceptions: None

            Well developed, well nourished, well hydrated, In no acute distress,

            well appearing, appears stated age

               Abnormalities: None

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact,

            Normal mood and affect , no evidence of depression or anxiety, no

            suicidal or homicidal ideation, normal MSE

               Abnormalities: None

            Eyes/lids: Lids normal, conjunctiva w/o injection/jaundice/evidence of

            anemia, PERRLA, EOMI w/o nystagmus, normal funduscopic exam, no

            evidence of A/V nicking, cup:disk ratio normal, no hemorrages or

            exudates, visual fields grossly normal

               Abnormalities: None

            E/N/T:  External ear and nose normal, external canals and TMs normal,

            hearing grossly normal, nasal mucosa,  turbinates and septum normal

            and non-inflamed, septum midline, no septal perforations, no nasal

            polyps, sinuses non-tender, tonsils/oropharynx normal, tongue normal,

            lips/dentition/gums normal, no evidence of oral cancers

               Abnormalities: None

            Neck:  Supple w/o: JVD, thyromegaly or thyroid nodules, significant

            lymphadenopathy, trachea midline

               Abnormalities: None

            Cardiovascular: Heart RRR w/o murmur/gallop/rub/thrills, normal S1 and

            S2, no S3 or S4, PMI non-displaced, pulses full and equal bil upper

            and lower extremities, no extremity edema/cyanosis/clubbing or

            varicosities no carotid, aortic or femoral bruits

               Abnormalities: None

            Respiratory:  Symmetric respiratory effort without retractions, CTA

            bil w/o rales/rhonchi/wheezing, no abnormalities to percussion or

            palpation, no egophony

               Abnormalities: None

            Chest/breast:  Breasts bil symmetric without suspicious mass, nipple

            retraction/discharge, skin dimpling, no axillary mass or

            lymphadenopathy

               Abnormalities: None

            GI/Abdomen:  Soft, non-tender, w/o distention, mass,, organomegaly ,

            bowel sounds normal in 4 quadrants, no hernia, normal anus, rectum,

            and perineum , no hemorrhoids, no rectal mass, normal tone, hemoccult

            negative

               Abnormalities: None

            Genitourinary: 

               Male:  Scrotum and testicles w/o mass or tenderness, penis without

            lesion or discharge, prostate normal size and texture w/o nodularity

                  Abnormalities: None

               Female:  Vulva normal w/o mass/lesion, vaginal mucosa normal w/o:

            atrophy, suspicious discharge, or lesion, cervix normal, non-friable

            w/o, lesion or, discharge from os, uterus normal, size, non-tender,

            mobile, no masses, adenexa normal, non-tender, no masses

                  Abnormalities: None

            Lymphadenopathy:  No cervical, axillary, inguinal, or extremity

            lymphadenopathy

               Abnormalities: None

            Muscular:  Extremity joints FROM w/no active swelling, redness or

            instability, spine FROM w/o significant lateral curves, normal

            strength and tone bil upper and lower extremity, normal gait and

            station

               Abnormalities: None

            Skin:  No concerning rash, jaundice, or, suspicious nevi, nails

            normal, no tattoos

               Abnormalities:

            Neurological:  CN II-XII grossly intact,

            triceps/biceps/brachioradialis/

            patella/achilles DTRs bil normal and equal, sensation grossly intact,

            gait normal, no abnormal cerebellar findings

               Abnormalities: None

            Diabetic foot exam:  (Bilateral):  No non-healing sores, normal

            sensory mono-filament exam, no tinea pedis, no onychomycosis

               Abnormalities: None

     -------------------------------------------------

     TEMPLATE ID: 10416

     TITLE: DHCN School PE

            Anemia screen (Criteria reviewed): 

            (x) not indicated

            () H/H:

            Urine Screen: Glucose: Protein:

            Vision Screen:

            Without correction Right: 20/  Left: 20/  Both: 20/

            With correction  Right: 20/  Left: 20/  Both: 20/

            Hearing Screen:

            Right: (x) Normal () Abnormal:

            Left: (x) Normal () Abnormal: 

            Lead Screen (criteria reviewed):

            (x) Not indicated

            Date:  Results:

            TB Test (risk factors reviewed):

            (x) Not indicated

            Date:  (x) Negative () Positive - results:

            Physical Exam:

            General Appearance: (x) Normal () Abnormal:

            Skin: (x) Normal () Abnormal:


            Head:  (x) Normal () Abnormal:


            Eyes:

            ..External:  (x) Normal () Abnormal:


            ..Fundi: (x) Normal () Abnormal:

            Ears


            ..External/canal: (x) Normal () Abnormal:


            ..Tympanic Membrane: (x) Normal () Abnormal:


            Nose: (x) Normal () Abnormal:

            Throat: (x) Normal () Abnormal:



            Mouth/Teeth: (x) Normal () Abnormal:


            Neck: (x) Normal () Abnormal:


            Chest: (x) Normal () Abnormal:

            Heart:  (x) Normal () Abnormal:


            Lungs:  (x) Normal () Abnormal:


            Abdomen:  (x) Normal () Abnormal:


            Genitalia: Tanner stage:  (x) Normal () Abnormal:


            Bones, joints, muscles:  (x) Normal () Abnormal:


            Neurological:  (x) Normal () Abnormal:


            Posture/ROM:  (x) Normal () Abnormal:


            Other:

            Estimated developmental level:

            ..Cognitive Development: Normal

            ..Speech/Language Development: Normal

            ..Social/Emotional Development: Normal

            ..Health Behaviors/Health Status: Normal

     -------------------------------------------------

     TEMPLATE ID: 10420

     TITLE: DHCN School PE

            Anemia screen (Criteria reviewed): 

            (x) not indicated

            () H/H:

            Urine Screen: Glucose: Protein:

            Vision Screen:

            Without correction Right: 20/  Left: 20/  Both: 20/

            With correction  Right: 20/  Left: 20/  Both: 20/

            Hearing Screen:

            Right: (x) Normal () Abnormal:

            Left: (x) Normal () Abnormal: 

            Lead Screen (criteria reviewed):

            (x) Not indicated

            Date:  Results:

            TB Test (risk factors reviewed):

            (x) Not indicated

            Date:  (x) Negative () Positive - results:

     -------------------------------------------------

     TEMPLATE ID: 1461

     TITLE: DHCN Screening FS

            Adequacy of prep:

            FINDINGS:

               DRE: Normal tone, no mass/fissures/hemorrhoids.  Hemmocult negative

               Anoscope: Normal

               Rectum: Normal

               Sigmoid: Normal

               Descending: Normal

               Retroflex: Normal

            Total distance examined:  cm from the anal verge

            Start time:    End time:

            Patient tolerated the procedure well without complication.

     -------------------------------------------------

     TEMPLATE ID: 1762

     TITLE: DHCN Vasectomy Counseling

            Constitutional:  Vital signs reviewed, as noted above  

             Well developed, well nourished, well hydrated, In no acute distress,

            well appearing, appears stated age

            Cardiovascular: Heart RRR w/o murmur/gallop/rub/thrills, PMI

            non-displaced, no extremity edema/cyanosis/clubbing or, varicosities

            no, carotid , aortic or, femoral bruits

               Abnormalities: None

            Respiratory:  Symmetric respiratory effort without retractions, CTA

            bil w/o rales/rhonchi/wheezing, no abnormalities to percussion or

            palpation

               Abnormalities: None

            Chest/breast:  Breasts bil symmetric without suspicious mass, nipple

            retraction/discharge, skin dimpling, no axillary mass or

            lymphadenopathy

               Abnormalities: None

            GI/Abdomen:  Soft, non-tender, w/o distention, mass,, organomegaly ,

            bowel sounds normal in 4 quadrants

               Abnormalities: None

            Scrotum and testicles w/o mass or tenderness, both vas defrens

            isolated, penis without lesion or discharge, prostate normal size and

            texture w/o nodularity

            No inguinal hernia noted.

     -------------------------------------------------

     TEMPLATE ID: 9173

     TITLE: DHCN WWC IUD PROCEDURE NOTE

            BIMANUAL EXAM REVEALED                                         CERVIX

            WITH                                UTERINE POSITION. 

            UNDER STERILE INSTRUMENTATION, CERVIX THEN PREPPED WITH BETADINE SWABS

            X3.

            TENACULUM APPLIED AT      O'CLOCK  AND        O'CLOCK. 

            UTERUS SOUNDED TO                   CM. 

            PARAGARD COPPER -T IUD NDC #  57465-380-00

            LOT #679-40-410-2

            EXP DATE APR 2010

            INSERTED WITHOUT DIFFICULTY.

            TENACULUM REMOVED, STATIC PRSSURE APPLIED TO APPLICATION SITES, NO

            ACTIVE BLEEDING.

            STRINGS CUT TO           CM LONG.

     -------------------------------------------------

     TEMPLATE ID: 12385

     TITLE: DHCN-WTS#1

            y/o   male/ female

            Ht:                    Wt:                     BMI:                   

              %body fat from ADWCP

            Labs: chol, HDL, LDL, FBS,  B/P

     -------------------------------------------------

     TEMPLATE ID: 12386

     TITLE: DHCN-WTS#2

            y/o  male/  female

            ht:                wt:                      # +/- since last visit

            Labs:

            Meds:

            Drug/food interactions:

     -------------------------------------------------

     TEMPLATE ID: 12387

     TITLE: DHCN-WTS#3

            y/o male  female

            ht:           wt:                   # +/- since last visit

     -------------------------------------------------

     TEMPLATE ID: 11314

     TITLE: DHCNEating disorders

            y/o   M/F

            Significant labs:

            Meds:

            Drug/nutrient interaction: NA  Y    N

     -------------------------------------------------

     TEMPLATE ID: 11312

     TITLE: DHCNPeds-nutrition

            Age:                                  M/F

            HT:             WT:                 Ht%tile                 Wt%tile   

                Ht/Wt%tile          BMI

            PMH:

            Meds:

            Drug/Nutrient Interactions:

     -------------------------------------------------

     TEMPLATE ID: 134

     TITLE: Dermatology

            Alert and Oriented X3

            Skin:

     -------------------------------------------------

     TEMPLATE ID: 6986

     TITLE: EEG - "personally reviewed by attending"

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    V;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  V; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

            The attending physician has personally reviewed the EEG and agrees

            with the resident's interpretation

     -------------------------------------------------

     TEMPLATE ID: 10652

     TITLE: EEG - "personally reviewed by attending"

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    V;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  V; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

            The attending physician has personally reviewed the EEG and agrees

            with the resident's interpretation

     -------------------------------------------------

     TEMPLATE ID: 68

     TITLE: EEG - sedated normal

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            This EEG was recorded entirely during sedated sleep.

            Background Rhythm:

                 There is an antero-posterior gradient of increasing amplitude and

            decreasing voltage.  The posterior rhythm consists of 1-3 Hz, 50-100 

            V, semirhyhthmic activity.  There is diffuse beta activity  - 18-32

            Hz, 2-40  V. 

            Symmetric and synchronous sleep elements are observed.    

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Interpretation:  Normal sedated EEG

            Coding Dx:  Spells

     -------------------------------------------------

     TEMPLATE ID: 69

     TITLE: EEG NORMAL

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    V;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  V; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

            Coding Dx:  Spells

     -------------------------------------------------

     TEMPLATE ID: 6985

     TITLE: EEG NORMAL

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    V;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  V; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

            Coding Dx:  Spells

     -------------------------------------------------

     TEMPLATE ID: 923

     TITLE: EEG NORMAL

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    V;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  V; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

            Coding Dx:  Spells

     -------------------------------------------------

     TEMPLATE ID: 5101

     TITLE: EEG NORMAL-The <<new>> and <<improved>>

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    uV;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  uV; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

     -------------------------------------------------

     TEMPLATE ID: 6605

     TITLE: EEG NORMAL-The <<new>> and <<improved>>

            REFERRING PROVIDER:

            This is a digitally acquired  electroencephalogram . Both referential

            and differential montages are examined.  Electrodes are placed in

            accordance with the international 10-20 system.

            Background Rhythm:

                 alpha:   Hz;   amplitude:    uV;  Location - posterior

                 beta:  18-32 Hz;   amplitude 10-20  uV; Location - anterior

            Other Activity:

                 There is no focal slowing or epileptiform activity

            Hyperventilation:  Normal response

            Photic stimulation:  Normal response

            Sleep:  Normal Sleep

            Interpretation:  Normal EEG

            Coding DX:

     -------------------------------------------------

     TEMPLATE ID: 78

     TITLE: EEG pediatric

            Digitally acquired electroencephalogram performed with the standard

            10-20 electrode placement on 21 channels.  This study was performed in

            wakefulness, drowsiness, and stage II sleep.  During the awake state,

            there occurred a symmetrical posterior background rhythm of 8-9 Hz,

            with amplitudes of 30-50 uv, that attenuated with eye-opening.  During

            the drowsy state, there occurred vertex slowing.  During stage II

            sleep, there were symmetrical sleep spindles and vertex sharp waves. 

            Photic stimulation evoked a good bioccipital rhythm at the mid to high

            frequencies.  Hyperventilation produced a fair slowing response. 

            There were no focal areas of slowing, or paroxysmal discharges.

     -------------------------------------------------

     TEMPLATE ID: 9995

     TITLE: ENDOCRINE THYROID CANCER

            NC/AT

            PERRL, EOMI, NONICTERIC

            MOUTH/THROAT- WNL

            NECK- WLL-HEALED SCAR AT BASE OF NECK; THYROID NOT PALPABLE; NO

            NODULES; NO LAN

            PUL- CTA BIL

            CVS- RRR W/O MRG

            ABD- NABS, SOFT, NT, NO HSM

            EXTERM- NO EDEMA

            NEURO- NO TREMOR; DTRS WNL

     -------------------------------------------------

     TEMPLATE ID: 4705

     TITLE: ENT-ASNHL

            CN II-XII

            AD

            AS

            Nose

            Oc/Op

            Neck

     -------------------------------------------------

     TEMPLATE ID: 4708

     TITLE: ENT-ASNHL

            CN II-XII

            AD

            AS

            Nose

            Oc/Op

            Neck

            Audio

            AD             Discrim         

            AS

            Rollover

     -------------------------------------------------

     TEMPLATE ID: 4702

     TITLE: ENT-Head and Neck

            CN II-XII

            AU-

            Nose-

            Oc/OP-

            Neck-

            Hx/Lx    TVC  mobile     Valleculla/Pyriform    

            Procedure

            NPL/mirror

     -------------------------------------------------

     TEMPLATE ID: 4711

     TITLE: ENT-Sinus

            NAD

            AU

            Nose

            Oc/Op

            Neck

            Imaging

     -------------------------------------------------

     TEMPLATE ID: 4686

     TITLE: Ear-chronic

            AD

            AS

            Nose

            Oc/OP

            Neck

            Audio

     -------------------------------------------------

     TEMPLATE ID: 4683

     TITLE: Ear-vertigo

            CNII-XII

            AD

            AS

            Nose

            OC/OP

            Neck

            Romberg

            Finger nose

            Gait    heel    toe

            Fikuda

            PRonator drift

     -------------------------------------------------

     TEMPLATE ID: 8266

     TITLE: Endocrine Osteoporosis

            HT 51 3/4 in

            NC/AT

            PERRL, EOMI, NONICTERIC

            MOUTH/THROAT- WNL

            NECK- THYROID BARELY PALPABLE; NO NODULES; NO LAN

            PUL- CTA BIL

            CVS- RRR W/O MRG

            Back- No spine tenderness or scoliosis

            EXTERM- NO EDEMA

            NEURO- NO TREMOR; DTRS WNL

     -------------------------------------------------

     TEMPLATE ID: 5201

     TITLE: Endocrine Pituitary

            NC/AT

            PERRL, EOMI, nonicteric

            Fundi- benign bilaterally, sharp discs

            Mouth/Throat- WNL

            Neck- Thyroid 15 gm w/o nodules

            PUl- CTA Bil

            CVS- RRR w/o MRG

            Abd- NABS, Soft, Nontender, No hepatospelnomegaly

            Extrem- W/o clubbing, cyanosis or edema

            Neuro- Nonfocal; No tremor; CN II- XII intact

     -------------------------------------------------

     TEMPLATE ID: 6885

     TITLE: Endocrine Thyroid Nodule Exam

            NC/AT

            PERRLA, EOMI, No protosis

            Neck- 40 gm coarse goiter with some substernal extension by exam. No

            LAN

            Pul- CTA Bil

            CVS- RRR w/o MRG

            Extrem- No edema

            Neuro- No tremor; DTRS- sym and 2+

     -------------------------------------------------

     TEMPLATE ID: 6315

     TITLE: Endocrinology Service - DIABETES - FOLLOW-UP

            General:  Well-nourished, well-developed

            Alert and oriented to person, place, and time

            HEENT:  No diabetic retinopathy; PERRLA; EOM's are full

            Neck:  No bruit

            Chest:   Clear to P & A

            Cor:  Regular rate and rhythm; No murmurs or gallops

            Ext:  No calluses or inter-digital maceration; No ulcers; No edema

            Neuro:  Vibratory Sensation - Normal

                         Light Touch (Semmes-Weinstein monofilament) + 5.07

                        Ankle Reflexes - Normal and bilaterally equal.

            Vasc:  Dorsalis Pedis and Posterior Tibial 3/6+ and bilaterally equal.

     -------------------------------------------------

     TEMPLATE ID: 6316

     TITLE: Endocrinology Service - Diabetes - New Patient

            General:  Well-nourished, well-developed

            Alert and oriented to person, place, and time

            Skin:  Normal

            HEENT:  No diabetic retinopathy; PERRLA; EOM's are full

            Neck:  No bruit, thyromegaly, or masses.

            Chest:   Clear to P & A

            Cor:  Regular rate and rhythm; No murmurs or gallops

            Abd:  No hepatosplenomegaly or masses; non-tender; normal bowel sounds

            Ext:  No calluses or inter-digital maceration; No ulcers; No edema

            Neuro:  Vibratory Sensation - Normal

                         Light Touch (Semmes-Weinstein monofilament) + 5.07

                        Ankle Reflexes - Normal

            Vascular:  DP/PT 3/6+ and Bilaterally equal.

     -------------------------------------------------

     TEMPLATE ID: 11354

     TITLE: FOOT EXAM

            DERM INTACT, NO EDEMA 2/4 DT, NO BONY DEFORM

            5/5 + MICROFIL

     -------------------------------------------------

     TEMPLATE ID: 8405

     TITLE: Follow-up Exam

            PE:

             VS: see above

             Gen: WD/WN, in NAD

             Neuro: A&O x 4, pleasant affect

             Skin: No primary or secondary lesions on cursory exam

             M/S: strength and gait WNL

             PFTs: (8 DEC 2003)                                             

                          FVC               2.26L         112%                 

                          FEV1             1.76L           96%

                          FEV1/FVC                         90%

                          PEFR              3.84L           86%          

                          MMEF             1.53L           66%

            Labs:

     -------------------------------------------------

     TEMPLATE ID: 202

     TITLE: General - nutrition

            y/o  male/female

            Significant labs: chol , LDL , HDL, TG , glu , Alc

            Supplements:

            Drug/Nutrient Interactions:

            SMBG:

     -------------------------------------------------

     TEMPLATE ID: 49

     TITLE: HEADACHE SEMINAR

            Date of Class

            Patient attended Headache seminar. Content discussed included types of

            headaches, headache triggers, nutritional aspects, commonly used

            medications, and non-drug approaches to treatment (biofeedback,

            acupressure/acupuncture, stress management), Botox Trial 

            Questionnaires completed

            Midas

            Review of Systems (ROS)

            Current Medications List

            Headache Patient Questionnaire & Evaluation

            Migraine Treatment Questionnaire & Evaluation

            Pamphlets Given:

            Newspaper:   Brain matters general Headache information

            Wellness Brochure

            Headache related Web Sites

            Migraine study brochure

            Headache Diary

            Rebound headaches (article)

            Acupuncture articles)

            Botox information & trial sheet

            Biofeedback handout

            Migraine Headaches and Food

            Handout Overview of Headaches

            Patient asked appropriate questions. All general questions have been

            answered and patient verbalizes understanding of the information

            presented.

     -------------------------------------------------

     TEMPLATE ID: 382

     TITLE: HTN-Nutr

            Pt. with risk or presence of HTN.  

     -------------------------------------------------

     TEMPLATE ID: 9253

     TITLE: INDUCTION AND SUBMISSION

            AFTER MOUTH PREP PATIENT WAS GIVEN DENSE SALINE AEROSOL WITH DIRECTED

            DEEP BREATHING AND COUGHING.

            PATIENT WAS WAS / WAS NOT ABLE TO EXPEL SPUTUM OR ANY MUCOID FLUID.

            COLLECTED SAMPLE WAS 

            SAMPLE WAS LABLED FOR SUBMISSION AND SENT TO LAB IN ACCORDANCE WITH

            LAB SUBMISSION REQUIREMENTS. 

            PATIENT WAS GIVEN INSTRUCTIONS FOR PRODUCTION AND MATERIALS FOR

            SUBMISSION OFADDITIONAL SAMPLE(S). HE APPEARED TO UNDERSTAND THIS

            INSTRUCTION.

     -------------------------------------------------

     TEMPLATE ID: 227

     TITLE: Interferon Follow Up

            WN/WD male in NAD

            Lungs: CTA Bilaterally, no wheezes, rales, rhonchi

            Cardiac: RRR no murmurs

            Abdomen: NABS, soft, non tender, no mass no HSM

            Ext: No peripheral edema

            Injection Site: Abdomen: no evidence of infection

     -------------------------------------------------

     TEMPLATE ID: 6023

     TITLE: KUSAHC pharyngitis

            PHYSICAL EXAM:

            Constitutional:  Vital signs reviewed, as noted above, stable.  Well

            developed, well nourished, male In acute physical discomfort. Fetid

            odor noted from mouth.

            Psychological:  Alert and oriented to time/person/place, normal

            judgment and insight, long and short term memory grossly intact

            Eyes/lids: Lids normal, conjunctiva w/o injection PERRLA, EOMI w/o

            nystagmus

            E/N/T:  External ear and nose normal, external canals and TMs normal,

            hearing grossly normal, nasal mucosa,  turbinates and septum normal

            and non-inflamed, , sinuses non-tender. Tonsils/oropharynx inflamed

            with tonsils 3+, posterior pharynx with exudate and erythema, fetid

            odor noted, tongue midline and coated. Lips dry, non cracking, non

            peeling.

            Neck:  Supple w/o: JVD, thyromegaly or thyroid nodules, no notable

            cervical chain or submandibular lymphadenopathy, no palpable occipital

            or posterior neck lymphadenopathy. Trachea midline

            Skin:  No concerning rash, jaundice, or, suspicious nevi

            Neurological:  CN II-XII grossly intact.

     -------------------------------------------------

     TEMPLATE ID: 121

     TITLE: LOW BACK PAIN FACET

            LROM WAS WNL WITH PAIN IN EXTENSION.  PAIN IS RELIEVED FLEXION. 

            NEGATIVE SLR BILATERALLY.  KEMP'S TEST WAS POSITIVE ON THE ( ).

            DTR'S WERE +2/4 SYMMETRICAL BILATERALLY.  MUSCLE TONE WAS +5/5

            BILATERALLY IN THE LOWER EXTREMITIES.  TENDERNESS IN THE LOWER LUMBAR

            REGION OVER THE FACET REGION OF L4-5-S1 BILATERALLY.

     -------------------------------------------------

     TEMPLATE ID: 3801

     TITLE: Liz note

            Age:

            Food-Drug Interactions:

     -------------------------------------------------

     TEMPLATE ID: 561

     TITLE: MR

            GENERAL: IN NAD

            HEART: RRR W/OUT MURMURS

            LUNGS CTA

            ABDOMEN: SOFT/NABS/

            EXTREMITIES: NO EDEMA

            PELVIC: EXT: NML, MILD ERYTHEMA AT URETHRAL MUCOSA

            VAGINA: NML

            CX: NML

            UTX RETROVERTED, NML NO ADNEXAL MASSSES

            RV FREE PARAMETRIA.

     -------------------------------------------------

     TEMPLATE ID: 4341

     TITLE: MSE

            Gen: WD,WN, slender build, WG in civilian attire

            Behav: cooperative with interview, little spontaneous conversation

            Speech: low vol, slowed rate, nl tone

            Mood: monotonous, not as great as it could be

            Affect: dythymic, mood congruent

            TP: LLGD

            Percep: no evidence of internal stim

            TC: no delusions, or SI/HI, reactive to conversation

            I/IC/J: intact

     -------------------------------------------------

     TEMPLATE ID: 6329

     TITLE: NEURO NL; COMPREHENSIVE

            Constitutional:  Well-developed, well-nourished patient in no acute

            distress

            Cardiovascular:  Carotid pulses equal and strong.  No bruits.  Normal

            S1 & S2 without murmers or extraheart sounds.  Radial, posterior

            tibial, and dorsalis pedis pulses are intact.  No clubbing, cyanosis,

            or edema.

            Other General exam:

            NEUROLOGIC EXAM:

            MENTAL STATUS:

            Alert Ox4. 

            ATTENTION/CONCENTRATION:  Digit span 7 forward and 5 backward.  World

            spelled backward without errors.  Serials 7's intact to 65.  No

            perseveration, distractibility, or impersistence.

            LANGUAGE:  Speech fluent without dysarthria or paraphasic errors.

            Written and verbal comprehension intact.  No anomia, alexia, or

            agraphia.  Repetition intact.

            MEMORY:  Recent and remote memory intact.

            Visuospacial function intact.

            Praxis is normal grossly.

            Abstraction normal.

            No frontal release signs noted.

            Thought processes linear.  Insight good.  Judgement intact.

            CRANIAL NERVES:

            II:  PERRLA, No APD.  VF full to confrontation.

                 Fundi:  Disks are sharp without evidence of papilledema.  Venous 

                   pulsations are seen.  No optic atrophy or hemorrhages.

                 VA:   20/      OD;  20/       OS

                 PIP:       /14 OD;       /14  OS

            III,IV,VI:  Ductions/Versions full.  Convergence normal.  Saccades are

            rapid and accurate vertically and horizontally.  Horizontal pusuits

            smooth.  No nystagmus is noted in primary position or in any direction

            of gaze.  No ptosis.

            V:  LT, PP intact in V1-3.  Muscles of mastication intact.  Corneal

            reflex intact bilaterally.

            VII:  Face is symmetric with normal strength.

            VIII:  Hearing is grossly intact

            IX/X:  Palate volitionally rises symmetrically. Speech is without

            hypophonia, dysphonia, dysarthria, or hoarseness.  Gag intact.

            XI:  SCM/TPZ are 5/5 and symmetric without atrophy.

            XII:  Tongue is midline with normal strength and no atrophy.

            MOTOR:

            Strength is 5/5 in all muscle groups in both upper and lower

            extremities in detail.  No pronator drift. Tone is normal in all

            extremities and no atrophy or fasciculatoins noted.  No tremor,

            bradykinesia, dystonic posturing, dyskinesias, chorea, myoclonus.

            COORDINATION:

            Finger-to-nose and heel-to-shin are without dysmetria, Distal and

            proximal RAM intact.  No rebound noted.  No voice, truncal, or limb

            ataxia.

            SENSORY:

            PP, Light touch, and  temperature sensation intact in all 4 limbs.

