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ABDOMINAL PAIN FEMALE TEMPLATE

© 2022 CD|Notes, LLC

[bookmark: _Hlk104480572]Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Pain started [today/yesterday/several days ago]
The pain is described as [sharp/dull/aching]
Severity of the pain is [mild/moderate/severe]
Onset of pain was [sudden/gradual/intermittent]
Pain is located in the [upper abdomen/RLQ/diffusely]
Aggravating factors: [eating/movement]
Associated symptoms: [nausea/vomiting/diarrhea]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:
Constitution: 	Negative for fever, chills, weakness
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI]
GU:		[ROS: GU]
MUSC:		Negative for muscle, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]

General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucosa moist, pharynx clear, no cervical nodes
Eyes:			PERRL, anicteric
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally without wheeze, rales or rhonchi
Abdomen:		[exam: abdomen; including McBurney's point exam]
Pelvic/GU:		[exam: pelvic/GU]
Rectal:			[exam; rectal]
Musculoskeletal:	no joint tenderness
Skin:			no rash, skin dry
Neurologic:		alert and oriented
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation; if imaging was not performed explain rationale, ie: not indicated]
		
EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Repeat abdominal exam: [abdominal exam findings/tender/non-tender/improved/worsening].

[bookmark: _Hlk75294802]CLINICAL COURSE/ASSESSMENT/PLAN:

Differential Diagnoses: considered, but not limited to:
Biliary colic, cholecystitis, gastritis, perforated ulcer, gastritis, pancreatitis, appendicitis, diverticulitis, colitis, mesenteric ischemia, bowel obstruction, inflammatory bowel disease, gastroenteritis, abdominal aortic aneurysm, hernia, kidney stone, ovarian torsion, ovarian cyst, PID, TOA, endometriosis, pregnancy, ectopic pregnancy. 

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ABDOMINAL PAIN MALE TEMPLATE



© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Pain started [today/yesterday/several days ago]
The pain is described as [sharp/dull/aching]
Severity of pain is [mild/moderate/severe]
Onset of pain was [sudden/gradual/intermittent]
Pain is located in the [rlq/llq/diffusely]
Aggravating factors: [movement/eating]
Associated symptoms: [cough/sob/nausea/vomiting]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:
	
Constitution: 	Negative for fever, chills, weakness
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI]
GU:		[ROS: GU]
MUSC:		Negative for muscle, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]	

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucosa moist, pharynx clear, no cervical nodes
Eyes:			PERRL, anicteric
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally without wheeze, rales or rhonchi
Abdomen:		[exam: abdomen; including McBurney's point exam]
Genitourinary exam:    [exam: genitourinary, comment on testicular exam]
Rectal:			[exam: rectal]
Musculoskeletal:	no joint tenderness
Skin:			no rash, skin dry
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation; if imaging was not performed explain rationale, ie: not indicated]
		
EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Repeat abdominal exam: [abdominal exam findings/tender/non-tender/improved/worsening].

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75289787]Differential Diagnoses: considered, but not limited to:
Biliary colic, cholecystitis, gastritis, perforated ulcer, gastritis, pancreatitis, appendicitis, diverticulitis, colitis, mesenteric ischemia, bowel obstruction, inflammatory bowel disease, gastroenteritis, abdominal aortic aneurysm, hernia, kidney stone, testicular torsion, inguinal hernia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.
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ABSCESS TEMPLATE

© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Abscess is located [arm/leg/perianal]
Onset was first noted [today/yesterday/several days ago]
Associated symptoms include [pain/fever/nausea]
Symptoms are described as [mild/moderate/severe].

HISTORIAN:

[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   	Negative for fever or chills
SKIN:			[ROS: skin]
MUSC/SKELETAL:	Negative for muscle or joint pain

PAST MEDICAL HISTORY:

[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:

[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]

General Appear:		[exam: general appearance]
CARDIOVASCULAR:		Regular rate and rhythm
SKIN:				[exam: skin]
HEME/LYMPH:			[exam: heme/lymph, lymphadenopathy?]
NEUROLOGIC:			alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed:  [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Wound cultures were sent: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

[bookmark: _Hlk75295041]CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ACUTE CORONARY SYNDROME TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Chest pain started [today/yesterday/several days ago]
The location of the pain is [left anterior chest/right chest/entire chest]
Pain is described as [dull/sharp/aching/squeezing/pressure-like]
Severity of pain is [mild/moderate/severe]
Timing of onset of symptoms was [sudden/gradual/progressive/intermittent]
Associated symptoms include [nausea/sob/abdominal pain/diaphoresis]
Aggravating factors include [exertion/bending forward/supine/none]
Alleviating factors include [rest/NSAID/supine/none]

HISTORIAN:
[Patient/spouse/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO: 	Negative for headache, weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucous membranes moist, pharynx clear
Eyes:			PERRL, anicteric
Neck:			supple, FROM, no JVD
Cardiovascular:	             [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Old EKG: [EKG interpretation]

Aspirin: [was given by EMS/taken by patient/given in ER/not indicated]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:

I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75274051][bookmark: _Hlk75290149]Differential Diagnoses: considered, but not limited to:
ACS, pulmonary embolism, aortic dissection, pericarditis, pneumothorax, pneumonia/bronchitis, costochondritis, pleuritis, zoster, esophagitis, esophageal spasm.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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[bookmark: _Hlk104796994]ALCOHOL ABUSE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient states that they have been drinking alcohol for [days/years]
Symptoms are described as [mild/moderate/severe].
Alcohol abuse has been [sudden/gradual/intermittent].
Patient has sought help for alcohol abuse in the past: [yes/no/unknown]
Associated symptoms include [nausea/vomiting/tremors]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  [ROS: constitution   fever/tremors]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI nausea/vomiting/diarrhea]
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]

General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	mucosa moist, pharynx clear, no cervical nodes
Eyes:			PERRL, anicteric
Cardiovascular:	              [exam: cardiac]
Respiratory:		clear to auscultation bilaterally without wheeze, rales or rhonchi
Abdomen:		soft, non-tender, normo-active bowel sounds
Musculoskeletal:	no joint tenderness
Skin:			no rash, skin dry
Neurologic:		[exam: neuro]	
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.
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ALCOHOL INTOXICATION TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient was brought to Emergency Department by [self/police/ambulance]
Patient states that they were drinking [beer/wine/liquor]
Severity of symptoms is described as [mild/moderate/severe] 
Alcohol abuse has been [sudden/gradual/intermittent].
Associated symptoms include [agitation/nausea/vomiting/combative behavior]
Symptoms started [today/yesterday]

HISTORIAN:
[Patient/EMS/family member]

REVIEW OF SYSTEMS:

CONSTITUTION:  [ROS: constitution/fever/chills/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI nausea/vomiting/diarrhea]
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]

General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucosa moist, pharynx clear, no cervical nodes
Eyes:			PERRL, anicteric
Cardiovascular:	              [exam: cardiac]
Respiratory:		clear to auscultation bilaterally without wheeze, rales or rhonchi
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no joint tenderness
Skin:			no rash, skin dry
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290000]Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.
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ALCOHOL WITHDRAWAL TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient was brought to Emergency Department by [self/police/ambulance]
Patient states that they were drinking [beer/wine/liquor]
Severity of symptoms is described as [mild/moderate/severe] 
Alcohol abuse has been [sudden/gradual/intermittent].
Associated symptoms include [agitation/nausea/vomiting/combative behavior]
Symptoms started [today/yesterday]

HISTORIAN:
[Patient/EMS/family member]

REVIEW OF SYSTEMS:

CONSTITUTION:  [ROS: constitution/fever/chills/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI nausea/vomiting/diarrhea]
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle, joint pain
SKIN:		Negative for rash
NEURO:	              [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]

General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucosa moist, pharynx clear, no cervical nodes
Eyes:			PERRL, anicteric
Cardiovascular:	             [exam: cardiac]
Respiratory:		clear to auscultation bilaterally without wheeze, rales or rhonchi
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no joint tenderness
Skin:			no rash, skin dry
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

CIWA-AR for Alcohol Withdrawal:

1. Nausea/vomiting:  [0-7]

No nausea or vomiting: 0
Mild nausea, no vomiting: +1
More severe symptoms: +2
More severe symptoms: +3
Intermittent nausea with dry heaves: +4
More severe symptoms: +5
More severe symptoms: +6
Constant nausea, frequent dry heaves and vomiting: +7

2. Tremor:  [0-7]

No tremor: 0
Not visible, but can be felt fingertip to fingertip: +1
More severe symptoms: +2
More severe symptoms: +3
Moderate, with patient's arms extended: +4
More severe symptoms: +5
More severe symptoms: +6
Severe, even with arms not extended: +7

3. Paroxysmal sweats:  [0-7]

No sweat visible: 0
Barely perceptible sweating, palms moist: +1
More severe symptoms: +2
More severe symptoms: +3
Beads of sweat obvious on forehead: +4
More severe symptoms: +5
More severe symptoms: +6
Drenching sweats: +7

4. Anxiety:  [0-7]

No anxiety, at ease: 0
Mildly anxious: +1
More severe symptoms: +2
More severe symptoms: +3
Moderately anxious, or guarded: +4
More severe symptoms: +5
More severe symptoms: +6
Panic state: +7

5. Agitation:  [0-7]

Normal activity: 0
Somewhat more active than normal activity: +1
More severe symptoms: +2
More severe symptoms: +3
Moderately fidgety and restless: +4
More severe symptoms: +5
More severe symptoms: +6
Paces back and forth during most of interview: +7


6. Tactile disturbances:  [0-7]

None: 0
Very mild itching, pin and needles, burning or numbness: +1
Mild itching, pin and needles, burning or numbness: +2
Moderate itching, pin and needles, burning or numbness: +3
Moderately severe hallucinations: +4
Severe hallucinations: +5
Extremely severe hallucinations: +6
Continuous hallucinations: +7

7. Auditory disturbances:  [0-7]

Not present: 0
Very mild harshness or ability to frighten: +1
Mild harshness or ability to frighten: +2
Moderate harshness or ability to frighten: +3
Moderately severe hallucinations: +4
Severe hallucinations: +5
Extremely severe hallucinations: +6
Continuous hallucinations: +7


8. Visual disturbances: [0-7]

Not present: 0
Very mild sensitivity: +1
Mild sensitivity: +2
Moderate sensitivity: +3
Moderately severe hallucinations: +4
Severe hallucinations: +5
Extremely severe hallucinations: +6
Continuous hallucinations: +7

9. Headache:  [0-7]

Not present: 0
Very mild: +1
Mild: +2
Moderate: +3
Moderately severe: +4
Severe: +5
Very severe: +6
Extremely severe: +7


10. Orientation/sensorium:  [0-4]

Oriented, can do serial additions: 0
Can't do serial additions or is uncertain about date: +1
Disoriented to date by no more than 2 calendar days: +2
Disoriented to date by more than 2 calendar days: +3
Disoriented to place or person: +4

TOTAL CIWA SCORE: [0-67]

< 8: absent or minimal withdrawal
9-19: mild to moderate withdrawal
> 20: severe withdrawal


Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ALLEGED ASSAULT TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Circumstances around assault: [physical altercation/attacked]
Location of injuries include [head/extremities/face]
Assault occurred [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Patient lost consciousness: [yes/no/unknown]
Associated symptoms include [headache/nausea/vomiting]

HISTORIAN:
[Patient/spouse/parent/EMS/police]

REVIEW OF SYSTEMS:

CONSTITUTION:  Negative for fever, chills, weakness
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting
GU:		Negative for urinary symptoms
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash
NEURO:	              Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
Ears/Nose/Throat:	mucosa moist, pharynx clear, no cervical nodes
Eyes:			PERRL, anicteric
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally without wheeze, rales or rhonchi
Abdomen:		soft, non-tender, no guarding or rebound tenderness
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation]

Police were notified: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ALLERGIC REACTION TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/intermittent]
Associated symptoms include [rash/pruritus/difficulty breathing]
Symptoms may have been precipitated by: [nuts/medication/unknown precipitant]
Severity of symptoms is described as [mild/moderate/severe]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills, weakness
ENT:		[ROS: ENT]
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting
MUSC:		Negative for muscle, joint pain
SKIN:		[ROS: skin]
NEURO:	                Negative for headache
ALLERGY/IMMUN:   as per HPI

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: throat]
Eyes:			PERRL, anicteric
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	no joint tenderness
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.
CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290114]Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ALTERED MENTAL STATUS TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms were first noted [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Suddenness of onset of symptoms was [acute/gradual/intermittent]
The character of the change in mental status is [confusion/difficulty speaking]
Associated symptoms include [headache/weakness/fever/none]
Patient is usually [alert/confused]

Time last known well: [time and day]

HISTORIAN:
[Patient/spouse/caretaker/EMS/relative]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/chills/confusion]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for dysuria, hematuria
MUSC:		Negative for joint pain, muscle aches
SKIN:		Negative for rash
NEURO:	                [ROS: neurologic]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	pharynx clear, moist mucous membranes
Eyes:			PERRL, anicteric
Neck:			supple, FROM, no adenopathy, no meningismus
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally without wheeze, rales, ronchi
Back: 			FROM, no CVA tenderness
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no deformity, joint tenderness or swelling
Skin:			dry, no rash
Neurologic:		[exam: neurologic]
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies:  [yes/no/NA]

Radiologic Imaging studies: 
		
	CT Head:  [CT findings]

	CXR: [CXR findings]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

tPA considered:  [yes/no/NA]

If tPA contraindicated:

	Absolute contraindication to tPA: [tPA contraindication]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdalteredmentalstatus
ANAPHYLAXIS TEMPLATE



© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/intermittent]
Associated symptoms include [rash/pruritus/difficulty breathing]
Symptoms may have been precipitated by: [nuts/medication/unknown precipitant]
Severity of symptoms is described as [mild/moderate/severe]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills, weakness
ENT:		[ROS: ENT]
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting
MUSC:		Negative for muscle, joint pain
SKIN:		[ROS: skin]
NEURO:	                 Negative for headache
ALLERGY/IMMUN: as per HPI

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: throat]
Eyes:			PERRL, anicteric
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	no joint tenderness
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ANIMAL BITE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient was bitten by a [cat/dog/bat]
Circumstances of bite: [pet/provoked/unprovoked/stray animal]
Injury occurred [today/yesterday/several days ago]
The location of the injury is the [hand/face/extremity]
Severity of pain is [mild/moderate/severe]
Animal's immunization status is up to date: [yes/no/unknown/NA]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
RESP:		Negative for shortness of breath
MUSC:		Negative for joint or muscle pain
SKIN:		[ROS: skin]
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

[IMMUNHX[

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	              regular rate and rhythm without murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	[exam: extremities]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ANKLE PAIN TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Mechanism of injury was [none/fall/trip/twist/inversion/eversion]
Pain is exacerbated by [weight bearing/flexing ankle]
Severity of symptoms is described as [mild/moderate/severe]
Pain started [today/yesterday/several days ago]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:	 Negative for fever
MUSC:		[ROS: musculoskeletal: as per HPI]
SKIN:		Negative for rash
NEURO:	               Negative for numbness or tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovasc:		[exam: CV pulses/cap refill]
Musculoskeletal:	[exam: ankle]
Skin:			intact
Neuro:			alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: 

	Ankle: [radiology interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ANXIETY TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent]
Patient has the following associated symptoms: [chest pain/palpitations/shortness of breath]
Patient [denies/admits to] current suicidal or homicidal ideation.

