PAGE 1- DOWNTIME NOTE - CUC - PAGE 1

COMPLETE ALL BOLD ITEMS AND APPLICABLE GRAY ITEMS– COMPLETE BOTH SIDES OF NOTE
	↓**starred information available at front desk** 
NAME:___________________

DOB:____________________DATE:_______apt time______
*INSURANCE:_____________
*ADDRESS:                                                             
	                                          ↓  (preceptor fill in your name here) ↓
ATTENDING/NP:_____________
RESIDENT:__________________
MA:_______________________

*MRN#:___________________
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Chronic symptoms:
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	 PAGE 2 COMPLETE ALL BOLD ITEMS AND APPLICABLE GRAY ITEMS – COMPLETE BOTH SIDES OF NOTE PAGE 2 
↓**starred information available at front desk** 
NAME:__________________

DOB:____________________
DATE:_______appt time______
	                                                   ↓  (preceptor fill in your name here) ↓
ATTENDING/NP:_____________

RESIDENT:_________________

MA: ____________________
MRN: 


	WT (KG)
%ile____
	HT(CM)

%ile____
	BMI:

%ile____
	HD CIRC

%ile____
	TEMP
	HR
	RR
	BP
	SPO2
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	E EXAM 
	

	   Gen
	CV

	Head
	Abd

	Eyes
	Back

	Ears
	Ext

	Nose
	GU

	OP/ Neck
	Neuro

	Lungs
	Skin

	
	









· (INTERVAL E/M service 1-3) I have reviewed the history, physical exam and medical decision making and agree with the resident 
physician. I was immediately available for the key portions of this service 

· (INTERVAL E/M service 4-5)I was physically present for the E/M service provided. I personally participated in exam and  treatment 
decisions for this patient.  I agree with the House Officer note and plan which I have reviewed and edited where appropriate. 

· (WELL CHILD) Patient case reviewed and discussed with resident at time of visit. Given history of ___________________________________​____________, 

exam and assessment show ___________________________________________________________________________________________. 

 I agree with the plan of care to ________________________________________________________________________________________. 

 Additions to treatment plan:_________________________________________________     
ATTENDING/ NP SIGNATURE:______________________
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CHIEF COMPLAINTS:                     CIRCLE:  wcc    fuv   sick   adol   spec  nurse-only              


1.


 





2.








3. 








4.








DIET:








ELIMINATION:








SLEEP:








HOME ENVIRO:








SCHOOL/ DEVELOPMENT: 








PMHX / CHRONIC PROBLEMS:











REVIEW OF SYSTEMS: 





** Indicate if any teen history with CONFIDENTIAL ** 


MEDS:                                          ALLERGIES:                                        








RECOVERY


CHECKLIST





PROVIDER:


1. Await All Clear


2. Front desk registers


3. Enter basic pt data


a)Type HPI- “See Downtime Note”


b) Add / edit allergies


c) Add / edit meds


d) Add vital signs- make sure to correct date and approximate time


e) Add DIAGNOSES


f) Add referrals


g) Create and mail labs slips and health assessments if needed


h) Determine and submit charge





INITIAL WHEN COMPLETE


         





4. HAND  NOTE  TO


�


NURSING





 5. Enter vaccines into EPIC; submit charges; call family if vaccine  opportunity missed 





INITIAL WHEN COMPLETE:


        








6. HAND  NOTE TO 


            �





MEDICAL RECORDS





7. SCAN TO PROGRESS  NOTES 





ORDERS


HAND  NOTE TO MA �
NOTE VACCINE  MANUFACTURER /  LOT # / EXP DATE / SITE ; NOTE IF SLIPS GIVEN


WRITE RESULTS OF RAPID TESTS; WHEN COMPLETE, HAND BACK TO PROVIDER ; INITIAL �
�
  (�
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ASSESSMENTS          PLAN























RESIDENT SIGNATURE: ______________________________
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