            Vibration and proprioception are intact in both great toes and distal

            fingers.

            Romberg negative.

            REFLEXES

                                                Right            Left

            Biceps                           2                  2

            Brachioradialis                2                  2

            Triceps                           2                  2

            Knee                              2                  2

            Ankle                             2                  2

            Plantar                        Flexor          Flexor

            Ankle Clonus               Absent        Absent

            Crossed Adductor        Absent       Absent

            GAIT:

            Rises from sitting normally.  Posture and stance are normal.  No start

            hesitation.  Native gait with normal stride length, height, speed and

            armswing.  Turns easily.  Toe, Heel, and Tandem gait are intact.

     -------------------------------------------------

     TEMPLATE ID: 15

     TITLE: NEURO NORMAL

            Well developed, well nourished, appropriately groomed.

            The carotid arteries have normal symetric pulses without bruits.

            Cardiac exam reveals regular rate and rhythm, normal S-1 and S-2

            without murmer.

            There are normal peripheral pulses without cyanosis, clubbing or

            swelling

            Neuro:

            Alert & Oriented x 4 (person, place, time, situation)

            Normal recent and remote memory

            Normal attention span, concentration and fund of knowledge

            Normal speech and language

            Cranial nerves:

            Normal visual acuity & visual fields to confrontation

            Normal disc examination without swelling

            Pupils equal, round, reactive.  No APD

            Extraocular motility normal

            Facial sensation and strength symmetirc and normal

            Normal hearing to finger rub

            Palate symmetric movement and sensation

            Normal shoulder shrug and SCM strength

            Tongue midline without atrophy

            Peripheral sensation to light touch, pin prick, vibration and

            proprioception intact and symmetric

            Normal coordination with FTN and RAM

            Normal gait and station

            Proximal and distal muscles of the upper and lower extremities are

            normal in strength, bulk and tone

            Deep tendon reflexes are normal (2+) and symmetric in the upper and

            lower extremities,  plantar response is flexor bilaterally

     -------------------------------------------------

     TEMPLATE ID: 98

     TITLE: NEURO NORMAL

            Well developed, well nourished, appropriately groomed.

            The carotid arteries have normal symetric pulses without bruits.

            Cardiac exam reveals regular rate and rhythm, normal S-1 and S-2

            without murmer.

            There are normal peripheral pulses without cyanosis, clubbing or

            swelling

            Neuro:

            Alert & Oriented x 4 (person, place, time, situation)

            Normal recent and remote memory

            Normal attention span, concentration and fund of knowledge

            Normal speech and language

            Cranial nerves:

            Normal visual acuity & visual fields to confrontation

            Normal disc examination without swelling

            Pupils equal, round, reactive.  No APD

            Extraocular motility normal

            Facial sensation and strength symmetirc and normal

            Normal hearing to finger rub

            Palate symmetric movement and sensation

            Normal shoulder shrug and SCM strength

            Tongue midline without atrophy

            Peripheral sensation to light touch, pin prick, vibration and

            proprioception intact and symmetric

            Normal coordination with FTN and RAM

            Normal gait and station

            Proximal and distal muscles of the upper and lower extremities are

            normal in strength, bulk and tone

            Deep tendon reflexes are normal (2+) and symmetric in the upper and

            lower extremities,  plantar response is flexor bilaterally

     -------------------------------------------------

     TEMPLATE ID: 410

     TITLE: NEURO NORMAL

            Well developed, well nourished, appropriately groomed.

            The carotid arteries have normal symetric pulses without bruits.

            Cardiac exam reveals regular rate and rhythm, normal S-1 and S-2

            without murmer.

            There are normal peripheral pulses without cyanosis, clubbing or

            swelling

            Neuro:

            Alert & Oriented x 4 (person, place, time, situation)

            Normal recent and remote memory

            Normal attention span, concentration and fund of knowledge

            Normal speech and language

            Cranial nerves:

            Normal visual acuity & visual fields to confrontation

            Normal disc examination without swelling

            Pupils equal, round, reactive.  No APD

            Extraocular motility normal

            Facial sensation and strength symmetirc and normal

            Normal hearing to finger rub

            Palate symmetric movement and sensation

            Normal shoulder shrug and SCM strength

            Tongue midline without atrophy

            Peripheral sensation to light touch, pin prick, vibration and

            proprioception intact and symmetric

            Normal coordination with FTN and RAM

            Normal gait and station

            Proximal and distal muscles of the upper and lower extremities are

            normal in strength, bulk and tone

            Deep tendon reflexes are normal (2+) and symmetric in the upper and

            lower extremities,  plantar response is flexor bilaterally

     -------------------------------------------------

     TEMPLATE ID: 99

     TITLE: NEURO NORMAL

            Well developed, well nourished, appropriately groomed.

            The carotid arteries have normal symetric pulses without bruits.

            Cardiac exam reveals regular rate and rhythm, normal S-1 and S-2

            without murmer.

            There are normal peripheral pulses without cyanosis, clubbing or

            swelling

            Neuro:

            Alert & Oriented x 4 (person, place, time, situation)

            Normal recent and remote memory

            Normal attention span, concentration and fund of knowledge

            Normal speech and language

            Cranial nerves:

            Normal visual acuity & visual fields to confrontation

            Normal disc examination without swelling

            Pupils equal, round, reactive.  No APD

            Extraocular motility normal

            Facial sensation and strength symmetirc and normal

            Normal hearing to finger rub

            Palate symmetric movement and sensation

            Normal shoulder shrug and SCM strength

            Tongue midline without atrophy

            Peripheral sensation to light touch, pin prick, vibration and

            proprioception intact and symmetric

            Normal coordination with FTN and RAM

            Normal gait and station

            Proximal and distal muscles of the upper and lower extremities are

            normal in strength, bulk and tone

            Deep tendon reflexes are normal (2+) and symmetric in the upper and

            lower extremities,  plantar response is flexor bilaterally

     -------------------------------------------------

     TEMPLATE ID: 1521

     TITLE: NEURO NORMAL

            Well developed, well nourished, appropriately groomed.

            The carotid arteries have normal symetric pulses without bruits.

            Cardiac exam reveals regular rate and rhythm, normal S-1 and S-2

            without murmer.

            There are normal peripheral pulses without cyanosis, clubbing or

            swelling

            Neuro:

            Alert & Oriented x 4 (person, place, time, situation)

            Normal recent and remote memory

            Normal attention span, concentration and fund of knowledge

            Normal speech and language

            Cranial nerves:

            Normal visual acuity & visual fields to confrontation

            Normal disc examination without swelling

            Pupils equal, round, reactive.  No APD

            Extraocular motility normal

            Facial sensation and strength symmetirc and normal

            Normal hearing to finger rub

            Palate symmetric movement and sensation

            Normal shoulder shrug and SCM strength

            Tongue midline without atrophy

            Peripheral sensation to light touch, pin prick, vibration and

            proprioception intact and symmetric

            Normal coordination with FTN and RAM

            Normal gait and station

            Proximal and distal muscles of the upper and lower extremities are

            normal in strength, bulk and tone

            Deep tendon reflexes are normal (2+) and symmetric in the upper and

            lower extremities,  plantar response is flexor bilaterally

     -------------------------------------------------

     TEMPLATE ID: 5724

     TITLE: Neuro Exam 2

            NAD, sitting comfortably

            Alert, oriented to person, place, time, event.  Pt. fully attentive, 

            conversant, and articulate.  There are no apparent deficits with

            speech/language, memory, or praxis.

            Cranial Nerves:

            Visual Acuity: 20/20 OD  20/20 OS

            Visual fields full to confrontation OU

            No rAPD, no ptosis.  Discs with sharp margins and without swelling.

            Extraocular movements fully intact and conjugate. Normal saccades and

            pursuits.

            Full/symmetric facial sensation and excursions.

            Hearing grossly wnl to finger rub.

            Tongue/palate/uvula with midline excursions.

            SCM & trapezii intact bilaterally.

            Motor: normal tone, bulk and power throughout.  There are no abnormal

            adventitious movements.

            Sensory: intact to all primary modalities (pain, temp, light touch,

            vibration, proprioception).  Pt. does not fall or sway with Romberg

            testing.

            Reflexes:   2 and symmetric throughout.  Flexor Plantar response

            bilaterally.

            Coordination: finger-to-nose and toe-to-finger movements intact

            bilaterally.  Rapid alternating movements intact bilaterally.

            Station/Gait: pt. able to rise from chair without difficulty.  Base,

            armswing, stride length and fluidity normal.  Normal heel & toe

            walking as well as normal tandem gait.

            CV: heart with normal rate & rhythm.  No murmurs/rubs/gallops.

            No carotid bruits are noted.

     -------------------------------------------------

     TEMPLATE ID: 10235

     TITLE: Nutrition

            Drug/Nutrient Interactions:

            Medications: Noted

     -------------------------------------------------

     TEMPLATE ID: 77

     TITLE: Objective - Organ Transplant

            This is a test.  Updated for this patient

     -------------------------------------------------

     TEMPLATE ID: 5123

     TITLE: Ophthal; VA / MRx / CRx

            VA

            OD - 

            OS - 

            Current Rfx

            OD - 

            OS - 

            MRx

            OD - 

            OS - 

            CRx

            OD - 

            OS -

     -------------------------------------------------

     TEMPLATE ID: 5122

     TITLE: Ophthalmology; Motility Exam

            Motility Exam         

                                            \           l          /

                                              \         l        /

                                                \       l      /

                                  ----------                  ----------

                                                        l

                                                        l

                                                        l

     -------------------------------------------------

     TEMPLATE ID: 11943

     TITLE: PE

            No carotid bruits/No JVD

            Normal S1, normal split S2

            I-II/VI mid systolic murmur at the base, c/w functional murmur. No

            diastolic component heart. No gallops or clicks noted. PMI is quiet.

            Lungs are clear to auscultation.

            No edema noted.

            No hepatosplenomegaly noted.

     -------------------------------------------------

     TEMPLATE ID: 13020

     TITLE: PELVIC EXAM

            PERFORMED BY DR. ELKAS

     -------------------------------------------------

     TEMPLATE ID: 2943

     TITLE: PHARMACY REFILL OBJECTIVE

            10/24/02  K+3.5

     -------------------------------------------------

     TEMPLATE ID: 2442

     TITLE: PM&R (Low Back Pain) #1

            General App.: (x) Alert, "O"x3, cooperative, NAD    () labile, teary

                                    () distressed:  () mild  () mod.  () severe

            Inspection:  (x) normal  

                               ( ) abnormal  

                                  ( ) deformities   ( ) scoliosis   ( ) kyphosis  

                                  ( ) lordosis   ( ) paraspinal spasm

                                  ( ) skin     ( ) atrophy    ( ) listing

                                  ( ) pelvic obliquity    () Leg length

            discrepancy

            Palpation:  L-S  ROM: (x) normal  

                                               ( ) abnormal:  () flex   () ext. 

            () lat. bending  () rotation

                                               (Norm: Flex 60, Ext. 25, Rot. 20,

            Lat. flex. 25

                               TPs:  (x) None  () Illiopsoas   () Ilio-lumbar  ()

            SI joint      

                                        () Gluteal/Piriformis

            :                   Pain on ROM:  (x) None  ( ) flex  ( ) ext.  ( )

            side bending  

                                                        ( ) rotation

                               Tenderness to palpation  (x) None   

                                         Midline:                      Level __   

                                         Paraspinals:              Level __

                                         Muscle spasm           Level  __ 

                                         Gr. trochanter:          () Left  ()

            Right

                                         ( ) L-facets  ( ) sacrum  

                                         ( ) SI joint  ( ) buttock   ( ) hips .

            Tests/Signs: SLR:  ( ) pos.(x) neg. ;   Contralateral SLR: ( ) pos./

            (x)neg.   

                                 FABER  ( ) pos.(x) neg.;  Gower: ( ) pos. (x)

            neg.;

                                 Lloyds ( ) pos./ (x) neg.; Gaenslen ( ) pos./

            (x)neg.    

                                 Piriformis Stretch:   ( ) pos./ (x)neg.  

                                 Trendelenburg:  ( ) pos.  (x) neg.

                                 Force abd. Test:  ( ) pos./ (x) neg.       

                                 Lumbar Facet Loading (pain): ( ) yes (x) no  in 

            () L  () R  () both

                                Ober: ( ) pos. (x)neg.;      Hoover ( ) pos.

            (x)neg.   

                                Tinel sign(s):  () yes  (x) no ;  () Vasalva

            (pain): () yes (x) no

            Neuro. Exam: Sensory: (x) normal  (x) LT  (x) PP  (x) PS

                                                  ( ) abnormal in dermatome ( )L (

            )R,  ( )L4 ( )L5 ( )S1  

                                   Motor:  (x) normal  

                                               ( ) abnormal  

                                                     ( ) weakness  ( ) atrophy  (

            ) cramps

                                                     ( ) footdrop  ( ) hysteria

            features  ( ) contractures

                                                     ( ) Muscle tone

                                     DTRs: (x) normal () abnormal        Babinski

            sign: () yes (x) no

                                     Atrophy: ( ) yes (x) no;     

            Tremors/twitching: ( )yes  (x)no

                                     Ataxia: ( ) yes (x) no;  Allodynia: ( ) yes

            (x) no

                                     Vasomotor/sudomotor changes:  () yes  (x) no

                                     Gait: (x) normal ( ) abnormal  ( ) antalgic 

                                     Waddel sign(s):  ( ) yes (x) no   

            LEs: (x) normal  

                    ( ) abnormal  

                          ( )  contracture  ( ) cyanosis ( ) edema

                          ( ) joint deformity/swelling/pain  ( ) crepitance  ( )

            Homan sign

                          ( ) Tightness in:  () hamstrings   () gluteals   () TFL

     -------------------------------------------------

     TEMPLATE ID: 2504

     TITLE: PM&R AMPUTEE EXAM

            Approximate Height: ______    Approximate Weight:  _____

            General Appearance:_____________________________________________  

            Race:______________

            Heart:  __________________

            lungs:  __________________

            ABD:   __________________

            Amputation:

            Type: (UE/BE/TE/TW/HD/TF/KD/TN/TT/Symes/AD/Chop/LF

            Measurements: ___________________________________________________


            Shape (cylindrical, conical, bulbous, bony, edematous, other)

            Scar (non-tender, sensitive, well-healed, open, adherent, invaginated,

            fishmouth, anterior, posterior, other): 

            Skin (turgor, abrasions, ulcers): 

            Bone (spurs, HO, fibula shorter than tibia, other)

            Prosthesis:    

                Type:____________________________________________________

                Fit:______________________________________________________

                Alignment:________________________________________________        

            Other Leg:  Color:  ________   Pulses: ____________ Length:

            ____________

                    Wounds?___________________________________________________

                    Orthosis/Shoe?______________________________________________

            Pulse exam (check if present) Right
 Left

            Femoral                                  (  )            (  )

            Popliteal                                 (  )            (  )

            Posterior Tibial                        (  )            (  )

            Dorsalis Pedis                        (  )             (  )

            Musculoskeletal (abnormalities indicated only):

                                   RIGHT                          LEFT

                        STRENGTH    ROM     STRENGTH   ROM


            SAB           /5                                 /5

            EE             /5                                 /5

            EF             /5                                 /5

            FF             /5                                 /5 

            FAD          /5                                  /5

            HF            /5
                                 /5 

            HE            /5
                                 /5

            KF            /5
                                 /5

            KE           /5
                                 /5   

            DF           /5
                                 /5  

            PF           /5
                                 /5

            Comment:  

            ______________________________________________________________________

            _________________________________________________________

            UE strength and coordination to don and doff prosthesis? (Y/N)

            Sensation:   

                Light touch: (Y/N)     

                Proprioception: (Y/N)

            Tone: (NML/INC/FLACID)

            Cranial Nerves:

            (Intact/abnormal)comment:_____________________________________________

            Coordination:________________________________

            Balance:____________________________________

            Gait (with prosthesis):

            ________________________________________________________________

            Limb inspection after prosthetic use:

            ________________________________________________________

            Mental Status: A&O x3
 

            Other:__________________________________________________________

     -------------------------------------------------

     TEMPLATE ID: 2505

     TITLE: PM&R AMPUTEE EXAM

            Approximate Height: ______    Approximate Weight:  _____

            General Appearance:_____________________________________________  

            Race:______________

            Heart:  __________________

            lungs:  __________________

            ABD:   __________________

            Amputation:

            Type: (UE/BE/TE/TW/HD/TF/KD/TN/TT/Symes/AD/Chop/LF

            Measurements: ___________________________________________________


            Shape (cylindrical, conical, bulbous, bony, edematous, other)

            Scar (non-tender, sensitive, well-healed, open, adherent, invaginated,

            fishmouth, anterior, posterior, other): 

            Skin (turgor, abrasions, ulcers): 

            Bone (spurs, HO, fibula shorter than tibia, other)

            Prosthesis:    

                Type:____________________________________________________

                Fit:______________________________________________________

                Alignment:________________________________________________        

            Other Leg:  Color:  ________   Pulses: ____________ Length:

            ____________

                    Wounds?___________________________________________________

                    Orthosis/Shoe?______________________________________________

            Pulse exam (check if present) Right
 Left

            Femoral                                  (  )            (  )

            Popliteal                                 (  )            (  )

            Posterior Tibial                        (  )            (  )

            Dorsalis Pedis                        (  )             (  )

            Musculoskeletal (abnormalities indicated only):

                                   RIGHT                          LEFT

                        STRENGTH    ROM     STRENGTH   ROM


            SAB           /5                                 /5

            EE             /5                                 /5

            EF             /5                                 /5

            FF             /5                                 /5 

            FAD          /5                                  /5

            HF            /5
                                 /5 

            HE            /5
                                 /5

            KF            /5
                                 /5

            KE           /5
                                 /5   

            DF           /5
                                 /5  

            PF           /5
                                 /5

            Comment:  

            ______________________________________________________________________

            _________________________________________________________

            UE strength and coordination to don and doff prosthesis? (Y/N)

            Sensation:   

                Light touch: (Y/N)     

                Proprioception: (Y/N)

            Tone: (NML/INC/FLACID)

            Cranial Nerves:

            (Intact/abnormal)comment:_____________________________________________

            Coordination:________________________________

            Balance:____________________________________

            Gait (with prosthesis):

            ________________________________________________________________

            Limb inspection after prosthetic use:

            ________________________________________________________

            Mental Status: A&O x3
 

            Other:__________________________________________________________

     -------------------------------------------------

     TEMPLATE ID: 850

     TITLE: PM&R Back Template

            Gen:  WDWN, Distress: (  ) None, (  ) Mild, (  ) Mod, (  ) Severe     

            Back:  Insp:___________ Palp_______________        

            Trigger Points:  (  )  illiopsoas (  ) iliolumbar  (  )SI area  ( )

            Gluteal/Pir

            ROM: Flexion:  Extension:   Lateral Bending:  Rotation:  

            SLR: (Pos / Neg)

            Patrick's:  (Pos/Neg)                 

            Tight: ( ) Hamstrings, (  ) Gluteals, (  ) TFL, ( ) Quadriceps 

            Motor: 5/5 bilateral upper and lower extremities

            Sensory: Intact to: ( )LT, (  )pp, (  )proprio

            Reflexes: Normal and symmetric bilaterally

     -------------------------------------------------

     TEMPLATE ID: 1105

     TITLE: PM&R Back Template

            General: Patient is well developed, well nourished in ( ) mild, ( )

            moderate, ( ) severe distress and guarded movements during the

            physical examination.

            Back Exam: reveals no bony deformities, skin intact, no swelling or

            erythema.  Decrease range of motion noted in ( ) Flexion, ( )

            Extension, 

            ( ) Lateral bending, ( ) Rotation.  There was tenderness to palpation

            and trigger points of the ( ) Left, ( ) Right: ( ) Paraspinals, ( )

            Illiolumbar triangle/SI area, ( ) pirifomis.  ( ) Negative, ( )

            Positive Straight Leg Raise.  ( ) Negative,

             ( ) positive Patricks.  Signficantly tight ( ) hamstring, ( )

            Quadriceps, ( ) TFL, 

            ( ) Hip flexor muscles.  No leg length descrepency

            Motor Exam: revealed normal strength in bilateral upper and lower

            extremities.

            Sensory Exam: revealed normal sensation to Light touch, Pin Prick, and

            Proprioception.

     -------------------------------------------------

     TEMPLATE ID: 845

     TITLE: PM&R General Pain Template

            Gen:  WDWN,  Distress: (  ) None, (  ) Mild, (  ) Mod, (  ) Severe    

            Specific Exam:

            Motor: 5/5 bilateral upper and lower extremities

            Sensory intact to: ( )LT, (  )pp, (  )proprio

            Reflexes: Normal and symmetric bilaterally

     -------------------------------------------------

     TEMPLATE ID: 2444

     TITLE: PM&R Neck Pain #I

            Gen. App.: (x) alert, well nourished, "O" x3, cooperative, NAD

                               ( ) distressed:  () mild  () mod.  () severe

                               ( ) moody  ( ) irritatable  ( ) teary, labile

            Inspection: (x) normal  

                              ( ) abnormal

                                    ( ) asymmetry ( ) skin  ( ) lesions/masses

                                    ( ) deformity  ( ) abnormal lordosis

                                    ( ) kyphosis  ( ) listing

            Palpation: (x) normal  

                            ( ) abnormal

                                 ( ) TTP head, neck, cervical paraspinal spasms  

                                 ( ) TPs:  () traps  () levator  () rhomboids

                                 ( ) Lymph nodes/masses  

                                 ( ) crepitance    ( ) wing scapula

            ROM:  (x) active  ( ) passive;     (x) normal  ( ) abnormal

                            (Norm: Flex 60, Ext 75, Lat flex 45,  Rot 80) 

            Provocative Tests: 

                        Spurlings test:  ( ) pos.   (x) neg.  ( )R,( )L

                        Head Compression: ( ) pos. (x) neg.; Lhermittes sign: ( )

            pos. (x) neg.

                        Adsons maneuver: ( ) pos. (x) neg.

                        Swollowing test: (x) normal  ( ) abn.

                        C-spine facet (pain):  () yes  (x) no

                        Tinel (UEs):  () pos.  (x) neg. ;  Phalen test:  ( ) pos. 

            (x) neg.

            Neuro. Exam:  Sensory:  (x) normal   (x) LT  (x)PP  (x) PS  

                                                    ( ) abnormal in dermatome: 

                                                           ( ) C5  ( ) C6  ( ) C7

            ( ) C8

                                    Motor: (x) normal  

                                               ( ) abnormal

                                                   ( ) weakness  ( ) cramps/spasms

            ( ) deformity

                                                   ( ) contractures  ( ) atrophy 

            ( ) dysmetria

                                                   ( ) tremor/twitching ( )

            allodynia, hyperalgesia 

                                                   ( ) sudomotor/vasomotor changes

             ( ) Reynauds

                                    DTRs: (x) normal  ( ) abnormal

                                                Hoffman reflex:  ( ) pos.  (x)

            neg.

     -------------------------------------------------

     TEMPLATE ID: 851

     TITLE: PM&R Neck Template

            Gen:  WDWN, Distress: (  ) None, (  ) Mild, (  ) Mod, (  ) Severe     

            Neck:  Insp:___________ Palp_______________        

            Trigger Points:  (  ) Traps,  ( )Levator,  (  )Rhomboids, (  )

            Scalenes

            ROM: Flexion:  Extension:  Lateral Bending:  Rotation:

            Spurling's (Positive / Negative)             

            Motor: 5/5 bilateral upper and lower extremities

            Sensory: Intact to: ( )LT, (  )pp, (  )proprio

            Reflexes: Normal and symmetric bilaterally

     -------------------------------------------------

     TEMPLATE ID: 1104

     TITLE: PM&R Neck Template

            General: Patient is well developed, well nourished in ( ) mild, ( )

            moderate, ( ) severe distress and guarded movements during the

            physical examination.

            Neck Exam: reveals no bony deformities, skin intact, no swelling or

            erythema.  Decrease range of motion noted in ( ) Flexion, ( )

            Extension, ( ) Lateral bending, ( )Rotation.  There was tenderness to

            palpation and trigger points of the ( ) Left, ( ) Right: ( )

            Paraspinals, ( ) trapezius, ( ) levator, ( ) rhomoboids.  Spurling's

            test was  ( ) Negative ( ) Positive.

            Motor Exam: revealed normal strength in bilateral upper and lower

            extremities.

            Sensory Exam: revealed normal sensation to Light touch, Pin Prick, and

            Proprioception.

            Reflexes were normal and symmetric bilaterally.

     -------------------------------------------------

     TEMPLATE ID: 125

     TITLE: PM&R OBJECTIVE: NEW PT

            GENERAL APPEARANCE: ALERT, IN MILD/MOD/ACUTE DISTRESS

            NECK/SHOULDER/BACK/HIP/KNEE/ANKLE/FOOT:

            INSPECTION:

            PALPATION:

            ROM:

            SPECIAL TESTS:

            SENSORY:

            MOTOR :

            REFLEXES:

            GAIT:

     -------------------------------------------------

     TEMPLATE ID: 2447

     TITLE: PM&R Shoulder #1

            Gen. App.: (x) alert, "O"x3, well nourished, NAD

                               () distressed:   () mild  () mod.   () severe

                               () moody, irritable   () labile, teary

            Inspection:  (x) normal   

                                () abnormal:

                                   () asymmetry  () skin changes   () deformity

                                   () scapular winging

            Palpation:  (x) normal  

                              () abnormal:

                                  () muscle spasm(s)  () lymph nodes/masses

                                  () TPs: () C-spine paraspinal  () traps  ()

            levator  () rhomboid

                                            () supraspinatus  () infraspinatus  ()

            deltoids

                                            () pectoral  () biceps  () triceps  

                                            () crepitance

                                  () AC joint pain/swelling: () yes  (x) no

                                  () localized joint pain: () yes  (x) no

            ROM:    (x) active  () passive;   (x)normal   () abnormal

                               Norm: Flex & Abd. 180 degrees, Ext. 60 degrees.

                                         Int./Ext. rotation 90/90 degrees 

            Provacative tests:   Spurlings:  () pos  (x) neg.

                                            Head compression: () pos.  (x) neg.

                                            Lhermittes:  () pos.  (x) neg.

                                            Adson's:  () pos.  (x) neg.

                                           Elevated arm stress test:  () pos.  (x)

            neg.

                                           Neer sign:  (0 pos.  (x) neg.

                                           Hawkins sign: () pos.  (x) neg.

                                           Crossed arm test: () pos.  (x) neg.

                                           Apprehension sign: () pos.  (x) neg.

                                           Sulcus sign:  () pos.   (x) neg.

            Neuro. Exam: Sensory: (x) normal:    (x) LT  (x) PP

                                                   () abnormal in dermatome:  ()C5

             ()C6 ()C7  ()C8

                                 Motor:  (x) normal  

                                              () abnormal

                                                  () contractures   () atrophy  ()

            tremors

                                                  () allodynia   ()

            sudomotor/vasomotor changes

                                                  () Reynauds

                                   DTRs:  (x) normal- present/symmetrical.   

                                               () abnormal

     -------------------------------------------------

     TEMPLATE ID: 6227

     TITLE: PT - Ortho Sports/spine

            See ortho eval dated today for full objective findings.

            Other:

     -------------------------------------------------

     TEMPLATE ID: 6404

     TITLE: PT- Spine

            _____Demonstrated TA muscle recruitment and pelvic neutral position

            suing real-time ultrasound machine.