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  [ROS: constitution fever/chills/weakness]
ENT:		Negative for sore throat, nasal congestion
CARDIO:	Negative for chest pain 
RESP:		Negative for shortness of breath 
GI:		Negative for abdominal pain, nausea, vomiting
MUSC:		Negative for muscle, joint pain
NEURO:	               Negative for headache
PSYCH:	                  [ROS: psych as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	moist mucous membranes, pharynx clear
Eyes:			PERRL, anicteric
Cardiovascular:	              regular rate and rhythm, no murmur 
Respiratory:		clear to auscultation bilaterally without wheeze, rales, ronchi
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	no deformity, swelling
Skin:			dry, no rash
Neurologic:		[exam: neurologic anxious/non-focal/alert]


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ASTHMA TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Severity of difficulty breathing is described as [mild/moderate/severe]
Suddenness of onset of symptoms was [acute/gradual/progressive]
Associated symptoms include [fever/cough/vomiting]
Potential triggers include [smoke/pollen/URI/none identified]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  [ROS: constitution  fever/chills/general malaise]
ENT:		Negative for sore throat
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		[ROS: respiratory as per HPI]
SKIN:		Negative for rash
NEURO:	                Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucous membranes moist, pharynx clear
Eyes:			PERRL
Neck:			supple, FROM, no lymphadenopathy
Cardiovascular:	               regular rate and rhythm, no murmur 
Respiratory:		[exam: respiratory]
Musculoskeletal:	no deformities, swelling
Skin:			dry, no rashes
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 
		
	CXR: [CXR interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ATRIAL FIBRILLATION TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Duration of symptoms is [constant/intermittent]
Onset of palpitations was [sudden/gradual/progressive]
Severity of palpitations is described as [mild/moderate/severe]
Associated symptoms include [chest pain/sob/anxiety/none]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
MUSC:		Negative for extremity swelling
SKIN:		Negative for rash
PSYCH:	                  [ROS: psychiatric anxious/nervous/depressed]
NEURO:	                   Negative for headache
ENDOCRINE:	     As per HPI

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, anicteric
Neck:			supple, FROM
Cardiovascular:	              [exam: cardiac]
Respiratory:		clear to auscultation bilaterally, without wheezes or rales
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Old EKG: [comparison EKG interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290047]Differential Diagnoses: considered, but not limited to:
Cardiac arrhythmia, anxiety, electrolyte abnormality, infectious, stimulant use, thyroid disorder.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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BACK PAIN TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Character of pain is described as [sharp/dull/aching]
Initial inciting event: [bending/lifting/fall/none identified]
Alleviating factors are [sitting/standing/analgesics]
Exacerbating factors are [bending/lifting]
Associated symptoms include [radiation to leg/abdominal pain/extremity weakness/none]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		[ROS: GU dysuria/hematuria/loss of bladder/bowel control]
MUSC:		[ROS: musculoskeletal weakness/none/as per HPI]
SKIN:		Negative for rash
NEURO:	              [ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Back: 			[exam: back]
Abdomen:		soft, non-tender
Musculoskeletal:	[exam: musculoskeletal; including lower extremity strength]
Rectal:			[exam: rectal normal tone, deferred]                       
Skin:			dry, no rashes
Neurologic:		[exam: neurologic]


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Patient's risk factors for spinal epidural abscess: [none/fever/IVDA/HIV risk factors].

The diagnosis of cauda equina syndrome was considered in the differential diagnosis for back pain. Based upon the history and physical exam which [did/did not] include bladder/bowel dysfunction, extremity weakness, abnormal reflexes, rectal tone or saddle anesthesia, the diagnosis [is/is not] likely and therefore an emergent MRI [is/is not] indicated. Patient is advised to return to the Emergency Department immediately if they develop bladder dysfunction, extremity weakness or paresthesia’s, or difficulty ambulating due to pain.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75273978]Differential Diagnoses: considered, but not limited to:
Musculoskeletal strain, disc herniation, cauda equina syndrome, spinal stenosis, DJD, discitis, epidural abscess, vertebral fracture, spondylolisthesis, zoster, aortic dissection, kidney stone, intrathoracic processes such as pneumonia, effusion, pulmonary embolism.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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BRONCHITIS TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Severity of difficulty of breathing is described as [mild/moderate/severe]
Onset of symptoms was [sudden/progressive/intermittent]
Associated symptoms include [fever/chills/rhinitis/sore throat/productive cough]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
ENT:		[ROS: ENT rhinitis/sore throat]
EYES:		Negative for vision changes, discharge
CARDIO:	Negative for chest pain 
RESP:		[ROS: respiratory  as per HPI]
SKIN:		Negative for rashes
NEURO:   	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			PERRL
Neck:			supple, FROM, no adenopathy
Cardiovascular:	               regular rate and rhythm, no murmur 
Respiratory:		[exam: respiratory]
Musculoskeletal:	no swelling or deformity
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 
	
CXR: [CXR interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, CHF, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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BURN TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Location of injuries include: [face/hand/extremity].
Burn occurred [today/yesterday/several days ago]
Patient was burned by [scalding liquids/flame/steam]
Severity of burn is [mild/moderate/severe]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:	   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
RESP:		Negative for shortness of breath
MUSC:		Negative for muscle pain, joint pain
SKIN:		[ROS: skin as per HPI]
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

[IMMUNHX[

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally, no wheeze, rales, rhonchi
Musculoskeletal:	no deformity, no swelling
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Location of rash/possible infection is [hand/arm/extremity].
Onset of rash was [sudden/gradual/progressive]
Severity of symptoms is described as [mild/moderate/severe]
Associated symptoms include [fever/vomiting/none]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: Const fever/chills/malaise]
RESP:		Negative for shortness of breath
CARDIO:	Negative for chest pain
MUSC:		Negative for muscle aches, joint pain
SKIN:		[ROS: skin  as per HPI]
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate, rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Skin:			[exam: skin]
Neurologic:		alert and oriented


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290958]Differential Diagnoses: considered, but not limited to:
Atopic dermatitis, contact dermatitis, erythema multiforme, drug eruption, folliculitis, insect bites, psoriasis, tinea corporis, urticarial, viral exanthema.
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Associated symptoms include [earache/decreased hearing]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fever, chills
ENT:		[ROS: ENT as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The neck pain started [today/yesterday/several days ago]
There [is/is not] a recent injury
Severity of pain is [mild/moderate/severe]
Character of pain is described as [aching/stabbing/burning]
Onset of pain was [sudden/gradual/progressive]
Associated symptoms include [fever/headache/none]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
RESP:		Negative for cough, shortness of breath
CARDIO:	Negative for chest pain, palpitations
GI:		Negative for nausea, vomiting
MUSC:		[ROS: musculoskeletal as per HPI]
NEURO:   	[ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Neck:			[exam: neck]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neuro]
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Laboratory studies: [yes/no/NA]
Radiologic Imaging studies:  [radiograph interpretation/NA]
Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

The NEXUS Clinical Criteria for Cervical Spine Imaging:  
 1. Midline spinal tenderness present:  [yes/no]
 2. Focal neurologic deficit:                  [yes/no]
 3. Altered level of consciousness:      [yes/no]
 4. Evidence of intoxication:                  [yes/no]
 5. Distracting injury that might distract the patient from the pain of a cervical fracture:    [yes/no]
If any of the responses above are "yes", the C-spine cannot be clinically cleared. Imaging should be considered.
Based upon the NEXUS criteria, C-spine imaging [is/is not] indicated.
		
CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHEST PAIN WITH HEART CRITERIA TEMPLATE
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Chest pain started [today/yesterday/several days ago]
The location of the pain is [left anterior chest/right chest/entire chest]
Pain is described as [dull/sharp/aching/squeezing/pressure-like]
Severity of pain is [mild/moderate/severe]
Timing of onset of symptoms was [sudden/gradual/progressive/intermittent]
Associated symptoms include [nausea/sob/abdominal pain/diaphoresis]
Aggravating factors include [exertion/bending forward/supine/none]
Alleviating factors include [rest/NSAID/supine/none]

HISTORIAN:
[Patient/spouse/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache, weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucous membranes moist, pharynx clear
Eyes:			PERRL, anicteric
Neck:			supple, FROM, no JVD
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Old EKG: [EKG interpretation]

Aspirin: [was given by EMS/taken by patient/given in ER/not indicated]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

HEART Criteria for Cardiac Risk Stratification

History: 	[0-2]
Highly suspicious 	2
Moderately suspicious	1
Slightly suspicious 	0
ECG:		[0-2]
Significant ST-depression 		2
Nonspecific repolarization disturbance 	1
Normal 					0
Age:		[0-2]
> 65 years old 		2
45-65 years old 		1
< 45 years old	 	0
Risk Factors:	[0-2]
 Risk factors include: hypercholesterolemia, hypertension, diabetes, cigarette smoking, family history, obesity
3 or more risk factors 	2
1-2 risk factors		1
No risk factors 		0
Troponin:	[0-2]
 > 3x normal limit 	2
1-3x normal limit 	1
< normal limit 		0

Total HEART Score:   [0-10]

Score: 0-3 Low risk           4-6 Moderate risk                 7-10 high risk 

Applying the HEART score criteria above, the patient is determined to have a [LOW/MEDIUM/HIGH] risk for a major cardiac event within the next 6 weeks, and therefore will be [DISCHARGED WITH CLOSE FOLLOW UP/OBSERVED/ADMITTED].

