St. Christopher’s Hospital for Children



  Accompanied by:

Ambulatory Pediatric Clinic




  Pharmacy Phone:

	Provider:_________________________________

Date:____________________________________
	Interval Visit
	Name:__________________________________

Date of Birth:____________________________

[image: image1.bmp]Medical Record #_________________________


  [] Chief Complaint(Sick visits)/ or [] Follow-up (reason):

	HPI:

	

	

	

	

	PMHx:

	
Meds:                                                                       :                                 Allergies                                         NKDA

	FHx/SHx:



Wt.:______Ht.______T:______ HR:______RR:______BP:_______Pulse Ox_____


    Normal    Abnormal

	Gen:

Head:

Eyes:

Ears:

Nose:

Throat:

Neck:

Lungs:

CV:

Abd:

Ext:

Neuro:

Skin:

Other:
	· 
	· 


Assessment :                Plan:
        Orders: (check)

	
	

	
	

	
	


                                                                                                                                  ⁯Immunization Counseling by licensed health care provider
Next WCC Visit:_________________________________

Provider Signature:_______________________________

· 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 (E/M service 1-3)


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

Addendum:









Attending signature:__________________________
ROS (  if Negative)


Constitutional


Eyes


ENT


CV


Resp


GI


GU


Msk�Neuro


Skin


Psych


Heme


Endo


Immuno





Attending H&P


Hx:














PE:














A/P:











Neb tx


Pulse ox


Rapid Strep


Throat Culture


Urine Dip


U/A and Urine Culture


Wound Cx


Scalp Cx


Vaccine


 Labs


 


 


 


 