            _____Instructed patient in initial exercises for lumbar stabilizatin

            program.  

            _____Reviewed post-op protocol with patient.

            _____Consult PT at patient's current duty station.

            _____Continue PT.  Pnt instructed to make f/u appt. if not already

            scheduled.

            _____No further PT indicated at this time.

             Pnt givenwritten instructions for exercises and theraband as

            appropriate.

     -------------------------------------------------

     TEMPLATE ID: 6402

     TITLE: PT-NeurosurgerySpine

            See Neurosurgery eval dated today for full objective findings.

            Other:

     -------------------------------------------------

     TEMPLATE ID: 1823

     TITLE: PT:  KNEE EXAM

            Gait:     

            Swelling/Effusion:     

            Discoloration/temperature changes:     

            AROM:     

            PROM:     

            Pain with overpressure flexion or extension:     

            Crepitus or popping:     

            Q-angle (if applicable):

            Patella tilt:     

            Quad atrophy/VMO difference:     

            Tenderness to palpation:     

            Special Tests 

            Valgus 

                 0 degrees    (  ) Positve   (  ) Negative   (  ) Not applicable

                30 degrees   (  ) Positve   (  ) Negative   (  ) Not applicable

            Varus 

                 0 degrees    (  ) Positve   (  ) Negative   (  ) Not applicable

                 30 degrees  (  ) Positve   (  ) Negative   (  ) Not applicable

            Lachmans   (  ) Positve   (  ) Negative   (  ) Not applicable

            Anterior Drawer  (  ) Positve   (  ) Negative   (  ) Not applicable

            Posterior Drawer   (  ) Positve   (  ) Negative   (  ) Not applicable

            Pivot Shift   (  ) Positve   (  ) Negative   (  ) Not applicable

            McMurry   (  ) Positve   (  ) Negative   (  ) Not applicable

            Steinman?s   (  ) Positve   (  ) Negative   (  ) Not applicable

            Apley?s   (  ) Positve   (  ) Negative   (  ) Not applicable

            Bounce Home   (  ) Positve   (  ) Negative   (  ) Not applicable

            Other:

     -------------------------------------------------

     TEMPLATE ID: 1821

     TITLE: PT:  VESTIBULAR TESTS & MEASURES

            TESTS & MEASURES

            ___     Dizziness Handicap Inventory

            ___     ABC (balance confidence questionaire)

            ___     Occulomotor Exam

                               Spontaneous nystagmus:      L        R        Up   

                Down

                               Gaze holding nystagmus:      L       R        Up   

                Down

                               Saccadic eye movements:      L        R

                               VOR-slow and rapid head thrusts:      L        R

                               Dynamic Visual Acuity: Loss of : </= 5 lines,     

            >5 lines

                               Head shake

            ___     BPPV tests

                               Dix Halpike:     L    R   torsional, Upbeat  

            Downbeat

                               Roll test:     L   R  , Geotropic,  Ageotropic

            ___      Motion Sensitivity Quotient: see attached

            ___     Balance/Gait Assessment

                               Dynamic gait index: see attached

                               Posturography (SOT):  see attached

                                Single Leg Stand

                               TUG

                               Functional Reach

                               BERG

                               Rhomberg: 

                                    EO   firm surface/compliant   Sway, LOB, 

                                    EC   firm surface/compliant   Sway  LOB

                               Sharpened Rhomberg

                                    EO   Not able, Sway,  LOB

                                    EC   Not able, Sway,  LOB

     -------------------------------------------------

     TEMPLATE ID: 3782

     TITLE: Peak Flow Monitoring Follow-up

            Reviewed basic pathophysiology of asthma, medication adminstration,

            peak flow monitoring i.e. zones, symptoms and actions to take. 

            Demonstrated correct use of MDI, DPI and spacer.

     -------------------------------------------------

     TEMPLATE ID: 32

     TITLE: Pulmonary

            Physical Examination

            General:

            HEENT:

            Lungs:

            CV:

            Abdomen:

            Extremity:

            Lymphatics:

            Neuro:

            Chest Radiograph:

            Computed tomography:

            Spirometry:

                            pre                post

            FVC

            FEV1

            DLCO

     -------------------------------------------------

     TEMPLATE ID: 5022

     TITLE: Pulmonary Spiro, CXR, CT

            Spirometry   Pre                            Post

            FVC             

            FEV1           

            ratio             

            DLCO          

            DL/VA        

            CXR: 

            CT Chest:

     -------------------------------------------------

     TEMPLATE ID: 11884

     TITLE: RADER-DM,CLASS

            y/o      Female  Male

            Medication, vitamin/herbal/dietary supplement use and potential for

            drug/nutrient interaction will be assessed during individual follow-up

            appointment.

     -------------------------------------------------

     TEMPLATE ID: 2522

     TITLE: REFRACTIVE SURGERY F/U

            UNCORRECTED VA'S

                 OD

                 OS

            REFRACTION                                                      BCVA'S

                 OD

                 OS

            KERATOTOMY

                 OD

                 OS

            SLIT LAMP EXAM

     -------------------------------------------------

     TEMPLATE ID: 11942

     TITLE: SH

            No Tob

            Social ETOH

     -------------------------------------------------

     TEMPLATE ID: 704

     TITLE: SLEEP CLINIC OBJECTIVE DATA

            Physical Examination:

            V/S:  BP:_________   HR:________   RR:________

            General:

            Facial Structure:  normal     retro     micrognathic

            Oropharynx:  M- 

            Lungs:

            Heart:

            Extremities:

            DISCUSSION OF SLEEP HYGEINE:                                          

                       REGULAR USE OF CPAP/BiPAP IS RECOMMENDED DURING ALL HOURS

            OF SLEEP,  INCLUDING NAPS AND WHILE AWAY FROM HOME; ELIMINATION FROM

            BEDROOM OF NON SLEEP-RELATED STIMULI;  AVOIDANCE OF EXERCISE EXERTION,

            STIMULANTS AND ALCOHOL NEAR BEDTIME; DEVELOPMENT OF SLEEP-RELATED

            ROUTINES AND HABITS.

     -------------------------------------------------

     TEMPLATE ID: 11200

     TITLE: SLEEP Physical Exam

            Physical Examination:

            V/S:  BP: 1   /    ;  HR:    ; RR:1

            General: NAD

            Facial Structure:  normal     retro     micrognathic

            Oropharynx:  M- 

            Lungs: CTAB

            Heart: RR, S1S2

            Extremities: no clubbing/cyanosis/edema

     -------------------------------------------------

     TEMPLATE ID: 11432

     TITLE: SLEEP Physical Exam

            Physical Examination:

            V/S:  BP: 1   /    ;  HR:    ; RR:1

            General: NAD

            Facial Structure:  normal     retro     micrognathic

            Oropharynx:  Mallampati  

            Lungs: CTAB

            Heart: RR, S1S2

            Extremities: no clubbing/cyanosis/edema

     -------------------------------------------------

     TEMPLATE ID: 11201

     TITLE: SLEEP Study pre-scored note

            PSG performed. 

            Multiple hypopnic/apneic events noted in supine REM sleep with

            desaturations to     %.

            Split CPAP titration performed.  Obstructive events and snoring in

            supine REM resolved with CPAP of     cm.

     -------------------------------------------------

     TEMPLATE ID: 3562

     TITLE: THYROID CANCER OBJECTIVE

            VITAL SIGNS ABOVE

            EYES: NO LID LAG OR STARE

            NECK:  WELL HEALED SURGICAL SCAR, NO MASS, NO ADENOPATHY

            LUNGS: CLEAR

            CV:  RRR, NO MURMUR

            ABDOMEN: NO HSM

            EXT: NO TREMOR, NO EDEMA

            NEURO: DTRS  NORMAL   SLIGHTLY BRISK    BRISK

            LAB:

            DD/MM/YY  FREE T4                  ,  TSH                

            SUPPRESSED TG LEVEL: DD/MM/YY  

            CBC:  WBC

            CMP:  CUT AND  PASTE

            CXR:  CUT AND PASTE

            DD/MM/YY  ULTRASOUND:

            DD/MM/YY  MRI NECK:

            DD/MM/YY  PET-CT:

     -------------------------------------------------

     TEMPLATE ID: 3681

     TITLE: THYROTOXICOSIS OBJECTIVE

            VITAL SIGNS: ABOVE

            HEAD: AT/ NC

            EYES: NO LID LAG, NO STARE,  NO SCLERAL INJECTION,  NO PERIORBITAL

            EDEMA,  NO AFFERENT PUPILLARY DEFECT (MARCUS GUNN PUPILS),  NORMAL EOM

            (NO DYSCONJUGATE GAZE),   FUNDI: NO ISCHEMIC CHANGES OR PAPILLEDEMA,

            HERTEL'S  L      MM ; R    MM, @    1__ MM SEPARATION.

            NECK: FIRM THYROID,   NO ENLARGEMENT /   SMALL GOITER (< 30g)  / 

            MEDIUM GOITER (30-60 G)  /  LARGE GOITER (> 60G),  NO BRUIT,  NO

            NODULES

            CV: RRR, NO MURMUR

            LUNGS: CLEAR

            ABD:  NABS, NO HSM, NO MASS

            EXT: NO TREMOR, NO ACROPACHY, NO DERMOPATHY

            SKIN:  NO RASH,  PALMS WARM AND MOIST

            NEURO: DTRS BRISK, PROXIMAL MUSCLE STRENGTH:

     -------------------------------------------------

     TEMPLATE ID: 380

     TITLE: Tobacco-nutr

            Gave written/verbal education on healthy eating to reduce chance of

            weight gain with tobacco cessation.

     -------------------------------------------------

     TEMPLATE ID: 10384

     TITLE: VITALS

            BP 118/58  P 45  T 97.8

     -------------------------------------------------

     TEMPLATE ID: 10385

     TITLE: VITALS

            BP 118/58  P 45  T 97.8

     -------------------------------------------------

     TEMPLATE ID: 11921

     TITLE: WTS CLASS 2

            Medications noted.  No drug-nutrient interactions.

     -------------------------------------------------

     TEMPLATE ID: 53

     TITLE: child neuro

            PE: HC

            HEENT: 

            NECK:

            SKIN:

            GU:

            MUSCULOSKELETAL:

            CREASES:

            NEUROLOGIC:

               MS: 

               CN:

               MOTOR: 

                   DRIFT:

                   STRENGTH

                   TONE

                   BULK

                SENSATION:

                    ROMBERG

                GAIT: 

                REFLEXES:

                   PRIMITIVE

                   DTRs:

     -------------------------------------------------

     TEMPLATE ID: 39

     TITLE: dsme fu

            Data:        A1C  TC   LDL  HDL TG   BP      WT   BMI  Test Score

            Pre-Class   

            Post-Class

            Eye Exam

            Foot Exam

            Microalbumin

     -------------------------------------------------

     TEMPLATE ID: 340

     TITLE: h&P

            PMHx

            SHX

            FHx

            ROS

            PHYSICAL EXAM

            GENERAL WDWN, NAD

            HEENT

            NECK JVP NORMAL, NO THRYOMEG

            CHEST CTAB

            CARD RRR, NO MURMUR, NO S3/S4

            ABD NTND, +BS, NO HSM

            EXT NO EDEMA

     -------------------------------------------------

     TEMPLATE ID: 1901

     TITLE: h&P

            PMHx

            SHX

            FHx

            ROS

            PHYSICAL EXAM

            GENERAL WDWN, NAD

            HEENT

            NECK JVP NORMAL, NO THRYOMEG

            CHEST CTAB

            CARD RRR, NO MURMUR, NO S3/S4

            ABD NTND, +BS, NO HSM

            EXT NO EDEMA

     -------------------------------------------------

     TEMPLATE ID: 10305

     TITLE: ped endo GH F/U exam

            General/mental status:

            HEENT:   

                 fundi

            Thyroid:

            Chest/breasts/axillae:  Breasts   I   II    III    IV    V

            CVS:  

            Lungs:

            Abd:

            Genitalia:  PH   I   II   III   IV   V      Testes              cc    

            SPL 

            Skin:  Injection sites:  clear / 

               Nevi:

            Neuro:  

            Musculoskeletal/extremities:

     -------------------------------------------------

     TEMPLATE ID: 10302

     TITLE: ped endo diabetes exam

            General/mental status:

            HEENT:  

            Thyroid:

            CVS:

            Chest/breasts/axillae:

            Lungs:

            Abd:

            Genitalia:

            Skin: lipohypertrophy  Y  /  N    where:

            Neuro:  

            Musculoskeletal/joint mobility:

            Feet:

     -------------------------------------------------

     TEMPLATE ID: 12901

     TITLE: ped endo puberty exam

            Gen:

            HEENT:

            Neck:

            Thyroid:

            Chest:  Breasts Tanner

            Axillae:

            Lungs:

            CVS:

            Abd:

            Genitalia:  Pubic hair  Tanner

            Skin:

            Extremities:

            Neuro:

-------------------------------------------------

TEMPLATE TYPE: PLAN

-------------------------------------------------

     TEMPLATE ID: 158

     TITLE: 1-CAD

            CORONARY ARTERY DISEASE :

     -------------------------------------------------

     TEMPLATE ID: 160

     TITLE: 1-HLD

            HYPERLIPIDEMIA :

     -------------------------------------------------

     TEMPLATE ID: 161

     TITLE: 1-HTN

            HYPERTENSION :

     -------------------------------------------------

     TEMPLATE ID: 159

     TITLE: 1-HYPOTHYROID

            HYPOTHRYROIDISM :

     -------------------------------------------------

     TEMPLATE ID: 11900

     TITLE: A-nutr-rader

            Verbal/written education: reinforced importance of trusting

            hunger/fullness cues to help guide portion control.

     -------------------------------------------------

     TEMPLATE ID: 12269

     TITLE: ABD PAIN W/U

            1. LABS:

             CBC,ESR, CMP, AMYLASE, LIPASE, TISSUE TRANSGLUTAMINASE,

            ANTII-GLIADIN AB, H.PYLORI, UA

            2. RADIOLOGIC STUDIES

            KUB

            UGI

            3. EGD

            4. MEDICATION

            5. FU PLAN:

     -------------------------------------------------

     TEMPLATE ID: 12270

     TITLE: ABD PAIN W/U

            1. LABS:

             CBC,ESR, CMP, AMYLASE, LIPASE, TISSUE TRANSGLUTAMINASE,

            ANTII-GLIADIN AB, H.PYLORI, UA

            2. RADIOLOGIC STUDIES

            KUB

            UGI

            3. EGD

            4. MEDICATION

            5. FU PLAN:

     -------------------------------------------------

     TEMPLATE ID: 374

     TITLE: AD wt class #2

            If additional questions, gave RD number for f/u

            F/U with RD as needed.

     -------------------------------------------------

     TEMPLATE ID: 12072

     TITLE: ASAP INITIAL RECOMMENDATIONS

            INITIAL RECOMMENDATIONS:

            1. TX TRACK: ( ) ADAPT, ( ) OP, ( ) IP, ( ) IOP

            2. TX STATUS: ( ) ENROLLED, ( ) NOT ENROLLED

            3. TX MODE: ( ) ADAPT, ( ) LEVEL I GROUP, ( ) INDIVIDUAL

            ____________________________                      _______________     

            Client Signature                                                      

                  Date

            ____________________________                      _______________

            Counselor Signature                                                   

             Date

     -------------------------------------------------

     TEMPLATE ID: 12283

     TITLE: ASAP INITIAL RECOMMENDATIONS

            INITIAL RECOMMENDATIONS:

            1. TX TRACK: ( ) ADAPT, ( ) OP, ( ) IP, ( ) IOP

            2. TX STATUS: ( ) ENROLLED, ( ) NOT ENROLLED

            3. TX MODE: ( ) ADAPT, ( ) LEVEL I GROUP, ( ) INDIVIDUAL

            ____________________________                      _______________     

            Client Signature                                                      

                  Date

            ____________________________                      _______________

            Counselor Signature                                                   

             Date

     -------------------------------------------------

     TEMPLATE ID: 10280

     TITLE: Accu-check monitor education

            Mrs Greenway was instructed in the use of the accucheck monitor.  bShe

            was anxious about having to do home monitoring.  She was allowed to

            verbalize her fears and assured  I will be here if she had any

            problems.

     -------------------------------------------------

     TEMPLATE ID: 70

     TITLE: Asthma Education

            Follow appointment to review peak flow monitoring and reinforce

            information

     -------------------------------------------------

     TEMPLATE ID: 286

     TITLE: Burch DM - Plan

            1. Patient received educational information regarding:  DM

            2. Lab (circle):  HbA1c
  CMP
Microalbumin

  Lipid

            3.  Rx:

     -------------------------------------------------

     TEMPLATE ID: 11316

     TITLE: CONSTIPATION PLAN

            I. Cleanout Phase

            Give your child the following:

            ____ Pediatric Fleet Enema: Give _____enema ___times/day for ___days.

            ____Dulcolax Tablets:  Give ___ tablet __times/day for __ days.

            ____Dulcolax Suppository: Insert 1 suppository into rectum ___ for

            ___days.

            ____Magnesium Citrate: Drink ___oz ___times/day for ___days.

            ____FleetsPhosphoSoda: Drink ___oz or ___cc ___times/day followed by 8

            oz of   water for ___days.

            II. Maintenance Phase

            After the cleanout phase is complete, give your child the following:

            ____Miralax: Give ___capful mixed in 8 oz of liquid ___times/day.

            ____Milk of Magnesia: Give ___tablespoons ___teaspoons ___times/day.

            ____Lactulose: Give ___tablespoons ___teaspoons ___times/day.

            ____Mineral Oil: Give ___tablespoons ___teaspoons ___times/day.

            ____Dulcolax Tablets: Give ___tablet ___times per week

            III. Daily Behaviors

            1. Make sure your child drinks plenty of water every day

            2. Have your child sit on the toilet and try to have a bowel movement

            for 10 minutes each day approximately 30 minutes after breakfast and

            dinner. Give your child a foot stool to put his feet on if his feet do

            not touch the floor.  Toilet time is not a punishment and should be a

            calm pleasant relaxed event. This is a very important part of your

            child?s care!

            3 Increase your child?s intake of fresh fruits and vegetables.

            4. Turn off the TV & computer, and have your child participate in some

            form of exercise for at least 30 minutes a day.

            iv. .FOLLOWUP WITH

     -------------------------------------------------

     TEMPLATE ID: 349

     TITLE: COPD

            Life Style Changes:

              Diet:

              Exercise:

              Sleep Hygiene:

              Infection Control:

              Environmental Control:

              Smoking

            Mutually Agreed Upon Goals:

              Smoking Cessation

              Weight Loss / maintenance

              Exercise Program

            Educational Needs:

              Normal lung A&P:

              COPD description:

              Description of Medical Tests:

              Breathing exercises:

              Bronchial Hygiene:

              Medication use, mechanism, & side effects:

              Pulmonary Rehabilitiation:

              ADL's & energy conservation:

              Infection Control:

              Psychological Adjustments to changes in health:

              Home exacerbation plans:

              Advanced Directives:

              Spacers:

              Vaccinations:

              Oxygen:

              Library resources offered:

              Living w/ COPD booklet:

              Annual Physical UTD:

     -------------------------------------------------

     TEMPLATE ID: 2581

     TITLE: COPD

            Medications:

              1.

              2.

            Life Style Changes:

              Diet:

              Exercise:

              Sleep Hygiene:

              Infection Control:

              Environmental Control:

              Smoking

            Mutually Agreed Upon Goals:

              Smoking Cessation

              Weight Loss / maintenance

              Exercise Program

            Educational Needs:

              Normal lung A&P:

              COPD description:

              Description of Medical Tests:

              Breathing exercises:

              Bronchial Hygiene:

              Medication use, mechanism, & side effects:

              Pulmonary Rehabilitiation:

              ADL's & energy conservation:

              Infection Control:

              Psychological Adjustments to changes in health:

              Home exacerbation plans:

              Advanced Directives:

              Spacers:

              Vaccinations:

              Oxygen:

              Library resources offered:

              Living w/ COPD booklet:

              Annual Physical UTD:

            RTC

     -------------------------------------------------

     TEMPLATE ID: 2762

     TITLE: COPD

            Medications:

            1.

            2.

            Oxygen

            Life Style Changes:

              Diet:

              Exercise:

              Sleep Hygiene:

              Infection Control:

              Environmental Control:

              Smoking

            Mutually Agreed Upon Goals:

              Smoking Cessation

              Weight Loss / maintenance

              Exercise Program

            Educational Needs:

              Normal lung A&P:

              COPD description:

              Description of Medical Tests:

              Breathing exercises:

              Bronchial Hygiene:

              Medication use, mechanism, & side effects:

              Pulmonary Rehabilitiation:

              ADL's & energy conservation:

              Infection Control:

              Psychological Adjustments to changes in health:

              Home exacerbation plans:

              Advanced Directives:

              Spacers:

              Vaccinations:

              Oxygen:

              Library resources offered:

              Living w/ COPD booklet:

              Annual Physical UTD:

     -------------------------------------------------

     TEMPLATE ID: 2761

     TITLE: COPD

            Medications:

            Life Style Changes:

              Diet:

              Exercise:

              Sleep Hygiene:

              Infection Control:

              Environmental Control:

              Smoking

            Mutually Agreed Upon Goals:

              Smoking Cessation

              Weight Loss / maintenance

              Exercise Program

            Educational Needs:

              Normal lung A&P:

              COPD description:

              Description of Medical Tests:

              Breathing exercises:

              Bronchial Hygiene:

              Medication use, mechanism, & side effects:

              Pulmonary Rehabilitiation:

              ADL's & energy conservation:

              Infection Control:

              Psychological Adjustments to changes in health:

              Home exacerbation plans:

              Advanced Directives:

              Spacers:

              Vaccinations:

              Oxygen:

              Library resources offered:

              Living w/ COPD booklet:

              Annual Physical UTD:

     -------------------------------------------------

     TEMPLATE ID: 2801

     TITLE: COPD - Other Plans

            Medications:

            1.

            2.

            Oxygen

            Life Style Changes:

              Diet:

              Exercise:

              Sleep Hygiene:

              Infection Control:

              Environmental Control:

              Smoking

            Mutually Agreed Upon Goals:

              Smoking Cessation

              Weight Loss / maintenance

              Exercise Program

            Educational Needs:

              Normal lung A&P:

              COPD description:

              Description of Medical Tests:

              Breathing exercises:

              Bronchial Hygiene:

              Medication use, mechanism, & side effects:

              Pulmonary Rehabilitiation:

              ADL's & energy conservation:

              Infection Control:

              Psychological Adjustments to changes in health:

              Home exacerbation plans:

              Advanced Directives:

              Spacers:

              Vaccinations:

              Oxygen:

              Library resources offered:

              Living w/ COPD booklet:

              Annual Physical UTD:

     -------------------------------------------------

     TEMPLATE ID: 140

     TITLE: Cardiology Followup

            __y/o  w:

            CAD- Class  I/ II/ III/ VI  stable/ with new sxs

            Plan continued current medical regimen

            Plan reassess with MPS/LHC

            Plan admission to 3w/CCU

            Plan increase/change BB/  NTG/  CCB

            Encouraged continued/increased exercise

            CHF- Class I/ II/ III/ VI  stable/ with new sxs

            Plan continued current medical regimen

            Plan admission to 3w/CCU

            Plan increase/change BB/  ACEI/  ARB

     -------------------------------------------------

     TEMPLATE ID: 11376

     TITLE: Comprehensive Eye Exam

            1. Rx Manifest Refraction for new glasses

            2. Mon 1 yr.

            3. Rx Contact Lens RXPatient RTC or Call with CL Parameters and

            Reissue Contact Lens Prescription prn

            F/U for HVF 24-2

            F/U for CL check

            F/U for DFE

            RTC 2 years

     -------------------------------------------------

     TEMPLATE ID: 9689

     TITLE: Corticosteroid Injection

            INJECTION PROCEDURE NOTE:

            THE PATIENT DENIED ALLERGIES TO LIDOCAINE AND DEPOMEDROL. 

            THE RISKS AND BENEFITS OF CORTICOSTEROID INJECTION DISCUSSED WITH

            PATIENT. THESE INCLUDED BUT WERE NOT LIMITED TO LOCAL DISCOMFORT,

            TEMPORARY NUMBNESS, BLEACHING OF SKIN, TENDON RUPTURE, ETC.  AFTER

            PREPARTION OF SKIN WITH ALCOHOL AND APPLICATION OF TOPICAL ETHYL

            CHLORIDE ANESTHETIC, STERILE TECHNIQUE WAS USED TO INJECT THE AREA

            INQUESTION WITH 2CC 1%LIDOCAINE/0.5CC DEPOMEDROL (20MG) WITHOUT

            DIFFICULTY.  

            A BAND-AID DRESSING WAS APPLIED.

     -------------------------------------------------

     TEMPLATE ID: 8876

     TITLE: DACH NOB

            Discussed nutrition, hydration, exercise, OTC medications, kegels, SBE

            Request Ultrasound appt between 18 and 20 weeks gestation

            Pap smear, GC/Chlamydia culture to lab

            Continue PNV and any other prescribed medications

            Review danger signs of toxemia, UTI, vaginal bleeding/cramping/LOF, or

            decreased FM

            RTC           weeks or call and make a Same Day appointment if there

            are problems or concerns

     -------------------------------------------------

     TEMPLATE ID: 8878

     TITLE: DACH Routine OB appt

            Review signs and symptoms of urinary tract infection, vaginal cramping

            or bleeding, headaches, vision changes, severe heartburn, unusual

            pain.

            Review hydration goals, nutrition goals, and notation of fetal

            movement.

            Continue use of prenatal vitamins 

            Return to clinic in 4 weeks for the next visit or call and schedule a

            Same Day appointment if there is a problem.

     -------------------------------------------------

     TEMPLATE ID: 6126

     TITLE: DHCN  WELL WOMAN PLAN OF CARE

            PAP SENT TO LAB

            BREAST SELF EXAM MONTHLY

            MAMMOGRAM ORDERED

            BONE DENSITY TESTING

            PRESCRIPTIONS:

     -------------------------------------------------

     TEMPLATE ID: 8825

     TITLE: DHCN - Acupuncture for lateral epicondylitis

            Acupuncture:

            Right: LI 10, 11, 14 - MT / 2 Hz for 12 minutes

            Left: Inverse (KI3) and contrary (LI 11)

            Auricular: Shen men, Sympathetic, Thalamus, stress control

            Patient tolerated the procedure well without complication

     -------------------------------------------------

     TEMPLATE ID: 10554

     TITLE: DHCN Acupuncture Wrist

            Acupuncure:

            Right: LI4, LI5, LI10 MT X 12 Min + inverse and contrary: Left: LI4,

            LR3

            No complications - f/u 2 weeks - consider auricular points as well

     -------------------------------------------------

     TEMPLATE ID: 9293

     TITLE: DHCN Acupuncture for Knees

            Acupuncture Knees (Manual Tonification):

            KI Shu and Mu for 5 minutes in MT

            Bil SP9, LR8, SP10, ST34, GB33, ST36

            Shao Yin, Tai Yang: KI3, 7, 10, SI3, BL60 - 2 Hz /  MT X 12 min

            Patient tolerated procedure well without complication

            Explained expected course

            F/U as above or PRN

     -------------------------------------------------

     TEMPLATE ID: 10050

     TITLE: DHCN Allergy Plan Immunotherapy

            Patient is a candidate for immunotherapy, and we discussed the risks,

            benefits, and commitment involved.  They will consider this, and

            consult the patient education websites that I recommended, and contact

            me if they wish to proceed with that form of treatment.