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
ACS, pulmonary embolism, aortic dissection, pericarditis, pneumothorax, pneumonia/bronchitis, costochondritis, pleuritis, zoster, esophagitis, esophageal spasm.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Chest pain started [today/yesterday/several days ago]
The location of the pain is [left anterior chest/right chest/entire chest]
Pain is described as [dull/sharp/aching/squeezing/pressure-like]
Severity of pain is [mild/moderate/severe]
Timing of onset of symptoms was [sudden/gradual/progressive/intermittent]
Associated symptoms include [nausea/sob/abdominal pain/diaphoresis]
Aggravating factors include [exertion/bending forward/supine/none]
Alleviating factors include [rest/NSAID/supine/none]

HISTORIAN:
[Patient/spouse/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache, weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucous membranes moist, pharynx clear
Eyes:			PERRL, anicteric
Neck:			supple, FROM, no JVD
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Old EKG: [EKG interpretation]

Aspirin: [was given by EMS/taken by patient/given in ER/not indicated]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]


Critical Care:

I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
ACS, pulmonary embolism, aortic dissection, pericarditis, pneumothorax, pneumonia/bronchitis, costochondritis, pleuritis, zoster, esophagitis, esophageal spasm.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Timing of onset of symptoms was [sudden/gradual/progressive]
The character of the confusion is [disoriented to person/place/year]
Associated symptoms include [headache/weakness/fever/none]
Patient’s mental status is usually [normal/mildly confused]

Time last known well: [time and date]

HISTORIAN:
[Patient/spouse/family member]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/malaise/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI diarrhea/melena/hematochezia]
GU:		[ROS: GU dysuria/hematuria]
MUSC:		Negative for joint pain, muscle pain
SKIN:		Negative for rash
NEURO:   	[ROS: neuro  as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	mucous membranes moist, pharynx clear
Eyes:			PERRL, anicteric
Cardiovascular:	              [exam: heart]
Respiratory:		[exam: lungs]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no deformities, no swelling
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies:  [yes/no/NA]

Radiologic Imaging studies: 

	CT Head: [CT Head interpretation]
	
	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

tPA considered:  [yes/no/NA]

If tPA contraindicated:

	Absolute contraindication to tPA: [tPA contraindications/none]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:

I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Last bowel movement was [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe].
Context of constipation includes [taking pain medications/diet change/none identified].
Associated symptoms include [nausea/vomiting/abdominal pain/none]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  Negative for fever, chills
RESP:		Negative for shortness of breath
CARDIO:	Negative for chest pain
GI:		[ROS: GI]
GU:		Negative for urinary symptoms

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	              regular rate, rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
Rectal:			[exam: rectal]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Biliary colic, cholecystitis, gastritis, perforated ulcer, gastritis, pancreatitis, appendicitis, diverticulitis, colitis, mesenteric ischemia, bowel obstruction, inflammatory bowel disease, gastroenteritis, abdominal aortic aneurysm, hernia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Severity of dyspnea is [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Associated symptoms include [fever/cough/chest pain/none]
Symptoms are exacerbated by [exertion/nothing]
Symptoms are alleviated by [rest/nothing]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/malaise/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO:  	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, mucous membranes moist
Neck:			supple, FROM, no adenopathy, no JVD
Cardiovascular:	              [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	[exam: musculoskeletal edema/swelling/tenderness]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, CHF, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.


[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Severity of cough is [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Associated symptoms include [fever/chest pain/chills/body aches/none]
Symptoms are exacerbated by [exertion/nothing]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever, chills]
ENT:		[ROS: ENT sore throat, nasal congestion]
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain 
RESP:		[ROS: respiratory  as per HPI]
MUSC:		Negative for muscle, joint pain
SKIN:		Negative for rash
NEURO:	                 Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, no discharge
Neck:			supple, FROM, no adenopathy
Cardiovascular:	              [exam: cardiac]
Respiratory:		[exam: respiratory]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]
Laboratory studies: [yes/no/NA]
Radiologic Imaging studies: 

CXR: [CXR interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, chf, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdcough
CPR TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
[NAME[, [AGE[, [SEX[, presents after cardiac arrest. 

[Narrative]

HISTORIAN:
[EMS/family]

REVIEW OF SYSTEMS:
Unable to obtain due to patient’s critical condition

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance]
Head:			[exam: head]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			[exam: eyes]
Neck:			[exam: neck]
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Back: 			[exam: back]
Abdomen:		[exam: abdomen]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:

I provided [NUMBERS; 0-90 BY 10 {NORMAL}:140026] minutes of critical care in order to treat a potentially life-threatening illness.

ED COURSE/ASSESSMENT/PLAN:
[ED course/assessment/plan/differential diagnoses considered]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdcpr
CRITICAL CARE TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
[NAME[, [AGE[, [SEX[, presents after cardiac arrest. 

[Narrative]

HISTORIAN:
[EMS/family]

REVIEW OF SYSTEMS:
Unable to obtain due to patient’s critical condition

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance]
Head:			[exam: head]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			[exam: eyes]
Neck:			[exam: neck]
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Back: 			[exam: back]
Abdomen:		[exam: abdomen]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [NUMBERS; 0-90 BY 10 {NORMAL}:140026] minutes of critical care in order to treat a potentially life-threatening illness.

ED COURSE/ASSESSMENT/PLAN:
[ED course/assessment/plan/differential diagnoses considered]
____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdcriticalcare
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© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT] 

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Severity of difficulty in breathing is described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Associated symptoms include [fever/runny nose/vomiting]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:	   [ROS: constitution fever, chills]
ENT:		[ROS: ENT]
EYES:		Negative for discharge
RESP:		[ROS: respiratory as per HPI]
SKIN:		Denies: rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]
FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			PERRL, no discharge
Neck:			supple, FROM, no lymphadenopathy
Cardiovascular:	              [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		[exam: abdomen]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]
Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 
CXR: [CXR interpretation]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, allergies, reflux.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdcroup
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CHIEF COMPLAINT:
[CHIEF COMPLAINT] 

HISTORY OF PRESENT ILLNESS:

The pain started [today/yesterday/several days ago]
Severity of the pain is described as [mild/moderate/severe]
Pain is exacerbated by [eating/cold liquids]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		[ROS: ENT as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cddentalpain
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CHIEF COMPLAINT:
[CHIEF COMPLAINT] 

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Severity of depressive symptoms is described as [mild/moderate/severe]
Associated symptoms include [anxiety/headache/general malaise].
Context of depression relates to [family relations/work/life changes].
Patient [denies/admits to] suicidal or homicidal ideation. 
Patient [denies/admits to] taking a toxic ingestion.

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for nausea/vomiting/diarrhea
GU:		Negative for dysuria, hematuria
SKIN:		Negative for rash
PSYCH:	               [ROS psych:  as per HPI]
NEURO:	                 Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Eyes:			PERRL, anicteric
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally, no wheeze, rhonchi
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no deformity, edema
Skin:			dry, no rash
Neurologic:		[exam: neurological]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Indication for EKG: evaluate for arrhythmias that may be caused by toxic ingestion.		
Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT] 

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Rash is located on the [perineum]
Onset of rash was [sudden/gradual/intermittent]
Severity of rash is described as [mild/moderate/severe]

HISTORIAN:
[Parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
GI:		[ROS: GI]
GU:		Negative for urinary symptoms
SKIN:		[ROS: skin as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]
MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended
Genitourinary:		[exam: genitourinary]
Skin:			[exam: skin]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Atopic dermatitis, contact dermatitis, erythema multiforme, drug eruption, folliculitis, insect bites, psoriasis, tinea corporis, urticarial, viral exanthema.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Associated symptoms include [fever/vomiting/decreased PO]
Context of diarrhea includes: [none known/recent travel/antibiotic use/sick contacts]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:    [ROS: constitutional fever, chills]
ENT:		Negative for sore throat, nasal congestion
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI  as per HPI]
MUSC:		Negative for muscle aches, joint pain
NEURO:  	Negative for headache, focal weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, mucous membranes moist
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally, no wheeze, rales, rhonchi
Abdomen:		[exam: abdomen]
Rectal:			[exam: rectal]
Musculoskeletal:	no joint swelling, edema
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290283]Differential Diagnoses: considered, but not limited to:
Infectious, Irritable bowel, malabsorption, constipation with overflow, lactose intolerance, ulcerative colitis, Crohn’s disease.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The dizziness was first noticed [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
The patient describes the symptoms as [dizzy/light-headed/vertigo]
Context of symptoms includes exacerbation by [opening eyes/moving head/standing up/nothing]
Symptoms are alleviated by [laying down/closing eyes/nothing]
Associated symptoms include [headache/nausea/vomiting/chest pain/none]

Time last known well: [date and time]

HISTORIAN:
[Patient/spouse]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/chills/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes 
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea, melena, hematochezia
GU:		Negative for dysuria, hematuria, urinary frequency
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	              [ROS: neuro  as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI
Cardiovascular:	               [exam: cardiac]
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, ronchi
Abdomen:		[exam: abdomen]
Rectal:			[exam: rectal]
Musculoskeletal:	no edema 
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:

	CT Head: [CT head interpretation]

	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290381]Differential Diagnoses: considered, but not limited to:
Central vertigo: vertebrobasilar ischemia, cerebellar stroke, brainstem stroke
Peripheral vertigo: Benign positional paroxysmal vertigo, labyrinthitis, vestibular neuritis, Meniere’s disease.
Orthostatic hypotension, anemia, electrolyte abnormality, cardiac arrhythmia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/progressive].
Severity of symptoms is [mild/moderate/severe].
Associated symptoms include [vomiting/malaise/headache/vision changes].
Quality of symptoms is [similar to prior events/sharp/dull/aching].
Symptoms were first noted: [today/yesterday/several days ago].

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/malaise/fatigue]
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes/vision]
CARDIO:	Negative for chest pain
RESP:		Negative for shortness of breath
GI:		[ROS: GI]
GU:		[ROS: GU]
MUSC:		Negative for myalgias
SKIN:		Negative for rash
NEURO:	              [ROS: neuro]
ENDOCRINE:	[ROS: endocrine]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, normo-active bowel sounds	
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The swelling was first noticed [today/yesterday/several days ago]
Severity of swelling is described as [mild/moderate/severe].
Onset of symptoms has been [sudden/gradual/intermittent]
Associated symptoms include [fever/chest pain/shortness of breath/none]
Risk factors for DVT include [recent immobilization/clotting disorder/CA/none known]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
CARD:		[ROS cardiac]  
RESP:		[ROS: respiratory]
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:	              Negative for extremity numbness/tingling

All other systems reviewed and negative.

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]

General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
ENT:			Pharynx clear
Cardiovascular:    	[exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		Soft, non-tender
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
	Ultrasound: [U/S findings]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The symptoms started [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Associated symptoms include [fever/cough/vomiting]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:	  [ROS: constitution fevers]
ENT:		[ROS: ENT as per HPI]
EYES:		Negative for discharge
RESP:		Negative for cough
MUSC:		Negative for muscle aches

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			no discharge
Resp: 			clear to auscultation bilaterally

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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ELBOW TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago].
Onset of symptoms was [sudden/gradual/intermittent].
Mechanism of injury was [fall/direct trauma].
Associated symptoms include: [pain with movement/paresthesia’s/none].
The pain is described as [mild/moderate/severe]
Patient is [right/left/both] hand{s} dominant.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONST:	              Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:	               Negative for extremity weakness/numbness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               [exam: CV pulses]
Musculoskeletal:	[exam: elbow]
Skin:			no rash
Neuro:			alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed:  [yes/no/NA]

Radiologic Imaging studies:

	Elbow: [elbow x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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EPISTAXIS TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Bleeding started [today/yesterday/several days ago]
Severity of bleeding is described as [mild/moderate/severe]
Associated symptoms include [headache/light-headed/none].
Context of nose bleed is: [trauma/spontaneous].
Bleeding is from [right/left/both] nostril{s}

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:
CONSTITUTION:	  Negative for fever
ENT:		[ROS: ENT  as per HPI]
RESP:		Negative for cough, shortness of breath
NEURO:	               Negative for headache, light-headedness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]

Oxygen saturation interpretation: [pulse ox interpretation]

Labs:  [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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EYE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.
	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Eye{s} effected: [left/right/both].
Symptoms were first noted [today/yesterday/several days ago]
Symptoms include [eye pain/blurred vision/discharge/foreign body sensation]
Severity of symptoms is described as [mild/moderate/severe]
Context of eye complaint: [direct trauma/possible foreign body/unknown]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:
CONSTITUTION:	  Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes as per HPI]
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]
MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			[exam: eyes]
Skin:			Negative for facial rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]
Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdeye
FACIAL INJURY TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The mechanism/context of injury was [fall/direct trauma/alleged assault]
The injury occurred [today/yesterday/several days ago]
Associated symptoms include [headache/visual changes]
Severity of pain is described as [mild/moderate/severe]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  Negative for fever, chills
ENT:		[ROS: ENT as per HPI]
EYES:		Negative for vision changes
MUSC:		Negative for muscle pain, joint pain
NEURO:	               [ROS: neurological]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]
SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head/face]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Neck:			Supple, no C-spine tenderness
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	no deformities, swelling
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: [radiology findings]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
		
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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FALL TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Context of fall: [trip/slip/syncope]
The fall occurred [today/yesterday/several days ago]
Associated symptoms include [headache/extremity injury/vomiting]
Severity of pain is [mild/moderate/severe]

HISTORIAN:
[Patient/parent/family member/caregiver]

REVIEW OF SYSTEMS:

CONSTITUTION:	  Negative for fever, chills
EYES:		Negative for vision changes
RESP:		Negative for cough, shortness of breath
CARDIO:	Negative for chest pain, palpitations
GI:		Negative for abdominal pain, nausea/vomiting
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:	              Negative for headache, extremity weakness
PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head: 			[exam: head]
ENT:			pharynx clear
Eyes: 			PERRL, EOMI
Neck:			[exam: neck for \C-spine tenderness]
Cardiovascular:	               regular rate and rhythm, no murmurs
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, rhonchi
Chest:			non-tender, no deformity
Back: 			[exam: back for T/L/S tenderness]
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash, intact
Neurologic:		[exam: neuro]

GLASGOW COMA SCALE:
Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening

Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response

Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response
Total GCS: [3-15]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]
Radiologic Imaging studies:  [radiology interpretations]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.
	
CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdfall
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Associated symptoms include [headache/vomiting/diarrhea/fever].
Context of symptoms include: [lack of sleep/new medications/work/none identified].
Onset of symptoms was [sudden/gradual/progressive]
Severity of symptoms is [mild/moderate/severe]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution: general malaise, denies fever, chills]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS GI: n/v/d]
GU:		[ROS: GU dysuria/hematuria]
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO:	              Negative for headache, extremity weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI, anicteric
Neck:			supple, FROM, no lymphadenopathy
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, rhonchi
Abdomen:		soft, non-tender, non-distended, no guard/rebound, normo-active bowel
			sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neurological]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiology interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290402]Differential Diagnoses: considered, but not limited to:
Infectious, electrolyte abnormalities, anemia, cardiac etiology, neurologic etiology.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.
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FEBRILE SEIZURE TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The patient [does/does not] have a history of seizure disorder.  
The number of seizures was [one/two/multiple/unknown]
Duration of seizure{s} was approximately [seconds/minutes].
Onset of symptoms was: [sudden/gradual/intermittent]
Context of seizure includes: [possible fever/hx of seizures/epilepsy].
The seizure was described as involving the [entire body/arms/legs]
 
HISTORIAN:
[Parent/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/fussy]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for discharge
RESP:		Negative for cough
CARDIO:	Negative for chest discomfort
GI:		Negative for vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	[exam:  ENT]
Eyes:			PERRL
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CT Head: [CT interpretation]