     -------------------------------------------------

     TEMPLATE ID: 9338

     TITLE: DHCN CM

            Type of case:

            Accepted into Case Management: ()Yes  ()No - if not why:

            Plan of Care:

            Expected Outcomes:

            Patient signed consent for Case Management: ()Yes  ()No - if not why:

            Outside Agency:

            Durable Medical Equipment:

               Company:

            POC

               Name:

               Telephone number:

               Next contact:

               Telephone number:

            Coordination with PCM:  ()Yes  ()No

               Comments:

     -------------------------------------------------

     TEMPLATE ID: 9365

     TITLE: DHCN Case Management

            Accepted into CM:

            Goals

            1.

            2.

            3.

            4. 

            Consent to CM Plan

            Reassessment

     -------------------------------------------------

     TEMPLATE ID: 2104

     TITLE: DHCN DM Nut class

            Goals: 1. Daily meal planning

                        2. Monitor food labels for CHO

                            30-50 gm CHO per meal

                            55-75 gm CHO per meal

                        3. Increase fiber (>20 gm/day) and H2O intake

                        4. Maintain 7 day food diary and SMBG log

                        5. Individual f/u appt in 2-4 weeks to assess nutritional

            intake

                        6. F/U in 1 yr

                        7. Dining Out class

                        8. Commissary Tour

                        9. Holiday strategy class

            Long term goal: < HgbA1C to <7, SMBG 80-120

                                       TC < 200, LDL < 100

     -------------------------------------------------

     TEMPLATE ID: 2105

     TITLE: DHCN DM Nut class

            Goals: 1. Daily meal planning

                        2. Monitor food labels for CHO

                        3. Increase fiber (>20 gm/day) and H2O intake

                        4. Maintain 7 day food diary and SMBG log

                        5. Individual f/u appt in 2-4 weeks to assess nutritional

            intake

     -------------------------------------------------

     TEMPLATE ID: 11965

     TITLE: DHCN FRACTURE FOLLOW UP

            Pt. has healed fracture adequately to return to normal activity

            without cast or splint ___

            Change Cast from _____  to  _____.

            Change Splint to __________ cast.

            May return to limited activity: ____________ (specify)

            Physical Therapy Consult for:

            Re-Reduction of fracture of:

            
Radiographs post re-reduction:

            Follow-up in:__________ for ______________.

            Pt and or parent(s) comprehend instructions and will comply as

            directed.

     -------------------------------------------------

     TEMPLATE ID: 6622

     TITLE: DHCN Generic procedure note

            Procedure:

            Informed consent obtained

            Area prepped and draped in sterile fashion

            Anesthesia:

            Description of procedure:

            EBL:

            Hemostasis:

            Complications:

            Patient tolerated prodedure without complication

     -------------------------------------------------

     TEMPLATE ID: 2921

     TITLE: DHCN HTN

            Ambulatory BP monitoring indicated for:

            __ Suspected white-coat hypertension in the absence of target-organ

            injury.

            __ Apparent drug resistance 

            __ Hypotensive symptoms with antihypertensive meds

            __ Episodic hypertension

            (Normal BP) Encourage lifestyle modification.

            (Prehypertension without chronic kidney disease or diabetes) Lifestyle

            modification (no antihypertensive drugs are indicated):

            (Prehypertension with chronic kidney disease or diabetes)  Treatment

            for underlying condition:

            (Stage I Hypertension)

            -Lifestyle modification

            -Initial drug therapy without compelling indication: (THIAZ for most,

            but may consider ACEI, ARB, BB, CCB or combination)

            -Initial drug therapy with compelling indication:

            Heart failure                          THIAZ, BB, ACEI, ARB, ALDO ANT

            Post MI                                   BB, ACEI, ALDO ANT

            High CVD Risk                       THIAZ, BB, ACEI, CCB

            Diabetes                                THIAZ, BB, ACEI, ARB, CCB

            Chronic kidney disease         ACEI, ARB

            Recurrent stroke prevention  THIAZ, ACEI

            (Stage II Hypertension)

            -Lifestyle modification

            -Initial drug therapy without compelling indications: (THIAZ and ACEI

            or ARB or BB or CCB)

            -Initial drug therapy with compelling indication:

            BP Treatment goal: < 140/90 / < 130/80 (DM or chronic kidney disease)

            LDL Goal: <100 (Hx of IHD/MI/ASCVD) / <130 (2 or more risk factors) /

            <160 (less than 2 risk factors)

            Counseling/Patient Education:  

            -Risks of hypertension discussed.  With increasing BP, the risk of MI,

            heart failure, stroke, and kidney disease increases.  Antihypertensive

            therapy has been associated with a 35-40% reduction in stroke

            incidence, 20-25% reduction in MI, and more than 50% reduction in

            heart failure. (JNC VII)

            -Lifestyle modifications explained to include:

            -Weight reduction (Target BMI 18.5-24.9) (Reduces systolic BP

            5-20mmHg)

            -Adopt DASH eating plan (Consume diet rich in fruits, vegetables, and

            low fat dairy products with a reduced content of saturated and total

            fat) (Reduces systolic BP 8-14 mmHg)

            -Reduce dietary sodium (2-8mmHg)

            -Engage in regular aerobic physical activity 30 min/day most days of

            the week (4-9 mmHg)

            -Moderation of Alcohol consumption (No more than 2 drinks daily for

            men or 1 drink daily for women) (2-4mmHg)

            -Side effects of medications discussed

            -Current BP and BP goals provided in writing.

     -------------------------------------------------

     TEMPLATE ID: 2981

     TITLE: DHCN Initial DM Teaching Instructions

            Initial diabetic teaching done per request of:

            Reviewed the following topics:

            
Basic summary of Diabetes Type 2

            
Blood glucose monitoring technique (Accu-chek Monitor System)

            
Frequency of testing & goal glucose levels:  

            

Fasting before meals (80-120)

            

2 hours after a meal (less than 140)

              

At bedtime (less than 140)

            
Documentation of results for tracking patterns, diary provided

            
Proper Lancet Disposal

            Handouts provided:

            
Diabetes Care:  Basic Facts

            
Diabetes Made Easy

            
Diabetes Care:  What Can I Eat

            
Using Your Accu-Chek Advantage Monitor

            
Using Your Accu-chek Softclix Lancet Device

            Accu-chek monitor programmed with date and time.  Quality controls

            performed on test strips.  Patient successfully demonstrated proper

            techniques using own equipment.  Instructed how to refill diabetic

            supplies.

            Encouraged patient to attend Diabetes & Nutrition Classes, instructed

            to contact healthcare liaison (703-576-1318) for assistance making

            class appointments.  Referral written.

            
Basic Diabetes Class

            
Intermediate Diabetes Class

            
Advanced Diabetes Class

            
Nutrition for Diabetics Class

            Patient to follow up with provider in: _______.  Call appointment

            center (703-550-2671) to schedule appointment.  Can leave non-urgent

            message with provider by calling the Team _____ Care Coordinator (RN)

            at 703-491-7668, and press options 4, then 1, then _____

            Patient verbalized good understanding to all instructions. Copy of

            this form given to patient and diabetes educator.

     -------------------------------------------------

     TEMPLATE ID: 2983

     TITLE: DHCN Insulin Teaching Nurse's Note

            Pt to follow up with provider:  

            __  Referral written for Diabetes Education Classes

            __  Referral written for individual Nutrition appt.

            __  Referral written for Diabetes Institute Nurse Practitioner 

            Patient verbalized/demonstrated good understanding to all

            instructions.

     -------------------------------------------------

     TEMPLATE ID: 12272

     TITLE: DHCN Non-allergic rhinitis

            There is no indication for immunotherapy (allergy shots), for

            complicated or expensive measures to modify the home environment, or

            for finding another home for the family pet, based on today's negative

            testing results.

     -------------------------------------------------

     TEMPLATE ID: 1621

     TITLE: DHCN Nurse Triage Note

            Disposition:

            __ Call 911

            __ Present to ED ASAP

            __ Present to clinic ASAP

            __ SDA with:  at (time):

            __ Routine appointment within 7 days

            __ Message or T-Con (CHCS) for PCM:

            __ Home-Care instructions and advice given:

            __ Advised caller to call back if problems worsen

                 Specific reasons:

            Other: 

            Triage protocol used (w/page number):

            __ Briggs     _______    

            __ Schmidt   _______

            __ Other:      _______

            Caller verbalized an understanding of and agrees to plan.

     -------------------------------------------------

     TEMPLATE ID: 5141

     TITLE: DHCN Nurse Triage Note

            Disposition:

            __ Call 911

            __ Present to ED ASAP

            __ Present to clinic ASAP

            __ SDA with:  at (time):

            __ Routine appointment within 7 days

            __ Message or T-Con (CHCS) for PCM:

            __ Home-Care instructions and advice given:

            __ Advised caller to call back if problems worsen

                 Specific reasons:

            Other: 

            Triage protocol used (w/page number):

            __ Briggs     _______    

            __ Schmidt   _______

            __ Other:      _______

            Caller verbalized an understanding of and agrees to plan.

     -------------------------------------------------

     TEMPLATE ID: 1641

     TITLE: DHCN Nurse Triage Note

            Disposition:

            __ Call 911

            __ Present to ED ASAP

            __ Present to clinic ASAP

            _X_ SDA with:  at (time):  1100 WITH DR. ANDERSON

            __ Routine appointment within 7 days

            __ Message or T-Con (CHCS) for PCM:

            __ Home-Care instructions and advice given:

            __ Advised caller to call back if problems worsen

                 Specific reasons:

            Other: PT VERBALIZED UNDERSTANDING AND AGREES TO PLAN

            Triage protocol used (w/page number):

            __ Briggs     _______    

            __ Schmidt   _______

            __ Other:      _______

            Caller verbalized an understanding of and agrees to plan.

     -------------------------------------------------

     TEMPLATE ID: 762

     TITLE: DHCN OMT-Aaronson

            OMT (CPT code 98925/6) today consisted of:

               Pelvis - Muscle Energy / High Velocity Low Amplitude 

               Lumbar - Soft Tissue Deep Articulation / High Velocity Low

            Amplitude 

               Thoracic - Soft Tissue Deep Articulation / High Velocity Low

            Amplitude 

               Cervical - Soft Tissue Deep Articulation / Myofascial Release /

            High Velocity Low Amplitude / Muscle energy

            Patient tolerated procedure well with no complication, reporting

            relief

            F/U PRN or as indicated above

     -------------------------------------------------

     TEMPLATE ID: 9394

     TITLE: DHCN ORTHO INITIAL FX CARE

            Treatment:

            
Anesthesia (Type and Amount):

            
Closed Reduction:

            
Cast (Type):

            
Surgical Reduction and Fixation (Type and Surgeon):

            

Date of Surgery:

            
Additional Treatment Plan (to include PT):

     -------------------------------------------------

     TEMPLATE ID: 9116

     TITLE: DHCN ORTHO KNEE

            Physical Therapy: 

            Medications: 

            Surgery: 

            Activity Allowed/Restricted: 

            Return Visit: 

            Pt. Understands instructions and will fully comply  ___ Yes  ___ No

                 If "No", Why?

     -------------------------------------------------

     TEMPLATE ID: 9119

     TITLE: DHCN ORTHO SHOULDER

            Physical Therapy: 

            Medications:


            Surgery:

            Activity Allowed/Restricted:


            Return Visit:

            Pt. Understands instructions and will fully comply  ___ Yes  ___ No

                 If "No", Why?

     -------------------------------------------------

     TEMPLATE ID: 1481

     TITLE: DHCN Screening FS - normal

            Repeat screening flexible sigmoidoscopy in 5 years

            Yearly hemoccults

            Expect mild cramping from gas today

            Hydrate well today, carefully advance diet to normal.  Maintain a high

            fiber diet.

            Return to clinic or ER if:

               Any mild rectal bleeding that does not resolve spontaneously after

            48 hours or any rectal bleeding that is profuse (i.e. clots)

               Abdominal pain that does not resolve or progressively worsens

               Inability to pass flatus or stool

            Benefits of periodic colorectal screening explained

            Patient understands and agrees with plan

     -------------------------------------------------

     TEMPLATE ID: 1802

     TITLE: DHCN Vasectomy Counseling

            1.
Post Vasectomy semen analysis ordered

            2.
Motrin 800 mg po TID prn

            3.
Valium 5 mg:  take 1-2 tab po 1 hour prior to procedure

            4.
T3 1-2 tab po q4-6 hour prn pain

            5.
Discussed with pt need to have someone to drive pt home s/p

            procedure and not to drive to clinic with valium on board

            6.
Post care instructions discussed with pt

     -------------------------------------------------

     TEMPLATE ID: 9892

     TITLE: DHCN WWC >40 CARE PLAN

            Screening mammogram in radiology.

            5 year well woman labs : TSH, Lipid Panel, UA, BMP, report to lab when

            fasting.

            RTC in one year for annual Well Woman Exam.

     -------------------------------------------------

     TEMPLATE ID: 9893

     TITLE: DHCN WWC >50 Care Plan

            Screening mammogram in radiology.

            5 year well woman labs : TSH, Lipid Panel, UA, BMP, report to lab when

            fasting.

            Hemocult slides x 3, supplies and instuction sheet given.

            RTC in one year for annual Well Woman Exam.

     -------------------------------------------------

     TEMPLATE ID: 12221

     TITLE: DHCN WWC >50 Care Plan

            Screening mammogram in radiology.

            5 year well woman labs : TSH, Lipid Panel, UA, BMP, report to lab when

            fasting.

            Hemocult slides x 3, supplies and instuction sheet given.

            baseline colonoscopy if not done

            RTC in one year for annual Well Woman Exam.

     -------------------------------------------------

     TEMPLATE ID: 6223

     TITLE: DHCN WWC REFILL

            # MONTHS REFILLED

            RETURN TO CLINIC FOR HEADACHE, SHORTNESS OF BREATH, ABNORMAL BLEEDING,

            MISSED PERIODS, OR OTHER SYMTPOMS AS LISTED ON PACKAGE INSERT OF

            MEDICATION.

            FOOD/DRUG INTERACTION FOR THIS PRESCRIPTION DISCUSSED.

     -------------------------------------------------

     TEMPLATE ID: 12220

     TITLE: DHCN WWC REFILL

            # MONTHS REFILLED

            RETURN TO CLINIC FOR HEADACHE, SHORTNESS OF BREATH, ABNORMAL BLEEDING,

            MISSED PERIODS, OR OTHER SYMTPOMS AS LISTED ON PACKAGE INSERT OF

            MEDICATION.

            FOOD/DRUG INTERACTION FOR THIS PRESCRIPTION DISCUSSED.

     -------------------------------------------------

     TEMPLATE ID: 1301

     TITLE: DHCN procedure note - brief

            Procedure: Shave Bx

                  Inrformed consent obtained: Yes

                  Prep: Area prepped in sterile fashion

                  Anesthesia: 

                  Description: 

                  EBL: 

                  Hemostasis: 

                  Complications: None

                  Patient tolerated the procedure well

     -------------------------------------------------

     TEMPLATE ID: 11311

     TITLE: DHCNPeds-nutrition

            1. > exercise/activity by:

            2. > fruits/veg by       servings per day

            3. < desserts/sodas by          servings per day

            4. > dairy sources by             servings per day

            Long term goal:

     -------------------------------------------------

     TEMPLATE ID: 151

     TITLE: DIABETES MELLITUS

            HEMOGLOBIN A1C, URINE MICROALBUMIN, ANNUAL DIALATED EYE EXAM, REFERRAL

            TO PODIATRY FOR TOE NAIL CLIPPING, LIPID CHECK; FOLLOW UP IN 3-4

            MONTHS OR PRN

     -------------------------------------------------

     TEMPLATE ID: 12782

     TITLE: DM Class # 2 - Nutrition

            Goals:  Plan meals and snacks using carbohydrate counting 

                        (45-50 grams/meal)

                        Check food labels for total carbs

                        Gradually increase fiber to >20gm/d, eat 4+fruit/veggies/d

                         Continue fluid intake at 2 qt/d

                         Attend Basic and Intermediate Diabetes Education Classes

     -------------------------------------------------

     TEMPLATE ID: 384

     TITLE: DM class #1 MNT

            Reccommend that pt. F/U with RD on at least a yearly basis to review

            meal planning 

     -------------------------------------------------

     TEMPLATE ID: 132

     TITLE: Dermatology- Plan

            -  ABCD's/Sun precautions discussed with handout

            -  LN2 to AK's after counselling and consent on risk/benefits

            including dyspigmentation/scarring

            - Patient counselled on risks/benefits of procedure

            - Shave Bx of #

            - Punch Bx of #

            - Follow-up to be determined based on biopsy results

            - Follow-up 6-12 months prn

     -------------------------------------------------

     TEMPLATE ID: 128

     TITLE: Dermatology-OP note

            Pre-Op diagnosis: 

            Pre-Op  lesion size:   CM

            Post-Op lesion size:  CM

            Operation: EXCISION WITH COMPLEX LINEAR CLOSURE

            Surgeon: 

            Nurse: 

            Anesthesia:  6 cc of 1% Xylocaine with 1:100,000 Epinephrine

            Indication for surgery:   Malignancy/Atypia

            Indication for closure:  Optimize healing and close at relaxed skin

            lines

     -------------------------------------------------

     TEMPLATE ID: 4709

     TITLE: ENT-ASNHL

            MRI IAC

            FTA

            F/u after above

            Pt was counselled about the need for continued audiologic follow-up,

            that although the findings of the imaging and labs are negative at

            this point this does not preclude positive findings in the future, as

            well as the need for noise protection.

     -------------------------------------------------

     TEMPLATE ID: 4703

     TITLE: ENT-Head and Neck

            Pt will f/u in  months

            Pt was counselled about smoking and alcohol cessation 

            Labs   TFT, CBC, Chem

            Rads  CXR

     -------------------------------------------------

     TEMPLATE ID: 4713

     TITLE: ENT-Sinusitis

            -will plan trial of max med rx followed by imaging

            -    

            -CT scan at one month

            -nasal steroids

            -nasal saline

            -f/u after

     -------------------------------------------------

     TEMPLATE ID: 4684

     TITLE: Ear-vertigo

            ENG/Chair

            Audio

            PT/Balance test

            Neuro

            Imaging

     -------------------------------------------------

     TEMPLATE ID: 6317

     TITLE: Endocrinology Service - DIABETES

            1.   Patient counselled in detail about  medication, diet, and

            treatment goals.

            2.  The following changes have been made:    

            3. Labs for today: 

            A1c 

            Lipids 

            Fructosamine

            CMP

            Urine MA

            3.  Follow-up in 3-4 months

     -------------------------------------------------

     TEMPLATE ID: 10043

     TITLE: FOLLOW UP ROUTINE WWC

            FOLLOW UP FOR PAP SMEAR IN ONE YEARS

     -------------------------------------------------

     TEMPLATE ID: 10044

     TITLE: FOLLOW UP ROUTINE WWC

            FOLLOW UP FOR PAP SMEAR IN ONE YEARS

     -------------------------------------------------

     TEMPLATE ID: 2561

     TITLE: Fast Food and Dining Out (LEAN Class)

            Presented information in group format regarding tips on ordering at

            fast food restaurants, caloric and fat content of typical restaurant

            food choices, and how to select healthier salads.  Also discussed

            healthy choices when dining out.  Class members vocalized their

            thoughts on the above topics.  Handout given.  Class members

            encouraged to stay the course in losing and maintaining their weight

            loss.

     -------------------------------------------------

     TEMPLATE ID: 10424

     TITLE: Gastric Bypass Surgery

            Goal of Therapy: Increase knowledge of post gastic bypass diet,

            promote weight loss, avoid stretching of stomach pouch and stoma.

            F/U PRN

            Provided pt with phone number and encouraged her to call if any

            questions arise.

     -------------------------------------------------

     TEMPLATE ID: 150

     TITLE: HYPERLIPIDEMIA

            CHECK AST/ALT; FASTING LIPID PROFILE; NUTRITION REFERAL

     -------------------------------------------------

     TEMPLATE ID: 9994

     TITLE: Healthy Lifestyles Orientation:  Nutrition

            Pt to continue with the year-long Healthy Lifestyles Program.

     -------------------------------------------------

     TEMPLATE ID: 10418

     TITLE: Healthy Lifestyles Orientation: Medication & Program

     Requirements

            Goal of Therapy:  Increase knowledge of Orlistat and healthy

            lifestyles program requirments.

            Encouraged pt's to speak with their healthy lifestyle case manager if

            additional questions about the program requrirements or Orlistat arise

            in the future.

     -------------------------------------------------

     TEMPLATE ID: 10905

     TITLE: Healthy Lifestyles- Recipe Modification

            Goals:

            1)  Start finding ways to modify current recipes with healthier

            alternatives

            2)  Start planning menu's for optimal grocery shopping habits

            3)  Try bulk cooking to enhance ease of cooking

     -------------------------------------------------

     TEMPLATE ID: 11263

     TITLE: Healthy Lifestyles: Basic Guidelines for Weight Control

            Goal of Therapy: Gradual weight loss while maintaining LBM.

            Goals:  continue to follow meal plan

                        excercise 

                        follow guidelines discussed in class

            F/U in one week for next session of the Healthy Lifestyles Program

     -------------------------------------------------

     TEMPLATE ID: 9258

     TITLE: INDUCTION AND SUBMISSION

            PATIENT WILL RETURN FOR ADDITIONAL INDUCTION IF INDICATED BY MEDICAL

            PROVIDER.

     -------------------------------------------------

     TEMPLATE ID: 12243

     TITLE: IVF embryo transfer and couselling

            Counseling 

            The patient's identity, the procedure to be performed, and the

            specific site of the procedure was verified IAW MEDCOM Cir 40-17 dated

            10 March 2003. Prior to proceeding with embryo transfer, the patient

            was counseled regarding the risks associated with embryo transfer to

            include infection, pregnancy, possibility of not getting pregnant,

            risks of multiple gestation (and the associated risks of higher order

            multiple gestations). In addition, the pros and cons of assisted

            hatching were discussed with the patient. See signed consent form for

            specific details. After discussion, in which all questions were

            answered to the patient's apparent satisfaction, it was decided to

            transfer : ________   embryos. The patient opted for assisted hatching

            : yes____no_____

            Additional factors that were considered in making the decision on how

            many embryos to transfer include: 

            Transfer Information 

            Day 3 embryo transfer : yes____no_____

            Day 5 embryo transfer : yes____no_____

            The patient was taken to the procedure room where, together with the

            embryologist, the embryos and the number of embryos to be transferred

            were confirmed according to laboratory protocol. The patient was

            placed in the lithotomy position and a sterile speculum was placed.

            The cervix was washed with embryo culture media. The transfer was then

            accomplished as below.

            Embryos transferred, by grade : 

            Day 3 : 

            I : _____     II : ______   III : ______  IV : ______ V : _______  

            Day 5 : 

            Expanded Blast : _____     Blast : _______  Early Blast : _______   

            Morula : ________  Arrested : ______

            Transfer physician : 

            Attending physician : Larsen_____, Bush_____, Armstrong_____,

            Segars_____, Weil_____

            Type of transfer catheter : Wallace_____, Cook_____, other_____

            Pre-transfer sham done : yes_____no_____

            Number of attempts/catheters : _____ 

            The embryos were transferred approximately 1.5 cm from the fundus, at

            a depth of approximately  _____  cm.

            Ultrasound confirmation of transfer : yes_____no_____

            Following transfer, the embryo transfer catheter was inspected and

            flushed by the embryologists. 

            Retained embryos : yes_____no_____

            Retransfer performed : yes_____no_____

            Blood on catheter tip : yes_____no_____

            Mucous on catheter tip : yes_____no_____

            Difficulty of embryo transfer : easy_____, moderate_____, hard_____) 

            The patient was moved to a stretcher and returned to the recovery

            room. She remained supine for twenty minutes.

            Follow up :

            Discharge instructions were given. Progesterone supplementation is to

            be continued as prescribed. The patient is to return on

            _______________ for a quantitative HCG.

     -------------------------------------------------

     TEMPLATE ID: 225

     TITLE: Interferon Follow Up

            1. Week  32 labs today

            2. Continue current medication

            3. Follow up in 4 weeks (June 4)

     -------------------------------------------------

     TEMPLATE ID: 8925

     TITLE: Intro to Healthy lifestyles Program

            Pt to either enroll in Lifestyles Program or seek individual nutrition

            and/or exercise counseling.

     -------------------------------------------------

     TEMPLATE ID: 6021

     TITLE: KUSAHC Standard Plan

            Labs:   

            Procedures:  

            Radiology:  

            Diagnostic tests:  

            IV therapy:  

            Medications:  

            Immunizations:  

            Consults:  

            Profile:  

            Patient Education:  

            Follow up:

     -------------------------------------------------

     TEMPLATE ID: 6022

     TITLE: KUSAHC Standard Plan

            Labs:   

            Procedures:  

            Radiology:  

            Diagnostic tests:  

            IV therapy:  

            Medications:  

            Immunizations:  

            Consults:  

            Profile:  

            Patient Education:  

            Follow up:

     -------------------------------------------------

     TEMPLATE ID: 219

     TITLE: Lipid Clinic new

            Discussed pathophys of CHD, NCEP goals for lipid levels with pt.

            Educated pt on TLC standards for diet and exercise. 

     -------------------------------------------------

     TEMPLATE ID: 154

     TITLE: MUSCLE SKELETAL

            IBUPROFEN 800 MG PO TID; STRETCHING AND STRENGTHENING EXCERCISES,

            PHYSICAL THERAPY REFERRAL;

     -------------------------------------------------

     TEMPLATE ID: 6331

     TITLE: NEURO PLAN

            1)  RTC

            2)  

            3)  

            4)  

            5)  

            6)  

            7)

     -------------------------------------------------

     TEMPLATE ID: 10412

     TITLE: NUTR/CHOLESTEROL - RADER

            With regard to pt's current dietary habits recommend the following

            additions or substitutions:

            1. Limit beef, pork and veal to two times per month.

            2. Use non-fat dairy products.

            3. When choosing packaged or processed foods limit those with

            hydrogenated fats.

            4. Use olive oil.

            5. Use lite margaines or Benecol or Take Control margarine.

            6. Limit eggs to two times per week.

            7. Eat fish two times per week.

            8. Eat dried beans and skinless poultry more often.

            9. Eat 6 to 10 (half-cup) servings of vegetables and fruit per day.

            10. Chose whole grains with 3 or more grams of fiber and no

            hydrogenated fat.

            11. Eat 1/4 c. of peanuts, walnuts or almonds daily.

            12. Add soy-based foods as discussed.

            13. Eat more high soluble fiber foods such as oatmeal, dried beans,

            barley and lentils.

            14.  Exercise 5-7 times per week for 30 to 40 minutes.

            Verbal/written information: Reinforced heart healthy principles.