	CXR:  [CXR interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290441]Differential Diagnoses: considered, but not limited to:
Pneumonia, bronchitis, appendicitis, cholecystitis, diverticulitis, hepatitis, colitis, pyelonephritis, cystitis, meningitis, encephalitis, cellulitis, bacteremia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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FEVER TEMPLATE
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Fever started [today/yesterday/several days ago]
Maximum temperature obtained was [temp max].
Symptoms described as [mild/moderate/severe].
Onset of symptoms/fever was [sudden/gradual/intermittent]
Associated symptoms include [sore throat/headache/cough/abdominal pain]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   As per HPI
ENT:		[ROS: ENT]
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		[ROS: Respiratory cough/shortness of breath]
GI:		[ROS: GI n/v/diarrhea]
GU:		[ROS: GU hematuria/dysuria]
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO: 	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			PERRL, no discharge
Neck:			supple, FROM, no adenopathy, no meningismus
Cardiovascular:	              [exam: cardiac]
Respiratory:		[exam: respiratory]
Back: 			no CVA tenderness
Abdomen:		[exam: abdomen]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]
Laboratory studies: [yes/no/NA]
Radiologic Imaging studies:  [radiology interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Pneumonia, bronchitis, appendicitis, cholecystitis, diverticulitis, hepatitis, colitis, pyelonephritis, cystitis, meningitis, encephalitis, cellulitis, bacteremia.
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Mechanism of injury: [crush/direct trauma].
The injury occurred [today/yesterday/several days ago]
The severity of pain is [mild/moderate/severe]
The patient is [right/left/both] hand{s} dominant.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  Negative for fever
MUSC:		[ROS: Musc/Skel As per HPI]
SKIN:		[ROS: skin Abrasion/laceration/intact/erythema]
NEURO:	              Negative for numbness, tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]
MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               Cap refill less than 2 seconds 
Musculoskeletal:	[exam: finger{s}]
Skin:			[exam: skin]
Neurologic:		sensation and motor intact

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies:  

	Finger: [x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC/cdfinger


















FLANK PAIN TEMPLATE


© 2022 CD|Notes, LLC
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago].
Severity of pain is [mild/moderate/severe].
Character of pain is described as [sharp/dull/aching].
Initial inciting event: [bending/lifting/fall/none identified].
Alleviating factors are [sitting/standing/analgesics].
Exacerbating factors are [bending/lifting].
Associated symptoms include [radiation to leg/abdominal pain/hematuria/none]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		[ROS: GU dysuria/hematuria/loss of bladder/bowel control]
MUSC:		[ROS: musculoskeletal weakness/none/as per HPI]
SKIN:		Negative for rash
NEURO:  	[ROS: neuro as per HPI]
All other systems reviewed and negative.

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
ENT:			Pharynx clear
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Back: 			[exam: back]
Abdomen:		[exam: abdomen tenderness/masses/palpable aorta]
Musculoskeletal:	[exam: musculoskeletal; including lower extremity strength]             
Skin:			dry, no rashes
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Laboratory studies: [yes/no/NA]
Radiologic Imaging studies: [radiology interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290483]Differential Diagnoses: considered, but not limited to:
Musculoskeletal strain, disc herniation, cauda equine syndrome, spinal stenosis, DJD, discitis, epidural abscess, vertebral fracture, spondylolisthesis, zoster, aortic dissection, kidney stone, intrathoracic processes such as pneumonia, effusion, pulmonary embolism.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Symptoms were first noticed [today/yesterday/several days ago]
Associated symptoms include [rash/itching/sob/difficulty swallowing/none]
Context of symptoms include [possible food/medication exposure/no known trigger]
Severity of symptoms is described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		[ROS: ENT]
EYES:		Negative for discharge
RESP:		[ROS: respiratory]
CARDIO:	Negative for chest pain, palpitations
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
MUSC:		Negative for muscle aches
SKIN:		[ROS: skin]
NEURO:	               Negative for headache
ALLERG/IMMUN:    as per HPI

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: throat]
Eyes:			PERRL, EOMI
Neck:			supple, FROM, no lymphadenopathy
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		[exam: lungs]
Abdomen:		soft, non-tender, non-distended
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]
Independently interpreted by ED provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.
[bookmark: _Hlk75296039]
CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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FOOD IMPACTION TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient believes that [piece of food/bone] may be stuck in their esophagus.
Symptoms were first noticed [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Associated symptoms include [sob/inability to swallow solids/liquids]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:
CONSTITUTION:   Negative for fever
ENT:		[ROS: ENT as per HPI]
CARDIO:	Negative for chest pain
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI: as per HPI]
NEURO:  	Negative for headache, loss of consciousness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: throat]
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		[exam: lungs]
Abdomen:		soft, non-tender
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation]
		
EKG: 	[EKG interpretation/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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FOOT TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
The injury occurred [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Mechanism of injury was: [direct trauma/fall/twisting injury]
Pain is exacerbated by [weight bearing/foot flexion]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONST:	               Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]
MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Musculoskeletal:	[exam: foot]
Skin:			intact
Neurologic:		sensation intact to light touch over foot
Vascular:		DP and PT 2+

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]
Radiologic Imaging studies: 	
Foot:  [foot x-ray]

Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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FOREARM TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
The injury occurred [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Mechanism/context of injury was:  [fall/direct trauma].
Associated symptoms include: [pain with movement/paresthesia’s/none].
Patient is [left/right] hand dominant.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONST:	              Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:		Negative for numbness, tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Musculoskeletal: 	[exam: musculoskeletal]
Skin:			dry, intact
Neurologic:		no sensory or motor deficit
Vascular:		radial pulse 2+

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies:
		
Forearm:  [x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Foreign body is believed to be in the [finger/foot/arm/leg/esophagus]
Symptoms were first noticed [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Mechanism/context of injury: [stepped on foreign body/swallowed foreign body]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		[ROS: ENT]
MUSC:		[ROS: musculoskeletal]
SKIN:		[ROS: skin]
NEURO:	               Negative for numbness, tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               Pulses intact
ENT:			[exam: ENT]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neuro:			[exam: neuro]
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdforeignbody




















GASTROENTERITIS TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Associated symptoms include [fever/abdominal pain/decreased PO]
Context of symptoms include: [none known/recent travel/antibiotic use/sick contact/possible food poisoning]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/chills/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for discharge, conjunctivitis
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI as per HPI]
GU:		Negative for dysuria, hematuria
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO: 	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT and mucous membranes]
Eyes:			PERRL
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, rhonchi
Abdomen:		[exam: abdomen]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neuro:			alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Infectious, Irritable bowel, malabsorption, constipation with overflow, lactose intolerance, ulcerative colitis, Crohn’s disease.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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GENERAL: PRE-POPULATED TEMPLATE
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Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Symptoms started [today/yesterday/several days ago].
Onset of symptoms was [sudden/gradual/intermittent]
Severity of symptoms are described as [mild/moderate/severe]
Associated symptoms include [nausea/vomiting/chest pain/sob]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills, weakness
ENT:		Negative for sore throat, earache, nasal congestion
EYES:		Negative for vision changes, double vision, discharge
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath, dyspnea on exertion
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea, melena, hematochezia
GU:		Negative for dysuria, hematuria, urinary frequency
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for hives, rash
PSYCH:	               Negative for anxiety, depression
ENDO:		Negative for polyuria, polydipsia
HEME/LYMP:	Negative for easy bruising, bleeding
NEURO:	               Negative for headache, confusion, change in behavior, extremity weakness,
		Paresthesia’s

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	throat clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI, anicteric
Neck:			supple, FROM, no lymphadenopathy, no meningismus
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation with no wheezes, rales, rhonchi
Back: 			FROM, no CVA tenderness
Abdomen:		soft, non-tender, no guarding/rebound, normo-active bowel sounds
Rectal:			good tone, heme negative
Musculoskeletal:	no deformities, edema
Skin:			dry, no rashes
Neurologic:		alert and oriented
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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GENERAL TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:

[CHIEF COMPLAINT]
HISTORY OF PRESENT ILLNESS:
Symptoms started [today/yesterday/several days ago].
Onset of symptoms was [sudden/gradual/intermittent]
Severity of symptoms are described as [mild/moderate/severe]
Associated symptoms include [nausea/vomiting/chest pain/sob]
HISTORIAN:

[Patient/parent]
REVIEW OF SYSTEMS:

CONSTITUTION:	   [ROS: Constitutional]
ENT:		[ROS: ENT]
EYES:		[ROS: eyes]
CARDIO:	[ROS: cardiovascular]
RESP:		[ROS: respiratory]
GI:		[ROS: GI]
GU:		[ROS: GU]
MUSC:		[ROS: musculoskeletal]
SKIN:		[ROS: skin]
PSYCH:	              [ROS: psych]
ENDO:		[ROS: endocrine]
HEME/LYMP:	[ROS: heme/lymph]
NEURO:	               [ROS: neuro]
PAST MEDICAL HISTORY:

[MEDICAL HISTORY]
[SURGICAL HISTORY]
SOCIAL HISTORY:

[SOCIAL HISTORY]
FAMILY HISTORY:

[FAMILY HISTORY]
MEDICATIONS:

[MEDICATIONS]
[ALLERGIES]
PHYSICAL EXAM:

[VITAL SIGNS]
	
GENERAL:	[Exam: general appearance]
ENT:		[Exam: ENT]
EYES:		[Exam: eyes]
CARDIO:	[Exam: cardiovascular]
RESP:		[Exam: respiratory]
GI:		[Exam: GI]
GU:		[Exam: GU]
MUSC:		[Exam: musculoskeletal]
SKIN:		[Exam: skin]
PSYCH:	               [Exam: psych]
ENDO:		[Exam: endocrine]
HEME/LYMP:	[Exam: heme/lymph]
NEURO: 	[Exam: neuro]
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Patient describes [vomiting blood/coffee ground emesis/bright red blood per rectum]
Severity of symptoms is described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Associated symptoms include [abdominal pain/nausea/vomiting/light-headedness]

HISTORIAN:
[Patient/spouse/caregiver]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI as per HPI]
GU:		Negative for dysuria
MUSC:		Negative for muscle pain, joint aches
SKIN:		Negative for rash
NEURO:	               Negative for headache, dizziness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, mucous membranes moist
Eyes:			PERRL, anicteric
Cardiovascular:	              [exam: cardiac]
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, rhonchi
Abdomen:		[exam: abdomen]
Rectal:			[exam: rectal]
Musculoskeletal:	no edema
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290573]Differential Diagnoses: considered, but not limited to:
Upper: esophageal varices, esophagitis, Mallory-Weiss tear, aorto-enteric fistula, erosive gastritis, peptic ulcer disease.
Lower:  diverticulosis, colonic angiodysplasia, AVM, colitis, malignancy, hemorrhoids, anal fissure.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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GLASGOW COMA SCALE



GLASGOW COMA SCALE:
Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening

Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response

Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response

Total GCS: [3-15]

GOUT TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Location of pain is [toe/ankle]
Symptoms were first noticed [today/yesterday/several days ago]
Onset of symptoms was [sudden/gradual/intermittent]
Severity of pain is [mild/moderate/severe]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
MUSC:		[ROS: musculoskeletal: as per HPI] 
SKIN:		[ROS: skin]
NEURO:  	Negative for numbness, tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]
SOCIAL HISTORY:
[SOCIAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               Cap refill less than 2 seconds
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry
Neurologic:		alert

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiologic interpretation/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent]
Associated symptoms include [fever/abdominal pain/nausea/vomiting]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:	   Negative for fever, chills
CARDIO:	Negative for chest pain palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI]
GU:		[ROS: GU as per HPI]
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
MS/Back:		[exam: back/cva tenderness]
Pelvic/GU:		[exam: pelvic]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiologic interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75294961]Differential Diagnoses: considered, but not limited to:
Biliary colic, cholecystitis, gastritis, perforated ulcer, gastritis, pancreatitis, appendicitis, diverticulitis, colitis, mesenteric ischemia, bowel obstruction, inflammatory bowel disease, gastroenteritis, abdominal aortic aneurysm, hernia, kidney stone, ovarian torsion, ovarian cyst, PID, TOA, endometriosis, pregnancy, ectopic pregnancy. 

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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GU MALE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent].
Associated symptoms include [fever/abdominal pain/nausea]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fever, chills
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting
GU:		[ROS: GU as per HPI]
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
MS/Back:		[exam: back/cva tenderness]
GU:			[exam: GU]
Skin:			dry, no rash
Neurologic:		alert and oriented
				
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiologic interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290669]Differential Diagnoses: considered, but not limited to:
[bookmark: _Hlk75292411]Testicular torsion, epididymitis, orchitis, hernia.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdgumale
HAND TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago]
Mechanism/context of injury was:  [crush/direct trauma/atraumatic]
Severity of pain is [mild/moderate/severe]
Patient is [right/left/bilateral] hand dominant. 

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:	               Negative for numbness/tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               [exam: cardiovascular, pulses and cap refill]
Musculoskeletal:	[exam: hand]
Skin:			no rash
Neurologic:		[exam: neuro]
	
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies:

	Hand: [x-ray hand interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdhand














HEAD INJURY TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS: 

The mechanism of injury was [MVA/direct trauma]
Head injury occurred [today/yesterday/several days ago]
Associated symptoms include [headache/nausea/vomiting/none]
Patient [did/did not] lose consciousness.  
Severity of symptoms is described as [mild/moderate/severe]
Since the injury, the patient's behavior has been [normal/abnormal/lethargic]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
EYES:		[ROS: Eyes ?vision changes]
ENT:		Negative for sore throat, dental injury
CARDIO:	Negative for chest pain 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI n/v/diarrhea/abdominal pain]
GU:		Negative for dysuria, hematuria
MUSC:		Negative for extremity pain or weakness
SKIN:		Negative for rash
NEURO:	               [ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI
Neck:			[exam: neck C-spine evaluation]
Cardiovascular:	               regular rate and rhythm,
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender
Musculoskeletal:	[exam: musculoskeletal, movement and strength]
Skin:			dry, no rash
Neurologic:		[exam: neuro]
	
GLASGOW COMA SCALE:

Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening

Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response

Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response

Total GCS: [3-15]
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]

Radiologic Imaging studies: 
CT Head: [CT head interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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HEADACHE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The headache{s} started [today/yesterday/several days ago]
The headache is described as [aching/pounding/dull]
Onset of headache was [sudden/gradual/progressive]
The severity of the headache is [mild/moderate/severe]
Associated symptoms include: [fever/vomiting/nausea/photophobia/none]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes vision/photophobia]
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain
GU:		Negative for dysuria, hematuria
MUSC:		Negative for muscle aches, joint pain, muscle weakness
SKIN:		Negative for rash
NEURO:	               [ROS: neurological  as per HPI]
PSYCH:	                [ROS: psych]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI
Neck:			FROM, no adenopathy, no meningismus
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CT Head: [CT Head interpretation/NA]	

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290702]Differential Diagnoses: considered, but not limited to:
Migraine, tension-type, cluster, trigeminal neuralgia, sinusitis, meningitis, intracranial hemorrhage or mass. 

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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HEART CRITERIA


HEART Criteria for Cardiac Risk Stratification

History: 	[0-2]
Highly suspicious 	2
Moderately suspicious	1
Slightly suspicious 	0

ECG:		[0-2]
Significant ST-depression 		2
Nonspecific repolarization disturbance 	1
Normal 					0

Age:		[0-2]
> 65 years old 		2
45-65 years old 		1
< 45 years old	 	0

Risk Factors:          [0-2]
 Risk factors include: hypercholesterolemia, hypertension, diabetes, cigarette smoking, family history, obesity
3 or more risk factors 	2
1-2 risk factors		1
No risk factors 		0

Troponin:	[0-2]
 > 3x normal limit 	2
1-3x normal limit 	1
< normal limit 		0

Total HEART Score:   [0-10]

Score: 0-3 Low risk           4-6 Moderate risk                 7-10 high risk 

Applying the HEART score criteria above, the patient is determined to have a [LOW/MEDIUM/HIGH] risk for a major cardiac event within the next 6 weeks, and therefore will be [DISCHARGED WITH CLOSE FOLLOW UP/OBSERVED/ADMITTED]



















HEMATURIA TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent]
Associated symptoms include [abdominal pain/back pain/vomiting]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
CARDIO:	Negative for chest pain 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI]
GU:		[ROS: GU as per HPI]
NEURO:	                Negative for headache, light-headedness

All other systems reviewed and negative.
PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
ENT:			Pharynx clear
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
MS/Back: 		[exam: ms/back? CVA tenderness]
Abdomen:		[exam: abdomen]
Genitourinary:		[exam: GU]
Neurologic:		alert and oriented
Integumentary:		No rash

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: [radiology interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290614]Differential Diagnoses: considered, but not limited to:
[bookmark: _Hlk75293326]Cystitis, nephrolithiasis, primary renal pathology, bladder/renal tumor, coagulopathy.