     -------------------------------------------------

     TEMPLATE ID: 197

     TITLE: Nutrition

            1. Focus on behavior modifications -- Eat balanced 3 meals w/

            appropriate snacks. Monitor portion sizes

            2. Decrease kcal/fat/Na intake

            3. Read labels and choose foods appropriately

            4. Increase fiber 25-35gms/day & water 64oz/day

            5. Keep food journal

            6. Regular exercise

     -------------------------------------------------

     TEMPLATE ID: 350

     TITLE: Nutrition

            1. Focus on behavior modifications -- Eat balanced 3 meals w/

            appropriate snacks. Monitor portion sizes

            2. Decrease kcal/fat/Na intake

            3. Read labels and choose foods appropriately

            4. Increase fiber 25-35gms/day & water 64oz/day

            5. Keep food journal

            6. Regular exercise

     -------------------------------------------------

     TEMPLATE ID: 4003

     TITLE: Nutrition HLD & HTN

            1. Focus on lifestyle modifications -- Eat balanced 3 meals w/

            appropriate snacks. Monitor portion sizes

            2. Decrease total fat to less than 60 grams per day/saturated fat les

            than 15 grams per day/ sodium less than 2,000 mg per day

            3. Read labels and choose foods appropriately

            4. Increase soluble fiber to 10-25 grams/day & water 64oz/day

            5. Increase Omega-3 fatty acids via fish and flax seed

            6. Decrease caffeine intake

            7. Keep food journal

            8. Regular exercise -- incorporate an aerobic routine with current

            activity: aim for 4 times a week for at least 20 minutes

            Pt agrees with plan

     -------------------------------------------------

     TEMPLATE ID: 2945

     TITLE: PHARMACY REFILL PLAN

            List problem by severity

            1. ___ (condition): Renewd/ Refilled ______ (drug), _____ (SIG),

            __(qty), __(#RF).

            2. ___ (condition): Renewd/ Refilled ______ (drug), _____ (SIG),

            __(qty), __(#RF).

            3. ___ (condition): Renewd/ Refilled ______ (drug), _____ (SIG),

            __(qty), __(#RF).

            PHARMACY SCORECARD (Additional Actions taken)

     -------------------------------------------------

     TEMPLATE ID: 11182

     TITLE: PHO BMA PROCEDURE NOTE

            BMA Procedure Note:

            Pt was consented for the procedure and sedation.. Sedated with

            ___________ and __________,. Prepped and draped. 1% Lidocaine

            infiltrated SQ and peppered over the bone. Bone marrow aspirate

            obtained from the _____ posterior iliac crest and sent for analysis. 

            Patient tolerated the procedure well.

     -------------------------------------------------

     TEMPLATE ID: 11183

     TITLE: PHO BMA/BMBX PROCEDURE NOTE

            BMA/BMBX Procedure Note

            Pt was consented for the procedure and sedation.. Sedated with ______

            and _______. Prepped and draped. 1% Lidocaine infiltrated SQ and

            peppered over the bone. Bone marrow aspirate and biopsies obtained

            from ________ iliac crests and sent for analysis.  Patient tolerated

            the procedure well

     -------------------------------------------------

     TEMPLATE ID: 11185

     TITLE: PHO LP PROCEDURE NOTE

            LP Procedure Note

            Pt was consented for the procedure. Pt was sedated with _______ and

            ______ IV. Prepped and draped. L4-L5 interspace entered and ____cc of

            clear spinal fluid collected. Patient tolerated well

     -------------------------------------------------

     TEMPLATE ID: 11184

     TITLE: PHO LP WITH INTRATHECALS PROCEDURE NOTE

            LP/IT Chemo Procedure Note

            Pt was consented for the procedure. Sedated with _______ and _______

            IV prior to procedure. Prepped and draped. L4-L5 interspace entered

            and _____cc of clear spinal fluid collected. Then ______ mg of ______

            in ______ cc NS infused. Patient tolerated well.

     -------------------------------------------------

     TEMPLATE ID: 12110

     TITLE: PHO Sickle Cell Transfusion

            1. Premedicate with:

             -Tylenol 650mg po and

             -Benadryl 25mg po

            2. Transfuse 2 units irradiated, sickle neg, leukofiltered,

            phenotypically matched PRBCs via Port-a-Cath/Broviac/Peripheral IV.

            3. May get additional dose Tylenol 650mg po.

     -------------------------------------------------

     TEMPLATE ID: 2449

     TITLE: PM&R Low Back Pain #1

            1. Patient educated on the causes, prevention and treatment of low

            back 

                pain.

            2. Referral to physical therapy clinic for trial of therapeutic

            modalities,     

                stretching/ROM exercises, pelvic stabilization exercises, and

            instruct on 

                low impact aerobic exercise program/aquatic therapy

            3. Medications:

               - Analgesics

               - NSAIDs:

               - Adjuvant meds: TCA  

                                           Anti-convulsants 

               - Muscle relaxants:

               - Capsaicin cream:

               - Lidoderme patch 5%:

               - Trigger pt. injections:

               - Opioids meds:

            4. Referral to psychiatry/psychiatrist (counseling, biofeedback,

            stress 

                management, hypnosis, imagery and distraction  techniques.

            4. Pain Intervention procedures

               - Cervical/Lumbar ESI:

               - Transforaminal injection:

               - Facet joint injection:

               - Diagnostic PPR nerve bk. (for facet pain)

               - RF ablation (Conventional vs. pulse)

               - Cryoablation

               - SI joint injection:

            5. Acupuncture, PENS 

            6. Trial of spinal manipulation

            7. Trial of botox injection

            6. Recommend weight reduction program to ideal body weight as

            instructed.

            7. Recommend smoking sessation.

            8. RTC in 6-8 weeks for FU evaluation.

     -------------------------------------------------

     TEMPLATE ID: 2450

     TITLE: PM&R Neck pain #1

            1. Patient educated on the common causes, prevention, and treatment 

            of  

                neck pain.

            2. Referral to physical therapy clinic for a trial of therapeutic

            modalities, 

                intermittent cervical traction and neck exercise program.

            3. Medications:

               - Analgesics

               -  NSAIDS: COX 1

                                 COX 2

               - Adjuvant: TCA

                                  SSRI

                                 Anti-convulsants                    

              - Muscle relaxants

              - Capsaicin cream

              - Lidoderm patch 5%

              - Trigger point injection after informed consent

              - Spinal manipulation

              - Acupuncture,  PENS

              - TENS unit trial

              - Opioid meds

            4. Consult with psychiatrist/psychologist for counseling, stress

            management,

                relaxation/biofeedback/hypnosis/distraction and imagery techniques

            5. Spine intervention procedures

               - Cervical ESI

               - Cervical Transforaminal injection

               - Facet joint (steroid) injection

               - Diagnostic PPR nerve block

               - RF ablation  (Pulse vs. conventional)

              - Cervical discography

              - Spinal cord stimulator trial

              - Intrathecal Morphine pump trial

            6. Referral to Spine Clinic

            7. Recommend smoking sessation

            8. Recommend weight reduction to ideal weight.

     -------------------------------------------------

     TEMPLATE ID: 123

     TITLE: PM&R PLAN: NEW PT

            1. DIAGNOSTIC STUDY

                - X-RAY

               - MRI

               - BONE SCAN

               -EMG/NCS STUDY

               - LAB

            2. PROCEDURES PERFORMED

                - TPI

                - CORTICOSTEROID INJECTION

                - PENS

                - ACUPUNCTURE

            3. REHABILITATION

                -PHYSICAL THERAPY

                -MODALITIES

                - AEROBIC EXERCISE

                - STRETCHING

            4.PAIN MANAGEMENT

                - MEDS

            5. CONSULTATIONS/REFERRALS

                -PAIN/ANESTHESIA MGT 

                - ORTHOPEDICS

                - NEUROLOGY

                - RHEUMATOLOGY

                - INTERNAL MEDICINE

            6. GOALS

            7. PATIENT EDUCATION

     -------------------------------------------------

     TEMPLATE ID: 124

     TITLE: PM&R PLAN: NEW PT

            1. DIAGNOSTIC STUDY

                - X-RAY

               - MRI

               - BONE SCAN

               -EMG/NCS STUDY

               - LAB

            2. PROCEDURES PERFORMED

                - TPI

                - CORTICOSTEROID INJECTION

                - PENS

                - ACUPUNCTURE

            3. REHABILITATION

                -PHYSICAL THERAPY

                -MODALITIES

                - AEROBIC EXERCISE

                - STRETCHING

            4.PAIN MANAGEMENT

                - MEDS

            5. CONSULTATIONS/REFERRALS

                -PAIN/ANESTHESIA MGT 

                - ORTHOPEDICS

                - NEUROLOGY

                - RHEUMATOLOGY

                - INTERNAL MEDICINE

            6. GOALS

     -------------------------------------------------

     TEMPLATE ID: 882

     TITLE: PM&R Procedure Note

            Procedure Note

            Informed consent given:  (  ) Yes

            (  )Acupuncture/PENS vs. (  ) TP injection (  )  Joint injection  

            (  ) Bursa Injection (  )  Other: ___________

            Performed to______________using ___________________under aseptic

            conditions without complications.

     -------------------------------------------------

     TEMPLATE ID: 2448

     TITLE: PM&R shoulder #1

            1. Patient educated on the causes, prevention and treatment of

            shoulder pain.

            2. Patient referred to the physical therapy clinic for therapeutic

            modalities, 

                stretching/ROM and progressive muscle strengthing exercise

            program.

            3.Medications:  

                     -  Analgesics

                     -  NSAIDs      

                     - Adjuvants: TCA

                                         Anticonvulsants  

            4. Rec. application of ice/heat for relief of symptoms as directed.

            5. Injection (sub-acromail) performed after obtaining informed consent

                (Kenalog 40mg/cc - 1cc (20mg) given with Marcaine 0.25%- 5cc for

            total 

                mixture of 6cc.

            6. Call with concerns or go to the ER if side effects occur.

            7. Otherwise,  RTC in 6 weeks for FU evaluation.

     -------------------------------------------------

     TEMPLATE ID: 6403

     TITLE: PT Sports

            _____Instructed patient in RTC strengthening exercises. 

            _____Instructed postior capsule stretch.  

            _____Instructed patient in closed chain strengthening exercises for

            LE.

            _____Reviewed post-op protocol with patient.

            _____Consult PT at patient's current duty station.

            _____Continue PT.  Pnt instructed to make f/u appt. if not already

            scheduled.

            _____No further PT indicated at this time.

             Pnt givenwritten instructions for exercises and theraband as

            appropriate.

     -------------------------------------------------

     TEMPLATE ID: 725

     TITLE: PT:  KNEE EXAM

            IMPRESSION:

            PLAN:

            Patient education

            Home ther-ex program:

            In clinic program:

            Exercises:

            Other:

     -------------------------------------------------

     TEMPLATE ID: 722

     TITLE: PT: VESTIBULAR INTERVENTION

            INTERVENTION

                        BPPV

                             Canalith Repostioning Manuever

                             Liberatory

                             Brandt-Daroff  H_cupulo

                        Vestibular Therex

                             Adaptation: X1/X2 viewing with progression

                             Habituation: per motion sensitivity quotient

                             Substitution: 2 targets, imaginary targets

                        Balance Therex:    Static         /          Dynamic

                        Education: 

                             Anatomy, Pathology, Goals of Rehabilitation.

                             Handouts provided: BPPV, X1, X2 VOR exercises,

            Habituation,  Libratory/Semount /Brandt-Daroff

                             Behavior/Diet Modification/Diary/Log

                        Profile provided:  Y   /    N

                        Follow-up:

                             Continued work-up by the following objective testing:

                             See for VRT  ____x/week for _____weeks

                             With Physcal Therapist in _____days/weeks

     -------------------------------------------------

     TEMPLATE ID: 8980

     TITLE: Peds I.D. - HIV

            Toxicity labs: CBC, LFT's

            Viral load

            T/B subsets

     -------------------------------------------------

     TEMPLATE ID: 12494

     TITLE: Pregnacy/GDM Note

            Goal of Therapy: Gradual weight increase (2-4#/month)

            Goals:  Plan daily meal and snacks

                       calcium 1200 mg/day

                       fiber 25grams/day

                        Increase activity as tolerated

                        Drink 2 qts fluids/day

                        Maintain 7-day food diary

     -------------------------------------------------

     TEMPLATE ID: 11222

     TITLE: Prenatal Nutrition Assessment

            No additional nutrition intervention needed at this time

            Recommend referral to Nutrition clinic based on above assessment

            Recommend calcium supplement

            Recommend daily Prenatal vitamin or alternate vitamin supplement

     -------------------------------------------------

     TEMPLATE ID: 122

     TITLE: Profile

            Patient placed on 30 day profile.

     -------------------------------------------------

     TEMPLATE ID: 11888

     TITLE: RADER-DM,CLASS

            Schedule a 2 to 3 week post class follow-up individual appointment, as

            needed.

            Call 703/696-3552 for appointment.

     -------------------------------------------------

     TEMPLATE ID: 11

     TITLE: Research subject coding information

            This patient  is a subject in the                  research study.

     -------------------------------------------------

     TEMPLATE ID: 11203

     TITLE: SLEEP - Initial CPAP

            CPAP prescribed at   cm while in bed.  Recommend full face mask /

            nasal mask.  Follow up after one month of CPAP use in Sleep Clinic for

            evaluation of symptoms. 

            Patient advised not to drive if sleepy or drowsy. 

            The diagnosis, treatment, and prognosis of OSA was discussed with the

            patient. 

            Referal to Dental given for oral appliance trial.

     -------------------------------------------------

     TEMPLATE ID: 11204

     TITLE: SLEEP - plan for CPAP titration/retitrtion

            Recommend CPAP titration to determine therapeutic level of CPAP for

            the patient.  Plan to treat OSA with CPAP after titration. Patient

            advised not to drive if sleepy or drowsy. 

            The diagnosis, treatment, and prognosis of OSA was discussed with the

            patient. 

            Referal for the CPAP titration given to patient.

            Referal to Dental for oral appliance fitting given.

     -------------------------------------------------

     TEMPLATE ID: 11168

     TITLE: SLEEP - r/o OSA plan

            Recommend PSG/split study for evaluation of suspected OSA. Patient

            counseled on sleep hygiene and restriction from driving or other

            dangerous activities when drowsy or sleepy. Referal for PSG made.

            Follow up after PSG for appropriate therapy or further work up. 

            Obstructive sleep apnea syndrome and treatment options discussed with

            patient.

     -------------------------------------------------

     TEMPLATE ID: 706

     TITLE: SLEEP CLINIC PLAN

            Plan

     -------------------------------------------------

     TEMPLATE ID: 2021

     TITLE: SLEEP PLAN-GENERAL

            PATIENT IS ASKED TO CONTINUE SLEEP THERAPY AND TO CONTACT THE SLEEP

            DISORDERS CLINIC IN CASE OF MALFUNCTIONING SLEEP-RELATED EQUIPMENT,

            OTHER EQUIPMENT NEEDS, SIGNIFICANT  WEIGHT LOSS OR GAIN, OR MAJOR

            CHANGE IN HEALTH STATUS.

            SUGGESTED FOLLOW UP APPOINTMENT AT THIS CLINIC WITHIN 30-45 DAYS.

     -------------------------------------------------

     TEMPLATE ID: 3564

     TITLE: THYROID CANCER PLAN

            1.  LABS: NUC MED FT4, TSH;  TG/ TG-AB LEVELS, CBC, CMP

            2.  CALL ME TO REVIEW LAB RESULTS IN 1 WEEK

            2.  US NECK  MRI NECK

            3.  CONTINUE LT4 AT CURRENT DOSE

            4.  NEXT WBS DATES:

            5.  FOLLOW-UP:  6 MONTHS

            6.  PATIENT EDUCATION:  THYROID CANCER, THYROID HORMONE SUPPRESSIVE

            THERAPY.

     -------------------------------------------------

     TEMPLATE ID: 3683

     TITLE: THYROTOXICOSIS PLAN

            1.  LAB:  NUC MED FREE T4, TSH, FREE T3, TSI, TBII, ANTI-TPO, COMPLETE

            METABOLIC PROFILE (CHEMISTRY),  CBC.

            2.  RAIU / SCAN--PT TO SCHEDULE IN NUCLEAR MEDICINE AND RETURN TO SEE

            ME AFTER STUDY COMPLETED.

            3.  THYROID ULTRASOUND.

            4.  START ATENOLOL 50 MG PO ONCE DAILY.

            5.  START METHIMAZOLE 30 MG ONCE DAILY.

            6.  SCHEDULE FOR RADIOIODINE ABLATION

            7. CONSULT TO GENERAL SURGERY  /  ENT / DR.  ..........

            8. FOLLOW-UP:

            9. CALL DR BURCH 202-782-6770 TO REVIEW RESULTS 1 WEEK AFTER TESTING. 

            CALL WITH WORSENING SYMPTOMS OR QUESTIONS ABOUT POSSIBLE DRUG

            REACTIONS (IF APPLICABLE).

     -------------------------------------------------

     TEMPLATE ID: 2201

     TITLE: Telephone Consult to Encourage Tobacco Users to Quit

            Urged client to quit tobacco use.  Discussed some health benefits the

            client would receive if client would quit.  Informed of series of four

            Tobacco Cessation classes offered monthly in Wellness Services and the

            availability of one-on-one appointments.  Informed client that

            pharmacotherapy could be prescribed, if client desires and if

            medication is not contraindicated for client.  Urged client to call me

            if desires to make an appointment for tobacco cessation.  Plan to call

            client in six months to follow up and assess if more ready to make

            steps to quit and stay quit.

     -------------------------------------------------

     TEMPLATE ID: 8786

     TITLE: URI Rx

            Cepacol Lozenges

            Tylenol 325 mg. ii po q 3-4h prn pain, HA,Temp >102

            Nasal Saline spray for flushing

            Atrovent Nasal spray

            Robitussin Plain, 10 cc po qid

            Tessalon Perles 100 mg. i po tid (do not chew)

            Clear liquids for 48 hours

            Bed rest for 2 days

            F/u PCM 7-10 days, sooner if worse

     -------------------------------------------------

     TEMPLATE ID: 152

     TITLE: URI/COLD/SORE THROAT

            BENZONATE 100MG PO TID PRN FOR COUGH OR SORE THROAT; THROAT CULTURE;

            PSEUDOPHED 60 MG PO TID PRN FOR DECONGESTION;  TYLENOL 650 MG PO QID

            PRN HEADACHE/FEVERS; IBUPROFEN 800MG PO TID PRN

            MYALGIAS/HEADACHE/FEVER; FOLLOW UP FOR PRN OR FOR WORSENING OF

            CONDITION

     -------------------------------------------------

     TEMPLATE ID: 4481

     TITLE: URI/COLD/SORE THROAT

            DECONSAL II BID PRN CONGESTION/COUGH; IBUPROFEN 400MG PO QID PRN

            MYALGIAS/HEADACHE/FEVER; FOLLOW UP FOR PRN OR FOR WORSENING OF

            CONDITION

     -------------------------------------------------

     TEMPLATE ID: 11969

     TITLE: WTS CLASS 2

            Pt may follow-up with individual appointment sooner than 3 months if

            desired.

            Based on lab work recommend that patient attend heart healthy class   

             diabetes class.

            Call 703-696-3552 to make appointment

     -------------------------------------------------

     TEMPLATE ID: 9124

     TITLE: lung transplant

            Full pulmonary function tests, including plethysmography

            Chest x ray & HRCT

            VQ scan with quantitative perfusion

            6 minute walk test

            bronchoscopy (not required for everyone)

            EKG

            Echocardiogram

            L heart catheterization (unless patient is younger than 40 & has no

            cardiac risk factors)

            R heart cath 

            Stress thallium

            MUGA

            Vaccinations: annual flu shot, Hep B, Varicella, tetanus

            Labs- Sputum C&S fungi & AFB, Blood-- CMV IgG & IgM, IgG, VZV Ig, EBV,

            HTLV, RPR, measles, HIV 1/2 antibody, Hep B SAg, Hep B Core Ab, Hep B

            Ab, Hep C Ab, toxoplasmosis, CBC, CMP, Mg,  Pt/INR/Ptt, TSH, T3 & T4,

            ANA, IgG, IgM, IgA, IgG subsets, males- PSA & testosterone.  UA & 24

            hour urine- Creatinine clearance, Stool for OB x3

            For IPF - AntiJo-1antibody, homocysteine level, Protein C, Protein S,

            Factor V Leiden

     -------------------------------------------------

     TEMPLATE ID: 10303

     TITLE: ped endo diabetes plan

            Labs:  A1C    TSH    lipids    microalb

            Rx:   insulin    syringes    lancets    test strips    glucagon   

            ketone strips

            Flu vaccine          diabetes camp          CGMS

            Refer to:    CDE      RD      SWS

     -------------------------------------------------

     TEMPLATE ID: 1442

     TITLE: testing

            qtd testing

-------------------------------------------------

TEMPLATE TYPE: REVIEW OF SYSTEMS

-------------------------------------------------

     TEMPLATE ID: 5621

     TITLE: 4 month well baby history

            DIET:

            ELIMINATION:

            ALLERGIES

            GROWTH AND DEVELOPMENT: ___Rolls over from prone to back

            ___Chuckles___Grasps objects___Lifts Head and chest in prone position

            ___Brings Hands to midline position

     -------------------------------------------------

     TEMPLATE ID: 5622

     TITLE: 4 month well baby history

            DIET:

            ELIMINATION:

            ALLERGIES

            GROWTH AND DEVELOPMENT: ___Rolls over from prone to back

            ___Chuckles___Grasps objects___Lifts Head and chest in prone position

            ___Brings Hands to midline position

     -------------------------------------------------

     TEMPLATE ID: 2802

     TITLE: COPD -  Review of Systems

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough, hemoptysis

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Recurrent respiratory Infections    use of home exacerbation plan

            Ankle swelling

            Weight loss

            Current exercise program

            Smoking history

            Pneumovax date

            Flu shot date

     -------------------------------------------------

     TEMPLATE ID: 483

     TITLE: Cardiac ROS

            No orthopnea, PND, DOE, edema, syncope, palpitations

     -------------------------------------------------

     TEMPLATE ID: 4142

     TITLE: Cardiac ROS

            No orthopnea, PND, DOE, edema, syncope, palpitations

     -------------------------------------------------

     TEMPLATE ID: 9724

     TITLE: DHCN Allergy/Immunology

            Sleeps well.  Does not snore.  No problem with bowels or bladder.  No

            inordinate fatigue; adequate energy level.

     -------------------------------------------------

     TEMPLATE ID: 10573

     TITLE: DHCN Depression

            ()Sleep disorder: ()hypersomnia ()hyposomnia ()hard to fall asleep

            ()frequent waking ()waking early 

            ()Interest deficit 

            ()Guilt: ()worthlessness ()hopelessness ()regret 

            ()Energy deficit 

            ()Concentration deficit 

            ()Appetite disorder: ()decreased ()increased 

            ()Psychomotor retardation or agitation 

            ()Suicidal or ()Homicidal ideations

     -------------------------------------------------

     TEMPLATE ID: 2884

     TITLE: DHCN HTN

            Constitution:  Denies significant unexpected weight gain/loss,

            fatigue, fever, chills, night sweats, malaise, headache

            Psychiatric:  Denies anxiety or depressive symptoms, memory loss 

            Eyes:  Denies visual changes, eye pain, loss of vision, blurriness,

            diplopia, photophobia, discharge, redness, jaundice, hemianopia 

            ENT/mouth:  Denies hearing loss, tinnitus, otalgia, otorrhea,

            nasal/sinus congestion

            Cardiovascular:  Denies chest pain, chest tightness, diaphoresis,

            orthopnea, PND, dyspnea on exertion, lower extremity edema,

            palpitations, syncope

            Respiratory:  Denies dyspnea on exertion, paroxysmal nocturnal

            dyspnea. shortness of breath, wheezing

            GI:  Denies gastroesophageal reflux symptoms, dyspepsia, nausea,

            vomiting, abdominal pain, melena, jaundice

            GU:  Denies dysuria, nocturia, frequency, incontinence, change in

            urine flow, hematuria, hematuria, impotence, decreased libido

            Muscular:  Denies muscle aches

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, headache, memory loss, loss of

            consciousness, ataxia

            Skin: Denies mottling, purpura, pallor, flushing

            Endocrine:  Denies heat intolerance, cold intolerance, polydipsia,

            polyphagia, polyuria, significant unexpected weight gain/loss, skin

            moisture changes, hirsutism

            Hem/lymph:  Denies symptoms of anemia, fatigue, pallor, abnormal

            bruising, abnormal bleeding, unusual lymph node swelling

     -------------------------------------------------

     TEMPLATE ID: 4143

     TITLE: DHCN HTN

            Constitution:  Denies significant unexpected weight gain/loss,

            fatigue, fever, chills, night sweats, malaise, headache

            Psychiatric:  Denies anxiety or depressive symptoms, memory loss 

            Eyes:  Denies visual changes, eye pain, loss of vision, blurriness,

            diplopia, photophobia, discharge, redness, jaundice, hemianopia 

            ENT/mouth:  Denies hearing loss, tinnitus, otalgia, otorrhea,

            nasal/sinus congestion

            Cardiovascular:  Denies chest pain, chest tightness, diaphoresis,

            orthopnea, PND, dyspnea on exertion, lower extremity edema,

            palpitations, syncope

            Respiratory:  Denies dyspnea on exertion, paroxysmal nocturnal

            dyspnea. shortness of breath, wheezing

            GI:  Denies gastroesophageal reflux symptoms, dyspepsia, nausea,

            vomiting, abdominal pain, melena, jaundice

            GU:  Denies dysuria, nocturia, frequency, incontinence, change in

            urine flow, hematuria, hematuria, impotence, decreased libido

            Muscular:  Denies muscle aches

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, headache, memory loss, loss of

            consciousness, ataxia

            Skin: Denies mottling, purpura, pallor, flushing

            Endocrine:  Denies heat intolerance, cold intolerance, polydipsia,

            polyphagia, polyuria, significant unexpected weight gain/loss, skin

            moisture changes, hirsutism

            Hem/lymph:  Denies symptoms of anemia, fatigue, pallor, abnormal

            bruising, abnormal bleeding, unusual lymph node swelling

     -------------------------------------------------

     TEMPLATE ID: 601

     TITLE: DHCN Primary Care Abbreviated Comprehensive

            Constitution:  Denies fever/chills, headache or significant systemic

            symptoms

            Psychiatric:  Denies anxiety or depressive symptoms

            Eyes:  Denies change or loss of vision, eye pain, discharge, redness

            ENT/mouth:  Denies significant hearing loss, nasal/sinus congestion,

            significant rhinorrhea, hoarseness, sore throat, dysphagia

            Cardiovascular:  Denies chest pain, diaphoresis, orthopnea, PND,

            dyspnea on exertion, lower extremity edema, palpitations, syncope

            Respiratory:  Denies dyspnea, shortness of breath, cough, wheezing,

            hemoptysis

            GI:  Denies gastroesophageal reflux symptoms, dyspepsia, nausea,

            vomiting, diarrhea, constipation, abdominal pain, bloating,

            hematechezia, melena, jaundice

            GU:  Denies dysuria, nocturia, frequency, incontinence, hematuria,

            genital lesions, decreased libido, infertility, 

            Male:  Denies impotence, penile discharge, change in urine flow 

            Female:  Denies abnormal vaginal bleeding, vaginal discharge, vaginal

            itching,

            irregular menses, menorrhagia, PMS symptoms, dyspareunia, pelvic pain

            Muscular:  Denies muscle aches, back pain, radicular pain, joint pain

            or swelling

            Skin:  Denies rash, pruritis, change in skin color, change in mole

            appearance, non healing sores

            Breast:  Denies breast tenderness, breast lumps, nipple discharge

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, headache, memory loss, loss of

            consciousness, ataxia, recent head trauma

            Endocrine:  Denies heat intolerance of cold intolerance, polydipsia,

            polyphagia, polyuria, significant unexpected weight gain/loss, skin

            moisture changes, hirsutism, menopause symptoms

            Hem/lymph:  Denies symptoms of anemia, fatigue, abnormal bruising,

            abnormal bleeding, unusual lymph node swelling

            Allergy/Immunologial:  Denies urticaria, allergy symptoms, persistent

            or recurring infections

     -------------------------------------------------

     TEMPLATE ID: 603

     TITLE: DHCN Primary Care Full Comprehensive

            Constitution:  Denies significant unexpected weight gain/loss,

            fatigue, fever, chills, night sweats, malaise, headache

               Admits to or c/o:  No further symptoms

            Psychiatric:  Denies anxiety or depressive symptoms, auditory

            hallucinations, visual hallucinations, memory loss 

               Admits to or c/o:  No further symptoms

            Eyes:  Denies visual changes, eye pain, loss of vision, blurriness,

            diplopia, photophobia, discharge, redness, jaundice 

               Admits to or c/o:  No further symptoms

            ENT/mouth:  Denies hearing loss, tinnitus, otalgia, otorrhea,

            nasal/sinus congestion, rhinorrhea, epistaxis, hoarseness, sore

            throat, oral ulceration, dysphagia, halitosis 

               Admits to or c/o:  No further symptoms

            Cardiovascular:  Denies chest pain, diaphoresis, orthopnea, PND,

            dyspnea on exertion, lower extremity edema, palpitations, syncope

               Admits to or c/o:  No further symptoms

            Respiratory:  Denies dyspnea, shortness of breath, cough, productive

            cough, non-productive cough, wheezing, hemoptysis

               Admits to or c/o:  No further symptoms

            GI:  Denies gastroesophageal reflux symptoms, dyspepsia, nausea,

            vomiting, diarrhea, constipation, abdominal pain, bloating,

            hematechezia, melena, jaundice

               Admits to or c/o:  No further symptoms

            GU:  Denies dysuria, nocturia, frequency, incontinence, hematuria,

            genital lesions, decreased libido, infertility, 

               Male:  Denies impotence, penile discharge, change in urine flow

               Female:  Denies abnormal vaginal bleeding, vaginal discharge,

            vaginal itching, irregular menses, menorrhagia, PMS symptoms,

            dyspareunia, pelvic pain

               Admits to or c/o:  No further symptoms

            Muscular:  Denies muscle aches, cervical, thoracic or lumbar back

            pain, radicular pain, joint pain, joint swelling, joint crepitis,

            joint deformity, joint instability

               Admits to or c/o:  No further symptoms

            Skin:  Denies rash, pruritis, change in skin color, change in mole

            appearance, non healing sores

               Admits to or c/o:  No further symptoms

            Breast:  Denies breast tenderness, breast lumps, nipple discharge,

            asymmetric breast size, breast color change

               Admits to or c/o:  No further symptoms

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, headache, memory loss,loss of

            consciousness, ataxia, recent head trauma

               Admits to or c/o:  No further symptoms

            Endocrine:  Denies heat intolerance, cold intolerance, polydipsia,

            polyphagia, polyuria, significant unexpected weight gain/loss, skin

            moisture changes, hirsutism, menopause symptoms

               Admits to or c/o:  No further symptoms

            Hem/lymph:  Denies symptoms of anemia, fatigue, pallor, abnormal

            bruising, abnormal bleeding, unusual lymph node swelling

               Admits to or c/o:  No further symptoms

            Allergy/Immunoligial:  Denies urticaria, allergy symptoms, persistent

            or recurring infections, possible HIV exposure

               Admits to or c/o:  No further symptoms

     -------------------------------------------------

     TEMPLATE ID: 10419

     TITLE: DHCN School PE

            Assessment of Student?s Health

            Yes/No  Condition/Comments

            ()/(x)  Allergies (Drug,food,etc):

            ()/(x)  Allergies (seasonal):

            ()/(x)  Asthma:

            ()/(x)  ADHD/ADD:

            ()/(x)  Behavioral problems:

            ()/(x)  Bladder problem:

            ()/(x)  Bleeding problem:

            ()/(x)  Bowel problem:

            ()/(x)  Cerebral Palsy:

            ()/(x)  Cystic Fibrosis:

            ()/(x)  Dental problems:

            ()/(x)  Diabetes:

            ()/(x)  Head or spinal injury:

            ()/(x)  Hearing problems or deafness:

            ()/(x)  Heart problems:

            ()/(x)  Hospitalizations (when, Why):

            ()/(x)  Lead poisoning:

            ()/(x)  Muscular problems:

            ()/(x)  Seizures:

            ()/(x)  Sickle Cess Disease:

            ()/(x)  Speech problems:

            ()/(x)  Surgery:

            ()/(x)  Vision problems:

            ()/(x)  Other:

     -------------------------------------------------

     TEMPLATE ID: 2

     TITLE: Default Template

            Neurological:

            Psychiatric:

            Endocrine:

            Genitourinary:

            Hematol/Lymph:

            Allergy/Immunol:

            Constitutional:

            Eyes:

            ENT/Mouth:

            Cardiovascular:

            Respiratory:

            GI:

            Musculoskeletal:

     -------------------------------------------------

     TEMPLATE ID: 1963

     TITLE: Default Template

            Neurological:

            Psychiatric:

            Endocrine:

            Genitourinary:

            Hematol/Lymph:

            Allergy/Immunol:

            Constitutional:

            Eyes:

            ENT/Mouth:

            Cardiovascular:

            Respiratory:

            GI:

            Musculoskeletal:

     -------------------------------------------------

     TEMPLATE ID: 2181

     TITLE: Default Template

            Neurological: WNL

            Psychiatric: WNL

            Endocrine: WNL

            Genitourinary: WNL, SEE HPI

            Hematol/Lymph: WNL

            Allergy/Immunol: WNL

            Constitutional: WNL

            Eyes: WNL

            ENT/Mouth: WNL

            Cardiovascular: WNL

            Respiratory: WNL

            GI: WNL

            Musculoskeletal: WNL

     -------------------------------------------------

     TEMPLATE ID: 2701

     TITLE: Default Template

            Neurological:

            Psychiatric: WNL

            Endocrine:

            Genitourinary: URINARY FREQ

            Hematol/Lymph: WNL

            Allergy/Immunol:

            Constitutional: WNL

            Eyes:

            ENT/Mouth:

            Cardiovascular: WNL

            Respiratory:

            GI: WNL

            Musculoskeletal:

     -------------------------------------------------

     TEMPLATE ID: 2703

     TITLE: Default Template

            Neurological: NO COMPLAINTS

            Psychiatric: WNL

            Endocrine: WNL

            Genitourinary: SEE HPI

            Hematol/Lymph: WNL

            Allergy/Immunol: ENVIRONMENTAL ALLERGIES

            Constitutional: WNL

            Eyes: WNL

            ENT/Mouth: AS ABOVE

            Cardiovascular: HTN W/U BY PRIMARY MD LAST WEEK WAS NEGATIVE

            Respiratory: AS ABOVE

            GI: WNL

            Musculoskeletal: SEE HPI

     -------------------------------------------------

     TEMPLATE ID: 2702

     TITLE: Default Template

            Neurological: WNL

            Psychiatric: WNL

            Endocrine: WNL, NO THYROID DISEASE

            Genitourinary: WNL

            Hematol/Lymph: WNL

            Allergy/Immunol: N/A

            Constitutional: REPORTS SOME DECREASED ENERGY LEVEL X PAST FEW MONTHS

            Eyes: WNL

            ENT/Mouth: N/A

            Cardiovascular: WNL

            Respiratory: WNL

            GI: WNL

            Musculoskeletal: WNL

     -------------------------------------------------

     TEMPLATE ID: 2382

     TITLE: Default Template

            Neurological: WNL

            Psychiatric: WNL

            Endocrine: WNL

            Genitourinary: WNL

            Hematol/Lymph: WNL

            Allergy/Immunol: WNL

            Constitutional: WNL

            Eyes: WNL

            ENT/Mouth: WNL

            Cardiovascular: WNL

            Respiratory: WNL

            GI: H/O CROHN'S DISEASE, NOT ACTIVE

            Musculoskeletal: WNL

     -------------------------------------------------

     TEMPLATE ID: 1964

     TITLE: Default Template

            Neurological: WNL, h/o neurofibromatosis

            Psychiatric: WNL, last seizure in 60's

            Endocrine: WNL

            Genitourinary: see HPI

            Hematol/Lymph: WNL

            Allergy/Immunol: NKDA

            Constitutional: WNL

            Eyes: WNL

            ENT/Mouth: WNL

            Cardiovascular: WNL

            Respiratory: WNL

            GI: WNL, see HPI

            Musculoskeletal: WNL

     -------------------------------------------------

     TEMPLATE ID: 821

     TITLE: Default Template

            Neurological:

            Psychiatric:ANXIETY

            Endocrine:

            Genitourinary:

            Hematol/Lymph:

            Allergy/Immunol:

            Constitutional:

            Eyes:POOR VISION, EYE PAIN

            ENT/Mouth:

            Cardiovascular:

            Respiratory:SOB

            GI:HEARTBURN

            Musculoskeletal:SEE HPI

     -------------------------------------------------

     TEMPLATE ID: 6314

     TITLE: Endocrinology Service  - DIABETES - MALE

            Skin:  No acanthosis nigricans or necrobiosis lipoidica diabetocorum

            HEENT:  No blurry vision

            Neck:  No anterior neck tenderness or enlargement

            Chest:  No SOB, cough,wheezing, or DOE

            Cor:  No CP, palpitations, or PND

            GI:  No dyspepsia, constipation, diarrhea, or abdominal pain

            Ext:  No ulcers or swelling

            GU:  No incontinence, change in libido, dysuria or impotence.

            Neuro:  No LOC, seizures, headaches, parasthesias, or pain

            Psych:  No depression or other psych. illnesses

     -------------------------------------------------

     TEMPLATE ID: 6313

     TITLE: Endocrinology Service - DIABETES - FEMALE

            Skin:  No acanthosis nigricans or necrobiosis lipoidica diabetocorum

            HEENT:  No blurry vision

            Neck:  No anterior neck tenderness or enlargement

            Chest:  No SOB, cough,wheezing, or DOE

            Cor:  No CP, palpitations, or PND

            GI:  No dyspepsia, constipation, diarrhea, or abdominal pain

            Ext:  No ulcers or swelling

            GU/GYN:  No incontinence, change in libido, or dysuria. No menstrual

            abnormalities.

            Neuro:  No LOC, seizures, headaches, parasthesias, or pain

            Psych:  No depression or other psych. illnesses

     -------------------------------------------------

     TEMPLATE ID: 5343

     TITLE: FAMILY PRACTICE PHYSICAL EXAM

            EENT:

            Cardiac:

            Lungs:

            Abdomen:

            Extremities:

            Skin:

            Musculoskeletal:

            Genitalia:

            Rectal:

            Prostate:

            Neurological:

     -------------------------------------------------

     TEMPLATE ID: 5344

     TITLE: FAMILY PRACTICE PHYSICAL EXAM

            EENT:

            Cardiac:

            Lungs:

            Abdomen:

            Extremities:

            Skin:

            Musculoskeletal:

            Genitalia:

            Rectal:

            Prostate:

            Neurological:

     -------------------------------------------------

     TEMPLATE ID: 5345

     TITLE: FAMILY PRACTICE PHYSICAL EXAM

            EENT:

            Cardiac:

            Lungs:

            Abdomen:

            Extremities:

            Skin:

            Musculoskeletal:

            Genitalia:

            Rectal:

            Prostate:

            Neurological:

     -------------------------------------------------

     TEMPLATE ID: 7105

     TITLE: KUSAHC Peds neg

            ROS negative except as in HPI

     -------------------------------------------------

     TEMPLATE ID: 6328

     TITLE: NEURO ROS

            Constitution:  Denies fever/chills, headache or significant systemic

            symptoms

            Psychiatric:  Denies anxiety, hallucinations, or depressive symptoms

            Eyes:  Denies change or loss of vision, blurred vision, photophobia,

            eye pain, diplopia

            ENT/mouth:  Denies significant hearing loss, tinnitus, otalgia,

            nasal/sinus congestion, dysarthria, hoarseness,  dysphagia

            Cardiovascular:  Denies chest pain, diaphoresis, orthopnea, PND,

            dyspnea on exertion, lower extremity edema, palpitations, syncope

            Respiratory:  Denies dyspnea, shortness of breath, cough, wheezing,

            hemoptysis

            GI:  Denies dyspepsia, nausea, vomiting, diarrhea, constipation,

            abdominal pain, hematechezia

            GU:  Denies dysuria, nocturia, frequency, incontinence, hematuria,

            impotence decreased libido, infertility.

            Muscular:  Denies muscle aches, back pain, radicular pain, joint pain

            or swelling

            Skin:  Denies rash, pruritis, change in skin color

            Breast:  Denies breast tenderness, breast lumps, nipple discharge

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, headache, memory loss, loss of

            consciousness, imbalance, incorrdination, or recent head trauma

            Endocrine:  Denies heat intolerance of cold intolerance, polydipsia,

            polyphagia, polyuria, significant unexpected weight gain/loss, skin

            moisture changes, hirsutism, menopause symptoms

            Hem/lymph:  Denies symptoms of anemia, fatigue, abnormal bruising,

            abnormal bleeding, unusual lymph node swelling

            Allergy/Immunologial:  Denies urticaria, allergy symptoms, persistent

            or recurring infections

     -------------------------------------------------

     TEMPLATE ID: 12148

     TITLE: NEURO ROS

            Constitution:  Denies fever/chills or significant systemic symptoms

            Psychiatric:  Denies anxiety, hallucinations, or depressive symptoms

            Eyes:  Denies change or loss of vision, blurred vision, photophobia,

            eye pain, diplopia

            ENT/mouth:  Denies significant hearing loss, tinnitus, otalgia,

            nasal/sinus congestion, dysarthria, hoarseness,  dysphagia

            Cardiovascular:  Denies chest pain, diaphoresis, orthopnea, PND,

            dyspnea on exertion, lower extremity edema, palpitations, syncope

            Respiratory:  Had w/u for dyspnea in Germany (see records), cough,

            wheezing occsionally noticed in the evening, hemoptysis.  His dyspnea

            seemed to resolve when he left Germany.

            GI:  Denies dyspepsia, nausea, vomiting, diarrhea, constipation,

            abdominal pain, hematechezia

            GU:  Denies dysuria, nocturia, frequency, incontinence, hematuria,

            impotence decreased libido, infertility.

            Muscular:  Has muscle aches wit hweight lifting in gym (5X per week)

            which does not interfere with exercise.  He has 150 parachute jumps

            and has associated back pain and joint pain

            Skin:  Denies recent rash, pruritis

            Neurological:  Denies numbness, weakness, paresthesias, dizziness,

            tremors, vertigo, syncope, memory loss, loss of consciousness

            Endocrine:  Denies heat intolerance of cold intolerance, polydipsia,

            polyphagia, polyuria, significant unexpected weight

            gain/lossHem/lymph:  Denies symptoms of anemia, fatigue, abnormal

            bruising, abnormal bleeding, unusual lymph node swelling

            Allergy/Immunologial:  Denies urticaria, allergy symptoms, persistent

            or recurring infections

     -------------------------------------------------

     TEMPLATE ID: 844

     TITLE: PM&R Template

            Heart  (Normal/Abnormal): 

            Lungs  (Normal/Abnormal):

            GU  (Normal/Abnormal):

            Skin screening  (Normal/Abnormal):

            Other Abnormalities:

     -------------------------------------------------

     TEMPLATE ID: 1103

     TITLE: PM&R Template

            Heart  (Normal/Abnormal): 

            Lungs  (Normal/Abnormal):

            GU  (Normal/Abnormal):

            Skin screening  (Normal/Abnormal):

            Other Abnormalities:

            Review of systems to include cardiac, lungs, GU, and GI system

            screened and unremarkable.

     -------------------------------------------------

     TEMPLATE ID: 1401

     TITLE: PM&R Template

            Heart:  Normal/Abnormal

            Lungs:  Normal/Abnormal

            GU:  Normal/Abnormal

            Skin screening: Normal/Abnormal

            Other Abnormalities:

            Review of systems to include cardiac, lungs, GU, and GI system

            screened and unremarkable.

     -------------------------------------------------

     TEMPLATE ID: 2641

     TITLE: PM&R Template #1

            Heart - Normal

            Lungs - Normal

            GI - Normal

            GU - Normal

            Skin screening - Normal

     -------------------------------------------------

     TEMPLATE ID: 1321

     TITLE: ROS

            General health:

            Neuro

            CV

            Resp

            GI

            GU

            Reproductive

            Endocrine

            Musculoskeletal

            Heme

            HEENT

            Skin

            Mental health

            Allergies:

            Family History:

            Mother

            Father

            Siblings

            Social History pets, travel, etoh, smoke

            Surgical history:

     -------------------------------------------------

     TEMPLATE ID: 1661

     TITLE: ROS

            General health

            Neuro

            CV

            Resp

            GI

            GU

            Reproductive

            Endocrine

            Musculoskeletal

            Heme

            Skin

            Mental health

     -------------------------------------------------

     TEMPLATE ID: 1662

     TITLE: ROS

            General health: HEALTHY

            Neuro: NO COMPLAINTS

            CV: NONE

            Resp: NONE

            GI: NONE

            GU: SEE HPI, NO URINARY COMPLAINTS

            Reproductive: SEE HPI

            Endocrin

            Musculoskeletal: BACK PAIN

            Heme: NONE

            Skin: NONE

            Mental health: NONE

     -------------------------------------------------

     TEMPLATE ID: 7006

     TITLE: ROS

            Negative except as in HPI

     -------------------------------------------------

     TEMPLATE ID: 3643

     TITLE: THYROTOXICOSIS REVIEW OF SYMPTOMS

            Neurological: NO HA, NO TREMULOUSNESS

            Psychiatric: NO IRRITABILITY, NO INSOMNIA

            Endocrine: SEE ABOVE

            Genitourinary: NO CHANGE IN MENSES, NO CHANGE IN LIBIDO

            Hematol/Lymph: NA

            Allergy/Immunol: NO HIVES, NO PRURITIS

            Constitutional: WEIGHT LOSS, NO SWEATING, NO HEAT INTOLERANCE

            Eyes: NO PHOTOPHOBIA, NO RETROORBITAL PAIN, NO GRITTY SENSATION, NO

            REDNESS,  NO TEARING, NO DIPLOPIA, NO LOSS OF VISION

            ENT/Mouth: NO DYSPHAGIA, NO HOARSENESS, NO NECK PAIN

            Cardiovascular: NO PALPITATIONS, NO CHEST PAIN

            Respiratory: NO DOE

            GI: NO HYPERDEFECATION

            Musculoskeletal: NO MYALGIAS, NO MUSCULAR WEAKNESS

     -------------------------------------------------

     TEMPLATE ID: 9241

     TITLE: ped endo thyroid ROS

            General: easy fatigability (   ),  decreased exercise capacity (   ), 

                    weight gain (   ),  weight loss (   ),  heat  intolerance (  

            ),  

                    cold intolerance (   ),   sweating (   ),  

            Head/Neck: neck pain (   ), neck/nodule growth (   ),  hoarseness  (  

            ),            dsyphagia (   ), rapid speech (   )

            Ophthalmologic: dry eyes (   ), gritty (   ), periorbital edema  (  

            ), tearing (   ), eyes red (   ), loss of vision (   ), photophobia ( 

             )

            Cardiology: tachycardia (   ), palpitations (   ), 

            Pulmonary: dsypnea (   )  exercise intolerance (   )

            Gastrointestinal: diarrhea (   ), hyperdefecation (   ),  constipation

            (   ), 

            GU:  menstrual abnormalities (   )

            Neurologic: Headache (   ), tremor (   ), 

            Musculoskeletal:  Weakness (   ), myalgias (   )

            Integument:  hair loss (   ),  hair brittle (   ), hair dry (    )

                  skin dry (    )

            Psychiatric: hyperactive (   ), depressed (   ), irritable (   ),

            anxious (   )

            School:   Grade  XXX      doing well (   ),  problems (    )

            Comments:

-------------------------------------------------

TEMPLATE TYPE: SUBJECTIVE

-------------------------------------------------

     TEMPLATE ID: 293

     TITLE: ADHT

            This is a test

     -------------------------------------------------

     TEMPLATE ID: 7007

     TITLE: Additional Peds Hx

            Immunizatiion Status:UTD

            Allergies:NKDA

            Current Script Meds:NONE

            PMHX: Hosp:NONE

            Surg: NONE

            Injuries:NONE

            Other:

            SocHx: Lives with

            Daycare/School:

            Pets:NONE

            Smoke Exposure:NONE

            Weapons:NONE

            FHx:NONCONTRIBUTORY

     -------------------------------------------------

     TEMPLATE ID: 137

     TITLE: Assessment - Nutrition

            Pt referred for nutritional counseling 

            Pt has/has not (date ) attended general nutrition group education

            class.

            Fhx: 

            Exercise: 

            ETOH:None

            Tobacco:None

            Barriers to Learning: None

            Food allergies: None

     -------------------------------------------------

     TEMPLATE ID: 11308

     TITLE: Assessment - Nutrition

            Pt referred for nutritional counseling 

            Pt has/has not (date ) attended general nutrition group education

            class.

            Fhx: 

            Exercise: 

            ETOH:None

            Tobacco:None

            Barriers to Learning: None

            Food allergies: None

     -------------------------------------------------

     TEMPLATE ID: 201

     TITLE: Assessment - Nutrition

            Pt referred for nutritional counseling 

            Pt has/has not (date ) attended general nutrition group education

            class.

            Fhx: 

            Exercise: 

            ETOH:None

            Tobacco:None

            Barriers to Learning: None

            Food allergies: None

     -------------------------------------------------

     TEMPLATE ID: 12485

     TITLE: Assessment -Prenatal/GDM Nutrition

            # of meals

            # of snacks

            Food intolerance

            Exercise: 

            ETOH:

            Plan to breastfeed

            Food allergies:

     -------------------------------------------------

     TEMPLATE ID: 11122

     TITLE: Asthma Encounter (Pediatrics) - NEW

            Age of Diagnosis:

            Race:

            Asthma Triggers Identified:

            Allergy Testing:

            Peak Flow:

            EFMP:

            Eczema:

            Smokers:

            Pets:

            Family Hx Asthma:

            Food Allergies:

            Current Action Plan:

            Spacer Use:

            Number of Days Missed from School in last 3 months:

            Number of Days Missed from Work (Parents):

            Hospital Admissions:

            Drug Allergies:

            Flu Shot:

            PFT's Performed -

     -------------------------------------------------

     TEMPLATE ID: 11123

     TITLE: Asthma Encounter- (Pediatrics) -Follow-up

            Symptoms:

            Cough at Night - 

            Cough with Activity - 

            Albuterol Use -

            QOL:

            Number of Days Missed from School in Last 3 Months:

            Missed Work:

            Unsched Medical visits: 

            Flu Shot:

            Spacer Use - 

            PFT's Performed:

            Best Peak Flow:

            Enviroment:

     -------------------------------------------------

     TEMPLATE ID: 11600

     TITLE: CHN Child/Youth svc.

            Current or desired placement (select one)

                    Child Development Center

                     Family Care Center

                     School Age Services

                     Middle Age Services

                     Teen Center

                     Other:

            Cultural and religious needs:

            Special medical and/or educational needs:

     -------------------------------------------------

     TEMPLATE ID: 215

     TITLE: COPD

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough, hemoptysis

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Recurrent respiratory Infections    use of home exacerbation plan

            Ankle swelling

            Weight loss

            Current exercise program

            Smoking history

            Pneumovax date

            Flu shot date

     -------------------------------------------------

     TEMPLATE ID: 348

     TITLE: COPD

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough, hemoptysis

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Recurrent respiratory Infections    use of home exacerbation plan

            Ankle swelling

            Weight loss

            Current exercise program

            Smoking history

            Pneumovax date

            Flu shot date

     -------------------------------------------------

     TEMPLATE ID: 142

     TITLE: Cardiology  Followup

            ___y.o.  W/AA/Asian/Filipino  Male/Female here for:

             CAD (or Chest Pain)-  Reports (no) recent CP  SOB  DOE  pre/syncope 

            PND  Orthopnea

            Has/Has not used NTG recently.  

            Sxs during rest/exertion;  

            Lasted ___minutes

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms.

            S/p PTCA

            S/p CABG

            S/p MI   (EF   %); Taking/Not Taking Beta-Blocker

            S/p MPS,  s/p ESE,  s/p DSE

            Tolerating/Not tolerating   Statin/ ACEI/ ARB/ ASA/ Plavix/ NTG

             CHF-  Ischemic/Nonischemic/Valvular  CM;  Most Recent EF  % on Echo/

            MUGA/ LVG;  With/Without ICD and has/has not had recent shocks

            Reports (no) recent SOB  orthopnea  PND  DOE  swelling  weight gain

            (__lbs);   Is/Is not adherent to low salt diet;  

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms.

            Ha

            Tolerating/Not tolerating   ACEI/ ARB/ BB/ Spironolactone/ Lasix/

            Digoxin

            Valvular Heart Dz

            s/p AVR

            s/p MVR

            Reports (no) recent SOB  orthopnea  PND  DOE  swelling;  Reports (no)

            recent CP  SOB  DOE  pre/syncope  

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms

            Tolerating/Not tolerating   Coumadin/ Lovenox/  ASA

             Atrial fibrillation/ Atrial Flutter/ PAF

            Reports (no) recent SOB  orthopnea  PND  DOE  swelling;  Reports (no)

            recent CP  SOB  DOE  pre/syncope. Reports (no) recent palpitations/

            racing heart beats

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms

            Tolerating/Not tolerating   Coumadin/ Lovenox/  ASA/ Amiodarone/

            Sotalol/ propafenone

     -------------------------------------------------

     TEMPLATE ID: 55

     TITLE: Child Neurology 

             is a _____ year old ________, with a chief complaint of      .  

            PMH: 

            ALLERGY:

            MEDICATIONS:

            IMMUNIZATIONS:

            FAMILY HISTORY:

             CONSANGUINITY - 

             No unexplained deaths less than 50, no neurologic disease

            ROS: 

            PE: HC

            HEENT: 

            NECK:

            SKIN:

            GU:

            MUSCULOSKELETAL:

            CREASES:

            NEUROLOGIC:

               MS: 

               CN:

               MOTOR: 

                   DRIFT:

                   STRENGTH

                   TONE

                   BULK

                SENSATION:

                    ROMBERG

                GAIT: 

                REFLEXES:

                   PRIMITIVE

                   DTRs:

     -------------------------------------------------

     TEMPLATE ID: 11373

     TITLE: Comprehensive Eye Exam

            Ocular ROS:

            no h/o trauma surgery serious infections

            h/o chronic dry eye

            last DFE 6/01

            Family Ocular Hx: 

            unremarkable

            glaucoma ?

            Other ROS:

            ENT:  hearing loss

            Cardiovascular:  HTN, elevated cholesterol

            Respiratory:  asthma

            GI: GERD

            GU: BPH

            Musculoskeletal: arthritis

            Skin:  eczema

            Neurological: migraine

            Endocrine:  T2 DM x 15 years, no insulin, A1c

            Heme/Lymph:

            Allergy/Immun:  seasonal allergies

     -------------------------------------------------

     TEMPLATE ID: 347

     TITLE: Copy of COPD

            SOB @ rest,   DOE w/ 1 FOS x  years,   

            Cough, hemoptysis

            Wheezing

            Chest Pain

            Nocturnal cough / dyspnea

            Recurrent respiratory Infections    use of home exacerbation plan

            Ankle swelling

            Weight loss

            Current exercise program

            Smoking history

            Pneumovax date

            Flu shot date

     -------------------------------------------------

     TEMPLATE ID: 139

     TITLE: Copy of Cardiology  Followup

            ___y.o.  W/AA/Asian/Filipino  Male/Female here for:

             CAD (or Chest Pain)-  Reports (no) recent CP  SOB  DOE  pre/syncope 

            PND  Orthopnea

            Has/Has not used NTG recently.  

            Sxs during rest/exertion;  

            Lasted ___minutes

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms.

            S/p PTCA

            S/p CABG

            S/p MI   (EF   %); Taking/Not Taking Beta-Blocker

            S/p MPS,  s/p ESE,  s/p DSE

            Tolerating/Not tolerating   Statin/ ACEI/ ARB/ ASA/ Plavix/ NTG

             CHF-  Ischemic/Nonischemic/Valvular  CM;  Most Recent EF  % on Echo/

            MUGA/ LVG;  With/Without ICD and has/has not had recent shocks

            Reports (no) recent SOB  orthopnea  PND  DOE  swelling  weight gain

            (__lbs);   Is/Is not adherent to low salt diet;  

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms.

            Ha

            Tolerating/Not tolerating   ACEI/ ARB/ BB/ Spironolactone/ Lasix/

            Digoxin

            Valvular Heart Dz

            s/p AVR

            s/p MVR

            Reports (no) recent SOB  orthopnea  PND  DOE  swelling;  Reports (no)

            recent CP  SOB  DOE  pre/syncope  

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms

            Tolerating/Not tolerating   Coumadin/ Lovenox/  ASA

             Atrial fibrillation/ Atrial Flutter/ PAF

            Reports (no) recent SOB  orthopnea  PND  DOE  swelling;  Reports (no)

            recent CP  SOB  DOE  pre/syncope. Reports (no) recent palpitations/

            racing heart beats

            Exercise: Walks/Runs/Bicycle, No exercise,  0.5/1/2/3/4/5 miles over

            ___minutes.  With/Without symptoms

            Tolerating/Not tolerating   Coumadin/ Lovenox/  ASA/ Amiodarone/

            Sotalol/ propafenone

     -------------------------------------------------

     TEMPLATE ID: 54

     TITLE: Copy of Child Neurology

            is a _____ year old ________, with a chief complaint of      .  

            PMH: 

            ALLERGY:

            MEDICATIONS:

            IMMUNIZATIONS:

            FAMILY HISTORY:

             CONSANGUINITY - 

             No unexplained deaths less than 50, no neurologic disease

            ROS: 

            PE: HC

            HEENT: 

            NECK:

            SKIN:

            GU:

            MUSCULOSKELETAL:

            CREASES:

            NEUROLOGIC:

               MS: 

               CN:

               MOTOR: 

                   DRIFT:

                   STRENGTH

                   TONE

                   BULK

                SENSATION:

                    ROMBERG

                GAIT: 

                REFLEXES:

                   PRIMITIVE

                   DTRs:

     -------------------------------------------------

     TEMPLATE ID: 11933

     TITLE: Cough-Reflux  (Pediatrics)

            1. Does your child have a problem with coughing? 

            2. Has your child been cough greater or less than 2 months?

            3.  When is the cough most prominet, day>night, day=night, day<night?

            4.  Is the cough worse when lying down?

            5.  Does the child awaken from sleep with a cough routinely?

            6. Does the child snore routinely when otherwise well?

            7.  Does the child enjoy pizza?

            8.  Does the child enjoy speghetti with tomato sauce?

            9.  Does teh child enjoy chocolate?

            10. Does the child ever vomit/gag with eating?

            11.  Does the child ever complain of stomach pain (not related to

            bowel movements)?

            12.  Does the child vomit/gag after coughing?

            13. Does anyone in the immediate family have ulcers, heartburn, reflux

            or take antacids or other 'stomach' medicines?

     -------------------------------------------------

     TEMPLATE ID: 130

     TITLE: DERMATOLOGY-EXCISION

            OPERATIVE NOTE:

     -------------------------------------------------

     TEMPLATE ID: 11036

     TITLE: DETRICK-EARACHE

            TEMPERTURE:

            PAIN: 

            CRYING:

            APPETITE:

     -------------------------------------------------

     TEMPLATE ID: 12625

     TITLE: DHCN CHEST PAIN OTHER RISK FACTORS

            Risk Factors:

            Cigarette smoking:  

            Hypertension (BP ¡Ý140/90 or taking antihypertensive medication) :  

            Diabetes:  

            Hyperlipidemia or Low HDL cholesterol (<40 mg/d):  

            FH of premature CHD: 

            ..Male first-degree relative <55 y old :  

            ..Female first-degree relative <65 y old :  

            Age (men ¡Ý45 y old; women ¡Ý55 y old) :

     -------------------------------------------------

     TEMPLATE ID: 12626

     TITLE: DHCN CHEST PAIN SUBJECTIVE RISK FACTORS

            Risk Factors:

            Cigarette smoking:  

            Hypertension (BP >=140/90 or taking antihypertensive medication) :  

            Diabetes:  

            Hyperlipidemia or Low HDL cholesterol (<40 mg/d):  

            FH of premature CHD 

            ..Male first-degree relative <55 y old :  

            ..Female first-degree relative <65 y old :  

            Age (men >=45 y old; women >=55 y old) :

     -------------------------------------------------

     TEMPLATE ID: 12627

     TITLE: DHCN CHEST PAIN SUBJECTIVE RISK FACTORS

            Risk Factors:

            Cigarette smoking:  

            Hypertension (BP >=140/90 or taking antihypertensive medication) :  

            Diabetes:  

            Hyperlipidemia or Low HDL cholesterol (<40 mg/d):  

            FH of premature CHD 

            ..Male first-degree relative <55 y old :  

            ..Female first-degree relative <65 y old :  

            Age (men >=45 y old; women >=55 y old) :

     -------------------------------------------------

     TEMPLATE ID: 9336

     TITLE: DHCN CM

            Next of Kin:

            Relationship to patient:

            Telephone Number:

            PCM (if other than listed):

            Telephone Number:

            Reason for referral:

            Diagnosis:

            Medications:

            OHI:

               Medicare number:

               Part: ()A ()B:

               ()Inpatient  ()Outpatient - Date of discharge:

            Identification verfied: ()Yes  ()No - Reason:

     -------------------------------------------------

     TEMPLATE ID: 9364

     TITLE: DHCN Case Management

            Patient concerns

            Family concerns

     -------------------------------------------------

     TEMPLATE ID: 9377

     TITLE: DHCN Case Management

            Reason for referral:

            Diagnosis:

            Interview with: 

            Identification verified ( ) Yes  ( ) No:  Reason

            Next of kin

            Relationship 

            Emergency contact numbers

            Patient concerns

            Family concerns

            OHI/Medicare number

            A and B

            Height/weight

     -------------------------------------------------

     TEMPLATE ID: 11966

     TITLE: DHCN FRACTURE FOLLOW UP

            RADIOGRAPHS

            Good fracture alignment ___

            Early Callous ___

            Moderate Callous ___

            Heavy callous ___

            No callous ___

            Angulation ___ (degrees)

            Displacement ___ (mm or %)

     -------------------------------------------------

     TEMPLATE ID: 9553

     TITLE: DHCN Lactation 2-3 days

            Mother:    Father:

            Birth weight:    Discharge weight:    %Change:

            Relevant inpatient assessment and notes:

            Current status (as reported by parents):

            Expected Gain:

            Output in past 24 hours:   Wet:   BM:

            Current Interventions: 

            Pumping:  Type:  Time pumping per 24 hours:  Output:

            Feeding Method &%:  Breast:  Bottle (nipple type):  ()Cup  ()P-Syringe

             ()SNS  ()Finger feed  

            Type of supplements:  Artificial Baby Milk (oz):  Express Breast Milk

            (oz):

     -------------------------------------------------

     TEMPLATE ID: 11984

     TITLE: DHCN ORTHO GENERAL KNEE EXAM

            Swelling   ___  Yes    ___  No

                            If “Yes”    ___ Edema    ___  Effusion    ___  Both

                                                      Location:

            Erythema    ___  Yes   ___  No

            Ecchymosis    ___  Yes    ___  No

            Deformities (as applicable)

                    ___  Genu Varum (bowlegs)

                    ___  Genu Valgum (knock-kneed)

                    ___  Tibial Tuberostiy Hyperostosis (Osgood-Schlatter)

                    ___  Patella Alta

                    ___  Patella Baja

                    ___  Popliteal Swelling (Baker’s Cyst)

                    ___  Abnormal Q-angle 

            
Degrees:

            Range of Motion

                    Passive

                          Flexion ___

                          Extension ___

                          Medial rotation of tibia on femur  ___

                          Lateral rotation of tibia on femur  ___

                    Active 

                          Flexion ___

                          Extension ___

                          Medial rotation of tibia on femur  ___

                          Lateral rotation of tibia on femur  ___

                          Unable to actively extend knee ___

            Capsular Stability

                    (One Plane)

                    Lateral Collateral  Laxity  ___ None  ___ Soft end point  ___

            No end point

                    Medial Collateral  Laxity  ___ None  ___ Soft end point  ___

            No end point

                    Anterior Cruciate Laxity   ___ None  ___ Soft end point  ___

            No end point

                    Posterior Cruciate Laxity  ___ None  ___ Soft end point  ___

            No end point

                    (Two Plane)  -  If applicable

                    Anteromedial Laxity    ___ None    ___ Excessive

                    Anterolateral Laxity     ___ None    ___ Excessive

                    Posteromedial Laxity
 ___ None    ___ Excessive

                    Posterolateral Laxity    ___ None   ___ Excessive

            Meniscus Tests

                    Joint Line Tenderness  ___ anteromedial   ___  anterolateral

            

 ___ posteromedial   ___  posterolateral

                     McMurry’s Provocation Test

            
___ Pain only    ___  Pain and “Click”

            Plica Test    ___ Positive    ___ Negative

            Palpation 

            
Tenderness Where?  

            
Defect Where? (Free text; 30 char)

            
Patellar apprehension    ___  Yes    ___  No

            Muscle

                  Atrophy (muscle or group)




                  Weakness (neuro) (muscle or group)

     -------------------------------------------------

     TEMPLATE ID: 9393

     TITLE: DHCN ORTHO INITAL FX CARE

            Observation

            

Anatomic Location:

            

Edema:

            

Ecchymosis:

            

Deformity:

            

Loss of function:

            

Postural Attitude:

            

Skin Integrity:

            
Palpation:

            

Tenderness:

            

Abnormal Mobility:

            

Crepitus:

            

Vascular Status:

            

Extremity Neurological Status:

            
Radiographs

            

Views:

            

Simple:

            

Comminuted:

            

Direction of Fracture Line(s):

            

Displacement (%):

            

Angulation (Distal segment to Proximal Segment):

     -------------------------------------------------

     TEMPLATE ID: 9294

     TITLE: DHCN ORTHO SHOULDER

            Physical Exam of Affected Shoulder

            
Observation

            

Erythema    ___  Yes   ___  No

            

Ecchymosis    ___  Yes    ___  No

             

Deformities (as applicable)

            


___  Step Deformity (without traction to arm)

            


___  Step Deformity (with traction to arm)

            


___  Scapular Winging

            


___  Sprengel’s Deformity (high riding/undescended scapula)

            

Muscle

            


Atrophy (muscle or group) 

            
Examination

            

Range of Motion

            


Passive 

            



Forward Flexion ___

            



Extension ___

            



Internal rotation  ___

            



External rotation  ___

            



Abduction ___

            



Adduction ___

            



Horizontal Abduction ___

            



Horizontal Adduction ___

            


Active 

            



Forward Flexion ___

            



Extension ___

            



Internal rotation  ___

            



External rotation  ___

            



Abduction ___

            



Adduction ___

            



Horizontal Abduction ___

            



Horizontal Adduction ___

            

Capsular/labral Stability

            


Apprehension Test  ___ Positive   ___ Negative

            


Anterior Laxity  ___ Positive   ___ Negative

            


Posterior Laxity ___ Positive   ___ Negative

            


Multi-directional  ___ Positive   ___ Negative

            

Rotator Cuff Integrity

            


Drop arm  ___ Positive   ___ Negative

            


Supraspinatous Strength  ___/5 

            


I.R. against resistance Strength   ___/5 

            


E.R. against resistance Strength  ___/5

            

Acromioclavicular Joint Tests

            


Tenderness to palpation  ___ Yes   ___ No

            


Cross-arm Test  ___ Positive   ___ Negative

            

Biceps Head Tests

            


Speed’s test  ___ Positive   ___ Negative

            


Transverse Humeral Ligament Test  ___ Positive   ___ Negative

            


Impingement Test  ___ Positive   ___ Negative

            

Thoracic Outlet Tests  ___ Positive   ___ Negative

            


If positive, type test(s) used; _____ 

            

Palpation 

            


Tenderness Where?

            


Defect Where? 

            

Sensory Intact   ___ Yes    ___  No

            


If “No” – Location -

            Radiographs/MRI/Bone Scan  or “See report dated”

            Laboratory Tests -  “See report dated”

     -------------------------------------------------

     TEMPLATE ID: 10415

     TITLE: DHCN School PE

            Anemia screen (Criteria reviewed): 

            (x) not indicated

            () H/H:

            Urine Screen: Glucose: Protein:

            Vision Screen:

            Without correction Right: 20/  Left: 20/  Both: 20/

            With correction  Right: 20/  Left: 20/  Both: 20/

            Hearing Screen:

            Right: (x) Normal () Abnormal:

            Left: (x) Normal () Abnormal: 

            Lead Screen (criteria reviewed):

            (x) Not indicated

            Date:  Results:

            TB Test (risk factors reviewed):

            (x) Not indicated

            Date:  (x) Negative () Positive - results:


            Immunizations:

            () Up to date

            () Up to date except needs:

            () Medical exemption - specific vaccine contraindicated because:

            () Religious exemption

     -------------------------------------------------

     TEMPLATE ID: 1462

     TITLE: DHCN Screening FS

            Clinical History:  Patient with no significant personal or family

            medical history presents for screening flexible sigmoidoscopy.

            Informed consent was obtained: 

               Indications for and expected course of procedure explained

               Exceptions to anesthesia: None

               Risks:  Bleeding, bowel perforation

               Benefits: Screen for  colorectal cancer

            Hemoccult results:

            Prep: Mg Citrate, Fleets enema X 2

            Previous radiographic findings: None

     -------------------------------------------------

     TEMPLATE ID: 1761

     TITLE: DHCN Vasectomy Counseling

            Pt's Home Phone:

            Pt's Work Phone:

            Spouse's Age:

            Years Married:

            #Pregnancies:                                  

            #Children:

            Present Method Birth Control:                      Used How Long:    

            Satisfactory: 

            Reason for Vasectomy:

            Allergies:

            Current Medications:

            Major Medical Problems:

            Genitourinary History:

            Hx of GU Surgery:

            Hx of GU Trauma:

            Hx of STD?s:

     -------------------------------------------------

     TEMPLATE ID: 12382

     TITLE: DHCN-WTS#2

            Pt attended Session 2 of Weigh to Stay wt mgmt program.

            Currently enrolled/ not enrolled in ADWCP.

     -------------------------------------------------

     TEMPLATE ID: 12383

     TITLE: DHCN-WTSClass#1

            Pt. attended first session of Weigh to Stay wt mgmt program.

            Pt is enrolled/ is not enrolled in ADWCP

            Patient reports the following health concerns:

     -------------------------------------------------

     TEMPLATE ID: 11313

     TITLE: DHCNEating disorders

            Eating pattern:

            Exercise routine:

            Body image:

            Wt gain/loss:

            Usual wt:               Desired wt:

            Purging:                  Binging:                Laxative use:       

                   Diet pills:

            Fluid intake:

     -------------------------------------------------

     TEMPLATE ID: 11309

     TITLE: DHCNPedsNutrition

            Infant/child/adolescent referred for:

            Number of meals/day:

            Number of snacks/day;

            School lunches:

            Food allergies/intolerances:

            Vitamins/minerals:

            Appetite: 

            Any food adversions:

            Activity/exercise:

     -------------------------------------------------

     TEMPLATE ID: 12384

     TITLE: DHCNWTS#3

            Pt. attended an individual session of the Weigh to Stay wt mgmt

            program.

            Food record/diary obtained/    not obtained.

     -------------------------------------------------

     TEMPLATE ID: 12624

     TITLE: DHCN_CHEST_PAIN_SUBJECTIVE_RISK_FACTORS

            Risk Factors:

            Cigarette smoking:  

            Hypertension (BP ¡Ý140/90 or taking antihypertensive medication) :  

            Diabetes:  

            Hyperlipidemia or Low HDL cholesterol (<40 mg/d):  

            FH of premature CHD 

            ..Male first-degree relative <55 y old :  

            ..Female first-degree relative <65 y old :  

            Age (men ¡Ý45 y old; women ¡Ý55 y old) :

     -------------------------------------------------

     TEMPLATE ID: 297

     TITLE: DIABETES- SUBJECTIVE

                                      has high sugar levels.

     -------------------------------------------------

     TEMPLATE ID: 127

     TITLE: Dermatology- Skin Exam

            Pt presents for routine skin examination for history of skin cancer

            ().  New lesions since last exam include the following:

            1.

     -------------------------------------------------

     TEMPLATE ID: 133

     TITLE: Dermatology- Skin Exam

            Pt presents for routine skin examination for history of skin cancer

            ().  New lesions since last exam include the following:

            1.

     -------------------------------------------------

     TEMPLATE ID: 79

     TITLE: EEG Normal Pediatric

            21 channel EEG performed with standard 10-20 electrode placement. 

            This study was performed in wakefulness, drowsiness, and stage II

            sleep.  During the awake state, there occurred a symmetrical posterior

            background rhythm of 8-9 Hz, with amplitudes of 30-50 uv, and

            attenuated with eye-opening.  During the drowsy state, there occurred

            vertex slowing.  During stage II sleep, there occurred vertex sharp

            waves and symmetrical sleep spindles.  Hyperventilation was performed,

            resulting in a fair response of slowing of the posterior background

            rhythm.  Photic stimulation produced a good symmetrical response in

            the occipital region at the mid to high frequency range.  There were

            no focal areas of slowing, or paroxysmal discharges.

     -------------------------------------------------

     TEMPLATE ID: 4682

     TITLE: Ear-vertigo

            Tinnitus

            Fullness

            Hearing loss

            Headaches

            Otorrhea

            Otalgia

            Prior ear surgery

     -------------------------------------------------

     TEMPLATE ID: 9080

     TITLE: General Subj data/PMHx/POHx/Meds

            PMHx:

            POHx:

            Meds:

            ASDFASDFASDF

     -------------------------------------------------

     TEMPLATE ID: 224

     TITLE: HCV - New Patient

            Mr/Ms     is a y.o.      who is referred for evaluation of hepatitis

            C, first diagnosed in.   Risk factors include:  blood transfusion

            needle stick exposure, IVDU, tattoo, body piercing.  No prior therapy

            for hepatitis.  No prior history of jaundice, hematemesis,

            hematochezia, melena.  No chronic nausea, vomiting, diarrhea,

            constipation.  Has/has not been vaccinated for hepatitis A and B. 

            Feels well today with no specific complaints

            Medication

            Allergy: NKDA

            PMH: No h/o DM,HTN, CVA, CA, CAD

            PSH: none

            FamHx: No  h/o DM, HTN, CVA, CA, CAD, Liver disease

            SocHX: EtOH:  none  Tobacco: none Drugs: none

     -------------------------------------------------

     TEMPLATE ID: 11329

     TITLE: HEALT MAINTENENCE

            GYN::

            XMG:

            FLU SHOT:

            PNEUMOVAX:

            FLEX/COLO:

            HEMOCULTS

            TETANUS:

     -------------------------------------------------

     TEMPLATE ID: 383

     TITLE: HTN Risk Reduction Class

            Pt. attended the HTN risk reduction class

     -------------------------------------------------

     TEMPLATE ID: 8905

     TITLE: Healthy Lifestyles Intro Session

            Pt here for Introduction to Healthy Lifestyles Program.

     -------------------------------------------------

     TEMPLATE ID: 9992

     TITLE: Healthy Lifestyles Orientation:  Nutrition

            Pt attended Healthy Lifestyles Program Orientation Day.  The

            Lifestyles program is a comprehensive approach to treating weight loss

            and other metabolic disorders.

     -------------------------------------------------

     TEMPLATE ID: 10900

     TITLE: Healthy Lifestyles- Recipe Modification

            Pt attended Healthy Lifestyles Recipe Modification and Meal Planning

            Group Session.

     -------------------------------------------------

     TEMPLATE ID: 10833

     TITLE: Healthy Lifestyles:  Basic Guidelines for Weight Control

            Pt attended Healthy Lifestyles Class on Basic Guidelines for Weight

            Control.  The Lifestyles program is a comprehensive approach to

            treating weight loss and other metabolic disorders.

     -------------------------------------------------

     TEMPLATE ID: 223

     TITLE: Interferon follow up

            Pt RTC for week  32 evaluation of interferon/ribavirin therapy for

            treatment of hepatitis C.  He is tolerating medication well with side

            effects of some hair loss, cough, fatigue. irritabilit.y He has had a

            virologic/biochemical response to date.  No missed doses of

            medication, no complications. Feels well today

     -------------------------------------------------

     TEMPLATE ID: 228

     TITLE: Interferon follow up

            Pt RTC for week 32 evaluation of interferon/ribavirin therapy for

            treatment of hepatitis C.  He is tolerating medication well with side

            effects of hair loss, fatigue, irritability.  He has had a

            virologic/biochemical response to date.  

            No missed doses, no complications

     -------------------------------------------------

     TEMPLATE ID: 229

     TITLE: Interferon follow up

            Pt RTC for week 40 evaluation of interferon/ribavirin therapy for

            treatment of hepatitis C.  he has had a virologic response to date. 

            He has had moderate to severe side effects of irritability, fatigue,

            cough, SOB, arthritis, decreased concentration.   He has a leave of

            absence from work and will work at home due to side effects impairing

            his ability to function well at work.

     -------------------------------------------------

     TEMPLATE ID: 62

     TITLE: Leg Pain

            Complains of lower leg pain for one month.  Pain incre

     -------------------------------------------------

     TEMPLATE ID: 155

     TITLE: New Allergy Adult

            Military status:  active duty and rank

            Referred by:

            CC:

            HPI: (use via voice if you can t type)

            PMH:

                Chronic medical conditions:

                Hospitalizations:

                Infections:

             PSH:

             Medication allergies: list is correct

             Current medications:  list is correct

             OTC meds:

             Supplements:

             Social History:   Tob use              pack years    

                     Etoh use

                     Illicit drug use  denies

             Sexual History

             Family History:

                    Atopy:

                   Allergies:

                   Immunodeficiency

                   autoimmune disease

             Vaccination History:

                    Flu

                    Pneumovax

                    tetanus

             Travel History:

                    Country/year/illness assoc:

             Environmental History: 

                   Age and type of home

                   How long

                   Carpeting

                   Pets:

                   Bedding

                   Basement

                   Ceiling fans 

                   Smoker in home

             Occupational Environment:

                   Profession

                   Field duty/remote assignments

                   Office or outdoor

                    Industrial exposures

             Insect allergy: 

                    Age at time of sting:

                    Type of insect:

                    Reaction:

                    Treatment:

             Contact Allergy:  

                     Fabrics

                     Metals

                     Chemicals

                     Latex

             Hobbies:  

             Allergic triggers:

                     Pollens

                     Danders

                     Cold

                     Exercise

            Food Allergy

                    Type of food

                    Reaction

                    Treatment

             Oral allergy

                     foods involved

             ROS:  

                  HEENT

                  CV

                  Pulm

                  Musculoskeletal

                  Nervous

                  GI

                  Lymph

     -------------------------------------------------

     TEMPLATE ID: 11938

     TITLE: PE

            PMH

            GERD

            Obesity

            No HTN/HLD

     -------------------------------------------------

     TEMPLATE ID: 11939

     TITLE: PE

            PMH

            GERD

            Obesity

            No HTN/HLD

     -------------------------------------------------

     TEMPLATE ID: 2941

     TITLE: PHARMACY REFILL SUBJECTIVE

            Patient is a 70 yo  M here for refills of KDUR 20-mEq for "potassium" 

            Denied muscle aches

     -------------------------------------------------

     TEMPLATE ID: 2942

     TITLE: PHARMACY REFILL SUBJECTIVE

            Patient is a ____ (age) ____ (M/F) here for refills of _______,

            _______, _____ (list medications):

            Patient takes ______ (med) for ________ (condition) X ________

            (duration).

            Patient takes ______ (med) for ________ (condition) X ________

            (duration).

            Patient takes ______ (med) for ________ (condition) X ________

            (duration).

            Describe positive and negative symptoms of drug and disease efficacy

            and toxicity.

     -------------------------------------------------

     TEMPLATE ID: 2502

     TITLE: PM&R AMPUTEE H&P

            Age:____ Date of Birth:_______________ 

            Service:Air Force/Army/Navy-Marines/Other


            Active Duty/Reserve/Retired/Family Member  

            Unit:________________________________

            Rank (retired, if applicable):_______MOS/AOC (describe):________

            Medical Evaluation Board: (submitted/in progress/not applicable)


            Previous Amputee Clinic? (yes/no)

            Reason for Clinic Visit?___________________ _________________________

            Primary

            Physician(s)__________________________________________________________

            _____

            Type of Surgery (ICD9 codes)     Date of Surgery
Name of Surgeon

            ________________________    ________________   ____________________

            ________________________    ________________   ____________________

            ________________________    ________________   ____________________

            ________________________    ________________   ____________________

            Medical Conditions?check all that apply

            Diabetes: (  )  Taking insulin: (  )  How long? ______

            High Blood Pressure: (  )     For how long?_______
   

            Heart arrhythmia: (  )  (irregular heart beat)_________

            Heart attack: (  )  When?______________

            Peripheral Vascular Disease (clogging of the arteries): (  )

            Stroke: (  )

            Asthma: (  )

            Emphysema (  )

            Other lung problems________________________________

            Kidney disease (  ) If so, are you on hemodialysis? (Y/N)  For how

            long?____

            Arthritis: (  )  where?___________________ 

            Chronic wounds or sores: (  )  where?_________________________________

            Depression: (  )

            Other pyschiatric conditions___________________________

            Cancer: (  )  where?_____________________________________________

            Check medical problems that have occurred in your family

            (grandparents, parents, sisters, brothers or children).

            
(  ) Heart Attacks
(  ) Stroke



                                (  ) Cancer

(  ) Diabetes

            Allergies to:  ___________________________________________________

            Current medicines (including OTC):

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            In the past month , which symptoms has the patient experienced:

            (  ) Falls
(  ) Difficulty breathing
(  ) Poor appetite

            (  ) Chills
(  ) Chest pain
(  ) A change in weight  


            (  ) Nausea
(  ) Feeling anxious or restless
(  ) Feeling very sad

            (  ) Fever
(  ) Difficulty sleeping
(  ) Nightmares

            (  ) Other _________________________________

            CURRENT PROBLEMS?
Skin (  ) Bowel (  ) Bladder (  ) Pain(  ) 

            PHANTOM LIMB SENSATION/PAIN

            Is the patient still having sensations from the missing limb? (Y/N) 

            Are the sensations bothersome? (Y/N)

            To what extent?  _____________________________________ 

            Do they interfere with sleep at night? (Y/N)

            Do the sensations interfere with any activities? (Y/N)

            Which activities? ____________________ 

            Phantom pain? (Y/N) 

                 Intensity (  /10)

                 Quality (sharp/dull/aching/burning/numbness/tingling

                 location (leg/foot/toes/arm/hand/fingers)

                 Aggrevating factors:___________________________________________

                 Alleviating factors:____________________________________________

                 Current Therapies:____________________________________________

            Problems with intact limbs? (Y/N) 

            Explain:_______________________________________________________

            CURRENT PROSTHESIS

            Expectations of prosthesis and function:

            ____________________________________________________

            How many artificial limbs has the patient Had? _____________

            How old is the current prosthesis?______   ________________

            Current Prescription ? LE
Right
     Left




            Socket Shape       ________________    __________________

            Suspension          ________________    __________________

            Liner                    ________________    __________________

            Knee Unit             ________________    __________________

            Shank                  ________________    __________________

            Foot                     ________________    __________________

            Torsion Unit          ________________    __________________ 

            Rotator Unit          ________________    __________________

            Socks                  ________________    __________________

            Current Prescription ? UE

            
Type

Body-Powered

Myoelectric

Both

            
Socket

            
Suspension

            
Elbow Unit

            
Wrist Unit

            
Terminal Device

            
Hook

            
Hand

            Other


            What kinds of problems are there with the current prosthesis? 

            ________________________________________________________________

            ______________________________________________________________________

            ____________

            If there was a new prosthesis, would the patient like to have the same

            kind of limb made or rather consider all the options now available? 

            ____________________________________________________________

            SOCIAL SITUATION

            Marital Status: (Y/N)   Name of spouse: ___________________________

            Number of children: _______  Their ages:__________


            Number living with you:____

            Type of Home: (Apartment/House (number of stories___/Assisted Living)

            Number of steps to manage  _____ Are there hand rails?  ________

            Uneven terrain: (Y/N)

            Highest grade in school: (HS/College/Grad) 

            Are you working: (Y/N)  Do you want to work: (Y/N)

            Occupation:________________________________

            Hobbies:______________________________________________________________

            __________________________________________________________

            What do the patient do for exercise___________________________________

            Current involvement with PT/OT

            (Describe):_____________________________

            ________________________________________________________________

            Currently,  the patient needs help with:

            
(  ) Eating
(  ) Getting in & out of bed


                                (  ) Coking

            
(  ) Getting dressed   (  ) Getting in & out of a chair

            
(  ) House cleaning

            
(  ) Going to the bathroom
(  ) Getting in & out of the shower
(  )

            Shopping

            
(  ) Taking a bath
(  ) Pushing my wheelchair


                                (  ) Walking

            
Other:_______________________________________________Was the patient

            driving before amputation? (Y/N)

            Driving now? (Y/N)  Want to drive?(Y/N)

     -------------------------------------------------

     TEMPLATE ID: 2503

     TITLE: PM&R AMPUTEE H&P

            Age:____ Date of Birth:_______________ 

            Service:Air Force/Army/Navy-Marines/Other


            Active Duty/Reserve/Retired/Family Member  

            Unit:________________________________

            Rank (retired, if applicable):_______MOS/AOC (describe):________

            Medical Evaluation Board: (submitted/in progress/not applicable)


            Previous Amputee Clinic? (yes/no)

            Reason for Clinic Visit?___________________ _________________________

            Primary

            Physician(s)__________________________________________________________

            _____

            Type of Surgery (ICD9 codes)     Date of Surgery
Name of Surgeon

            ________________________    ________________   ____________________

            ________________________    ________________   ____________________

            ________________________    ________________   ____________________

            ________________________    ________________   ____________________

            Medical Conditions?check all that apply

            Diabetes: (  )  Taking insulin: (  )  How long? ______

            High Blood Pressure: (  )     For how long?_______
   

            Heart arrhythmia: (  )  (irregular heart beat)_________

            Heart attack: (  )  When?______________

            Peripheral Vascular Disease (clogging of the arteries): (  )

            Stroke: (  )

            Asthma: (  )

            Emphysema (  )

            Other lung problems________________________________

            Kidney disease (  ) If so, are you on hemodialysis? (Y/N)  For how

            long?____

            Arthritis: (  )  where?___________________ 

            Chronic wounds or sores: (  )  where?_________________________________

            Depression: (  )

            Other pyschiatric conditions___________________________

            Cancer: (  )  where?_____________________________________________

            Check medical problems that have occurred in your family

            (grandparents, parents, sisters, brothers or children).

            
(  ) Heart Attacks
(  ) Stroke



                                (  ) Cancer

(  ) Diabetes

            Allergies to:  ___________________________________________________

            Current medicines (including OTC):

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            ________________________________

            In the past month , which symptoms has the patient experienced:

            (  ) Falls
(  ) Difficulty breathing
(  ) Poor appetite

            (  ) Chills
(  ) Chest pain
(  ) A change in weight  


            (  ) Nausea
(  ) Feeling anxious or restless
(  ) Feeling very sad

            (  ) Fever
(  ) Difficulty sleeping
(  ) Nightmares

            (  ) Other _________________________________

            CURRENT PROBLEMS?
Skin (  ) Bowel (  ) Bladder (  ) Pain(  ) 

            PHANTOM LIMB SENSATION/PAIN

            Is the patient still having sensations from the missing limb? (Y/N) 

            Are the sensations bothersome? (Y/N)

            To what extent?  _____________________________________ 

            Do they interfere with sleep at night? (Y/N)

            Do the sensations interfere with any activities? (Y/N)

            Which activities? ____________________ 

            Phantom pain? (Y/N) 

                 Intensity (  /10)

                 Quality (sharp/dull/aching/burning/numbness/tingling

                 location (leg/foot/toes/arm/hand/fingers)

                 Aggrevating factors:___________________________________________

                 Alleviating factors:____________________________________________

                 Current Therapies:____________________________________________

            Problems with intact limbs? (Y/N) 

            Explain:_______________________________________________________

            CURRENT PROSTHESIS

            Expectations of prosthesis and function:

            ____________________________________________________

            How many artificial limbs has the patient Had? _____________

            How old is the current prosthesis?______   ________________

            Current Prescription ? LE
Right
     Left




            Socket Shape       ________________    __________________

            Suspension          ________________    __________________

            Liner                    ________________    __________________

            Knee Unit             ________________    __________________

            Shank                  ________________    __________________

            Foot                     ________________    __________________

            Torsion Unit          ________________    __________________ 

            Rotator Unit          ________________    __________________

            Socks                  ________________    __________________

            Current Prescription ? UE

            
Type

Body-Powered

Myoelectric

Both

            
Socket

            
Suspension

            
Elbow Unit

            
Wrist Unit

            
Terminal Device

            
Hook

            
Hand

            Other


            What kinds of problems are there with the current prosthesis? 

            ________________________________________________________________

            ______________________________________________________________________

            ____________

            If there was a new prosthesis, would the patient like to have the same

            kind of limb made or rather consider all the options now available? 

            ____________________________________________________________

            SOCIAL SITUATION

            Marital Status: (Y/N)   Name of spouse: ___________________________

            Number of children: _______  Their ages:__________


            Number living with you:____

            Type of Home: (Apartment/House (number of stories___/Assisted Living)

            Number of steps to manage  _____ Are there hand rails?  ________

            Uneven terrain: (Y/N)

            Highest grade in school: (HS/College/Grad) 

            Are you working: (Y/N)  Do you want to work: (Y/N)

            Occupation:________________________________

            Hobbies:______________________________________________________________

            __________________________________________________________

            What do the patient do for exercise___________________________________

            Current involvement with PT/OT

            (Describe):_____________________________

            ________________________________________________________________

            Currently,  the patient needs help with:

            
(  ) Eating
(  ) Getting in & out of bed


                                (  ) Coking

            
(  ) Getting dressed   (  ) Getting in & out of a chair

            
(  ) House cleaning

            
(  ) Going to the bathroom
(  ) Getting in & out of the shower
(  )

            Shopping

            
(  ) Taking a bath
(  ) Pushing my wheelchair


                                (  ) Walking

            
Other:_______________________________________________Was the patient

            driving before amputation? (Y/N)

            Driving now? (Y/N)  Want to drive?(Y/N)

     -------------------------------------------------

     TEMPLATE ID: 120

     TITLE: PM&R SUBJECTIVE TEMPLATE/NEW PATIENT

            AGE/GENDER:

            CHIEF COMPLAINT:

            DURATION OF SXS:

            HX OF TRAUMA:

            PAIN LEVEL:

            PAIN DESCRIPTION:

                        A. LOCATION:

                        B. QUALITY:

                        C. RADIATION:

                        D. NUMBNESS/TINGLING:

            AGGRAVATING FACTORS:

            RELIEVING FACTORS:

            MEDICATIONS TRIED:

            MODALITIES TRIED:

            PHYSICAL THERAPY: 

            FUNCTIONAL HX:

            PMHX:

            PSHX:

            CURRENT MEDS:

            ALLERGY:

            SOCIAL HX:  SMOKING: 

                                ETOH: 

                                LIVING SITUATION:

            MILITARY HX: MOS:

                                 JOB DUTIES:

                                 LAST APFT:

                                 PROFILE:

     -------------------------------------------------

     TEMPLATE ID: 126

     TITLE: PM&R SUBJECTIVE TEMPLATE/NEW PATIENT

            AGE/GENDER:

            CHIEF COMPLAINT:

            DURATION OF SXS:

            HX OF TRAUMA:

            PAIN LEVEL:

            PAIN DESCRIPTION:

                        A. LOCATION:

                        B. QUALITY:

                        C. RADIATION:

                        D. NUMBNESS/TINGLING:

            AGGRAVATING FACTORS:

            RELIEVING FACTORS:

            MEDICATIONS TRIED:

            MODALITIES TRIED:

            PHYSICAL THERAPY: 

            FUNCTIONAL HX:

            PMHX:

            PSHX:

            CURRENT MEDS:

            ALLERGY:

            SOCIAL HX:  SMOKING: 

                                ETOH: 

                                LIVING SITUATION:

            MILITARY HX: MOS:

                                 JOB DUTIES:

                                 LAST APFT:

                                 PROFILE:

     -------------------------------------------------

     TEMPLATE ID: 337

     TITLE: PM&R SUBJECTIVE TEMPLATE/NEW PATIENT

            AGE/GENDER:

            CHIEF COMPLAINT:

            DURATION OF SXS:

            HX OF TRAUMA:

            PAIN LEVEL:

            PAIN DESCRIPTION:

                        A. LOCATION:

                        B. QUALITY:

                        C. RADIATION:

                        D. NUMBNESS/TINGLING:

            AGGRAVATING FACTORS:

            RELIEVING FACTORS:

            MEDICATIONS TRIED:

            MODALITIES TRIED:

            PHYSICAL THERAPY: 

            FUNCTIONAL HX:

            PMHX:

            PSHX:

            CURRENT MEDS:

            ALLERGY:

            SOCIAL HX:  SMOKING: 

                                ETOH: 

                                LIVING SITUATION:

            MILITARY HX: MOS:

                                 JOB DUTIES:

                                 LAST APFT:

                                 PROFILE:

     -------------------------------------------------

     TEMPLATE ID: 295

     TITLE: PMR -Subjective

            This is a test.

     -------------------------------------------------

     TEMPLATE ID: 11560

     TITLE: Past medical history

            PMH:  

            chronic cough (? related to GERD -- pulmonary causes have been ruled

            out by extensive evaluation)

            chronic SOB/DOE     

            OA

            spinal stenosis (c3-c4)

            Damaged right vestibular nerve

            cataracts

            diverticuli noted on CT scan

            poor hearing

            hypertension

     -------------------------------------------------

     TEMPLATE ID: 3781

     TITLE: Peak Flow Monitoring

            yo    with MIP asthma presenting for f/u visit after vacation in

            Puerto Rico.  Pt is asymptomatic at this time.

     -------------------------------------------------

     TEMPLATE ID: 11118

     TITLE: Pediatric NEW Asthma Encounter

            Age of Diagnosis:

            Race:

            Asthma Triggers Identified:

            Allergy Testing:

            Peak Flow:

            EFMP:

            Eczema:

            Smokers:

            Pets:

            Family Hx Asthma:

            Food Allergies:

            Current Action Plan:

            Spacer Use:

            Number of Days Missed from School in last 3 months:

            Number of Days Missed from Work (Parents):

            Hospital Admissions:

            Drug Allergies:

            Flu Shot:

     -------------------------------------------------

     TEMPLATE ID: 11119

     TITLE: Pediatric NEW Asthma Encounter

            Age of Diagnosis:

            Race:

            Asthma Triggers Identified:

            Allergy Testing:

            Peak Flow:

            EFMP:

            Eczema:

            Smokers:

            Pets:

            Family Hx Asthma:

            Food Allergies:

            Current Action Plan:

            Spacer Use:

            Number of Days Missed from School in last 3 months:

            Number of Days Missed from Work (Parents):

            Hospital Admissions:

            Drug Allergies:

            Flu Shot:

     -------------------------------------------------

     TEMPLATE ID: 11121

     TITLE: Pediatric NEW Asthma Encounter

            Age of Diagnosis:

            Race:

            Asthma Triggers Identified:

            Allergy Testing:

            Peak Flow:

            EFMP:

            Eczema:

            Smokers:

            Pets:

            Family Hx Asthma:

            Food Allergies:

            Current Action Plan:

            Spacer Use:

            Number of Days Missed from School in last 3 months:

            Number of Days Missed from Work (Parents):

            Hospital Admissions:

            Drug Allergies:

            Flu Shot:

     -------------------------------------------------

     TEMPLATE ID: 12899

     TITLE: Report of Medical History  DD2807-1

            Answers to questions of have you ever or do you now have:

            {Respiratory}

            Tuberculosis

            Lived with someone with tuberculosis

            Coughed up blood

            Asthma or any breathing problems related to exercise, weather,

            pollens, etc.

            Shortness of Breath

            Bronchitis

            Wheezing or poblems with wheezing

            Been prescribed or used an inhaler

            A chronic cough or cogh at night

            Sinusitis

            Hay Fever

            Chronic or frequent colds

            {HEENT}

            Severe tooth or gum trouble

            Thyroid trouble or goiter

            Eye disorder or trouble

            Ear, nose, or throat trouble

            Loss of vision in either eye

            Worn contact lenses or glasses

            A hearing loss or wear a hearing aid

            Surger to correct vision (RK, PRK, LASIK, etc.)

            {Joints, Extermeties, Skeletal}

            Painful shoulder, elbow or wrist (e.g., pain, dislocation, etc.)

            Arthitis, rheumatism, or busitis

            Recurrent back pain or any back problem

            Numbness or tinglin

            Loss of finger or toe

            Foot trouble

            Impaired us of arms, legs, hands, or feet

            Swollen or painful joint(s)

            Knee trouble( e.g, locking, giving out, pain or ligament injury, etc.)

            Any knee or foot surgery including arthroscopy or the use of a scope

            to any bone or joint

            Any need to use corrective devices such as prosthetic devices, knee

            brace(s), back support(s), lifts or orthotics, etc.

            Bone, joint, or other deformity

            Plate(s), screw(s), rod(s) or pin(s) in any bone

            Broke bone(s)

            {GI/GU}

            Frequent indigiestion or heartburn

            Stomach, liver, intestinal trouble, or ulcer

            Gall bladder trouble or gallstones

            Jaundice or hepatitis (liver disease)

            Rupture/hernia

            Rectal disease, hemorrhoids or blood frm the rectum

            Skin disease (e.g. acne, eczema, psoriasis, etc.)

            Frequent or painful urination

            High or low blood sugar

            Kidney stone or blood in urine

            Sugar or protein in urine

            Sexually transmitted disease

            Adverse reaction to serum, food, insect stings or medicine

            Recent unexplained gain or loss of weight

            Currently in good health 

            Tumor, growth, cyst or cancer

            Dizziness or fainting spells

            Frequent or severe headache

            A head injury, memory loss or amnesia

            Paralysis

            Seizures, convulsions, epilepsy or fits

            Car, train, sea or air sickness

            A period of unconsciousness or concussion

            Meningits, encephalitis, or other neurological problems

            Rheumatic fever

            Prolonged bleeding  (as after an injury or tooth extraction, etc.)

            Pain or pressure in the chest

            Palpitation, pounding heart or abnormal heartbeat

            Heart troubleor murmur

            High or low blood pressure

            Nervous trouble of anyh sort (anxiety or panic attacks)

            Habitua stammering or stuttering

            Loss of memory or amnesia, or neurological symptoms

            Frequent trouble sleeping

            Received cousneling of any type

            Depressionr or excessive worry

            Been evaluated or tereated for a mental condition

            Attempted suicide

            Used illegal drugs or abused prescription drugs

            Left or Right Handed

            Females Only:

            Tratment for a gynecological disorder

            A change of menstrual pattern

            Any abnormal PAP smears

            First day of last menstrual period

            Date of last PAP smear

     -------------------------------------------------

     TEMPLATE ID: 4002

     TITLE: SICK CALL- abdominal complaints- MA

            YO   [ ] F [   ]M with complaints of:[  ] pain [  ] cramping

            [  ] Nausea

            [  ] vomitting x __

                 [  ] blood in the emesis

                 [  ] mucus

            [  ] dizziness with [  ] position changes, [   ] at rest

            [  ] headache

            [  ] diarrhea

            [  ] constipation

            [  ] pain with defecation

     -------------------------------------------------

     TEMPLATE ID: 279

     TITLE: Subjective

            3 y/o with RAD, moderate persistent,  currently only needs Albuterol

            MID rarely (once every few months. Also with history one febrile

            seizure and two other seizures with a negative work-up adn no

            anticonvulsant prophylaxis at this time. Being followed by peds neuro.

     -------------------------------------------------

     TEMPLATE ID: 296

     TITLE: Subjective- Open Heart

            Anatomy:

            CATH Results:

            Last Echo:

     -------------------------------------------------

     TEMPLATE ID: 335

     TITLE: TEST

            EST

     -------------------------------------------------

     TEMPLATE ID: 327

     TITLE: THE TEST

            TEST

     -------------------------------------------------

     TEMPLATE ID: 328

     TITLE: THE TEST

            TEST

     -------------------------------------------------

     TEMPLATE ID: 3561

     TITLE: THYROID CANCER STAGING SYSTEMS

            MACIS SCORING SYSTEM

            Based on characteristics at time of initial surgery

            POINT SCORE = (AGE* X 0.08) + (0.3 X SIZE CM) + OTHER**

            *AGE < OR = 39, USE 3.1

            AGE > 40 USE AGE X 0.08

            ** OTHER:

            LOCAL INVASION = ADD +1

            INCOMPLETE SURGERY = ADD +1

            DISTANT METS = ADD + 3

            LOW RISK:  MACIS SCORE < 6.0

            PATIENT'S MACIS SCORE:          

            --------------------------------------------------------------------

            AJCC STAGING:

            I  AGE < 45: LOCALIZED TO THYROID OR LOCAL SPREAD

               AGE > 45: TUMOR < 1.0 CM AND NO SPREAD

            II AGE < 45 AND DISTANT METS

              AGE > 45 TUMOR > 1 CM AND NO METS

            III AGE > 45 LOCAL INVASION OR (+) CERVICAL LN

            IV AGE > 45 DISTANT METS

            PATIENT'S AJCC STAGE:

            ----------------------------------------------------------------------

            U CHICAGO STAGING

            I  CONFINED TO THYROID

            II CERVICAL LN INVOLVEMENT

            III LOCAL INVASION

            IV DISTANT METS

            PATIENT'S U CHICAGO STAGING:

     -------------------------------------------------

     TEMPLATE ID: 3762

     TITLE: THYROID FAILURE BILLEWICZ SCALE

            SYMPTOMS                                                      POINTS

                                                                        ABSENT    

                    PRESENT

            DECREASED SWEATING IN HEAT           -2                          +6

            DRY SKIN                                                 -6           

                          +3

            COLD INTOLERANCE                               -5                     

                +4

            WEIGHT GAIN                                           -1              

                       +1

            CONSTIPATION                                         -1               

                      +2

            HOARSENESS                                          -6                

                      +5

            PARAESTHESIAS                                    -4                   

                    +5

            HEARING LOSS                                         0                

                      +2

            SIGNS

            SLOW MOVEMENTS                                -3                      

                 +11

            COARSE SKIN                                          -7               

                        +7

            COLD SKIN                                               -2            

                           +3

            PERIORBITAL PUFFINESS                         -6                      

                 +4

            SLOW PULSE RATE                                 -4                    

                    +4

            DECREASED DTRS                                   -6                   

                   +15        

            MIN SCORE: -53/  MAX XORE +72

            SCORE > 19   HYPOTHYROID

            SCORE -14 TO + 19 INTERMEDIATE

     -------------------------------------------------

     TEMPLATE ID: 3621

     TITLE: THYROTOXICOSIS WAYNE INDEX

            WAYNE THYROTOXICOSIS INDEX:

            SYMPTOMS   POINTS

                                                                  PRESENT         

               ABSENT

            DYSPNEA ON EXERTION                  +1                           0

            PALPITATIONS                                 +2                       

                0

            TIREDNESS                                       +2                    

                   0

            HEAT INTOLERANCE                        +5                           

            COLD INTOLERANCE                        -5                           

            EXCESS SWEATING                         +1                           0

            NERVOUSNESS                                 +1                        

             0

            APPETITE INCREASED                       +3                          0

            APPETITE DECREASED                      -3                          0

            WEIGHT INCREASED                         -3                          

            WEIGHT DECREASED                         +3                         0

            SIGNS

            PALPABLE THYROID                        +3                          -3

            BRUIT OVER THYROID                     +2                           -2

            PROPTOSIS                                       +2                    

                  0

            LID RETRACTION                              +2                        

               0

            LID LAG                                             +1                

                      0

            HYPERKINETIC MOVEMENTS            +4                          -2

            FINE TREMOR                                    +1                     

                 0

            HANDS HOT                                      +2                     

                -2

            HANDS MOIST                                   +1                      

               -1

            ATRIAL FIBRILLATION                       +4                          

            RESTING HEART RATE <80              -3                            0

            RESTING HEART RATE > 90             +3                           0

            INTERPRETATION:  SUM OF SCORES

            < 10                  NONTOXIC

            11-19                INTERMEDIATE

            > OR = 20         TOXIC

     -------------------------------------------------

     TEMPLATE ID: 290

     TITLE: Test Template

            This example is used to show how to create a template to be used for

            future use.

     -------------------------------------------------

     TEMPLATE ID: 299

     TITLE: Wrist Fracture

            Broken

     -------------------------------------------------

     TEMPLATE ID: 326

     TITLE: YU TEST

            THIS IS A NEW TEST

     -------------------------------------------------

     TEMPLATE ID: 1001

     TITLE: ales

            PMHx: 

            PSHx:.

            Fam Hx: 

            Soc Hx:  

            Allergies: 

            Medications: 

            VS:
See ICDB




            General:  

            
CV: 

            Mental Status:

            A&O x 3, Recall 3/3 at 1 and 5 minutes, WORLD/DLROW, Calculation

            intact.

            Affect ¿ normal. Thought process ¿ clear.  No perseveration,

            distractibility, or impersistence.  No neglect grossly.

            Language ¿ normal fluency, comprehension, naming and repetition.

            CN: 

            Visual Fields full to confrontation x 4 quads in each eye.


            Fundi ¿benign, PERRL, EOM¿s full, no APD, no ptosis, normal

            convergence. Normal pursuits and saccades. No INO or nystagmus.

            Intact muscles of mastication. V1->V3 intact to light touch and

            temperature.  Intact muscles of facial expression.  Hearing is grossly

            intact.  Palate volitionally rises symmetrically.  SCM/TPZ are intact

            and symmetric.  


            Tongue is midline with symmetrically voluntary movement.

            Motor:

            Tone is normal.  Bulk is full. 

            Strength is 5/5 in all muscle groups.

            There is no pronator drift.

            Sensory: 

            Light touch, PP , Prop and temp, and vibration are normal.

            Romberg testing does not reveal excessive sway.

            DTR:

            Reflexes are 2 / 4 throughout and symmetric.

            No clonus

            Plantar responses are flexor.

            There is a normal jaw jerk.

            Coordination: Finger to Nose and heel to shin are intact. RAM intact.

            Gait: Gait is normal spontaneously as is tandem, heel and toe walking.

            

1.


            


1.

     -------------------------------------------------

     TEMPLATE ID: 287

     TITLE: burchDM_Subjective

            Patient with Hx NIDDM / IDDM returns for follow-up. 

            Interval history:

            Control:  A1c     (Date    /     )

            See attached sheet or below:

            AM









            Lunch









            Dinner









            HS





            Complications:

            Eyes: last eye clinic visit:

            Nephro: Microalbumin (Date   /    ):   ; BUN/Creat:    (Date   /   )



            Neuro:  Sxs:






            Podiatry:  last visit:

            Lipids: (Date    /     ) TC:

HDL

LDL

TG

     -------------------------------------------------

     TEMPLATE ID: 10

     TITLE: coding for research subject

            This patient is a subject in the  (   )   research study.

     -------------------------------------------------

     TEMPLATE ID: 253

     TITLE: diabetes  class-part one

            Pt attending Initial Diabetes four part  series.

     -------------------------------------------------

     TEMPLATE ID: 300

     TITLE: fLU

                           is not feeling well.

     -------------------------------------------------

     TEMPLATE ID: 12912

     TITLE: ped endo past medical history

            PMH:  

            Maternal illnesses:  None /

            Maternal meds:

            Labor & delivery:

            Birth:    EGA 
       Apgars:

            Birth weight


            Birth length

            Birth OFC

            Neonatal:  Hypoglycemia  Y / N     Jaundice  Y / N  

            Growth & Development:

            
Motor:

            
Language:

            
Toilet training:

            
Dentition:  1st tooth at 

                                  Review of growth chart:

            School performance:  Grade            A    B    C    D    F

            

Academic problems: None / 

            Feeding hx:  Food intolerances Y / N   Food avoidances  Y / N 

            Illnesses:  None / 

            Meds/supplements/alternatives:  None / 

            Allergies:  None / 

            Immunizations:  UTD / needs

            Surgery:  None / 

            Trauma: None / 

            FAMILY HISTORY:  Mother ht:             Father ht:

             MPH:

            Ethnic background: mother                         father              

            pubertal hx:  mother:

                                father:

     -------------------------------------------------

     TEMPLATE ID: 17

     TITLE: prostate

            this is test