[clinical course/assessment/plan]
_____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Patient describes blood quantity as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent].
Associated symptoms include [fever/chest pain/shortness of breath]
Patient had [1/2/3/several] episode{s} of coughing up blood.

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
CARDIO:	Negative for chest pain, palpitations 
RESP:		[ROS: respiratory as per HPI]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for hematuria, dysuria
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	                 Negative for headache, dizziness
HEME/LYMPH:      Negative for easy bruising

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
ENT:			mucous membranes moist
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, normo-active bowel sounds
Musculoskeletal:	atraumatic
Neurologic:		alert and oriented
Integumentary:	               No rash

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 	

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290746]Differential Diagnoses: considered, but not limited to:
Bronchitis, pneumonia, bronchiectasis, pulmonary embolism, neoplastic, pulmonary vascular, coagulopathy.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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HEMORRHOID TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Symptoms began [today/yesterday/several days ago]
Associated symptoms include [pain/bleeding]
Severity of pain is [mild/moderate/severe]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
GI:		[ROS: GI as per HPI]
NEURO:	               Negative for dizziness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Abdomen:		soft, non-tender
Rectal:			[exam: rectal]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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HIP TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS;
Symptoms started [today/yesterday/several days ago]
Inciting event/context of injury: [fall/trauma]
The severity of pain is [mild/moderate/severe]
Pain is aggravated by [hip movement/weight bearing].
Patient [did/did not] strike head.

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat
EYES:		Negative for double vision, vision changes
CARDIO:	Negative for chest pain 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting
GU:		Negative for dysuria, hematuria
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO: 	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]	
Head:			[exam: head]
Eyes:			PERRL	
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Back: 			[exam: back T/L/S exam]
Abdomen:		soft, non-tender
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry 
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Laboratory studies: [yes/no/NA]
Radiologic Imaging studies: 
	Hip: [x-ray hip interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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HYPERTENSION TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
High blood pressure was first noticed [today/yesterday/several days ago]
Severity of elevated blood pressure is [mild/moderate/severe]
Context of hypertension: [new onset/history of htn, ran out of medications]
Associated symptoms include: [headache/chest pain/none]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, weakness
EYES:		Negative for double vision, blurred vision
CARDIO:	[ROS: cardiac]
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
MUSC:		Negative for extremity swelling
NEURO: 	[ROS: neurologic]
All other systems reviewed and negative.
PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:

[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               [exam: cardiac]
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, rhonchi
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	no edema
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 
	CXR: [CXR interpretation]
	CT Head: [CT interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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INGESTION TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The ingestion occurred approximately [1/2/3/several] hour{s} ago.
The substance ingested was [medication/toxin]
There [has/has not] been vomiting since the ingestion.
Associated symptoms include [headache/nausea/chest pain/abdominal pain]
Severity of symptoms is described as [mild/moderate/severe]
The context of the ingestion: [accidental/intentional].

HISTORIAN:
[Patient/parent/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for visual changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI as per HPI]
PSYCH:	               [ROS: psych]
NEURO:	                Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, mucous membranes moist
Eyes:			[exam: eyes pupils]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Neurologic:		[exam: neurologic]
Integumentary:	               [exam: skin dry/diaphoretic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]
Laboratory studies: [yes/no/NA]
EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Part of body stung: [face/neck/extremities]
Severity of pain is [mild/moderate/severe]
Associated signs and symptoms include [hives/difficulty breathing]
Patient [does/does not] have a history of anaphylaxis.
Medications prior to arrival include [Benadryl/epinephrine/none]

HISTORIAN:
[Patient/parent/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:  Negative for fever
ENT:		[ROS: ENT as per HPI]
RESP:		[ROS: respiratory cough/shortness of breath as per HPI]
MUSC:		Negative for muscle aches
SKIN:		[ROS: skin as per HPI]
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Cardiovascular:	               regular rate and rhythm
Respiratory:		[exam: respiratory]
Skin:			[exam: skin]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Atopic dermatitis, contact dermatitis, erythema multiforme, drug eruption, folliculitis, insect bites, psoriasis, tinea corporis, urticarial, viral exanthema.
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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KIDNEY STONE TEMPLATE
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient first noticed symptoms [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Onset of pain was [sudden/gradual/progressive/intermittent]
Associated symptoms include [fever/abdominal pain/nausea/vomiting]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/chills]
ENT:		Negative for sore throat
EYES:		Negative for discharge
CARDIO:	Negative for chest pain 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI As per HPI]
GU:		[ROS: GU As per HPI]
MUSC:		Negative for myalgias
SKIN;		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
ENT:			pharynx clear, no erythema
Cardiovascular:	               regular rate and rhythm
Respiratory:		clear to auscultation bilaterally
Back: 			[exam: back/flank]
Abdomen:		[exam: abdomen]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 
	CT abd/pelvis: [CT interpretation]	

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Musculoskeletal strain, disc herniation, spinal stenosis, DJD, discitis, epidural abscess, vertebral fracture, spondylolisthesis, zoster, aortic dissection, kidney stone, intrathoracic processes such as pneumonia, effusion, pulmonary embolism.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Mechanism of injury [fall/MVA/twisted/none]
Pain was first noticed [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Associated symptoms include [fever/pain with weight bearing]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

GEN:		Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI] 
SKIN:		Negative for rash

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	              distal pulses intact
Musculoskeletal: 	[exam: musculoskeletal]
Skin:			no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Radiologic Imaging studies: 

	Knee: [X-ray knee interpretation]
	
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago]
Mechanism/context of injury was:  [cut with knife/glass]
Severity of pain is [mild/moderate/severe]
Laceration was [accidental/intentional]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:	  Negative for fever
MUSC:		Negative for muscle aches
SKIN:		[ROS: skin as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

[IMMUNHX[

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	              distal pulses strong
Musculoskeletal:	no deformity
Skin:			[exam: skin]
Neurologic:		[exam: neuro sensory/motor as indicated]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Tetanus status is: [up to date/due/given in ER]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

ED COURSE/ASSESSMENT/PLAN:

In evaluating the patient's wound, in conjunction with their co-morbidities, the wound was determined to be of [low/medium/high] risk for infection.

Antibiotics [were/were not] prescribed.

The patient was advised to keep the wound clean.

We reviewed the warning signs of infection such as fever, redness around the wound, pus in the wound, red streaking/lines around the wound.

The patient was advised to either return to the Emergency Department or see their Primary Care Physician immediately if there are any signs of infection.

Close follow up of all wounds is important.  Patient was advised to follow up within 72 hours, either in the Emergency Department or with their Primary Care Physician.

The patient understands the importance of close follow up.

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
The injury occurred [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Mechanism/context of injury was [fall/struck with object/laceration]
Associated symptoms include [pain/laceration/none]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:
CONSTITUSION:	  Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		[ROS: skin]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]
PHYSICAL EXAM:
[VITAL SIGNS]
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               distal pulses intact
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
Radiologic Imaging studies: [x-ray interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The symptoms started [today/yesterday/several days ago]
Onset of symptoms was [sudden/gradual/progressive]
The patient describes the symptoms as [light-headed/vertigo/dizzy]
Severity of symptoms is [mild/moderate/severe]
Symptoms are exacerbated by [sitting up/turning head/nothing]
Associated symptoms include [headache/nausea/vomiting]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac]
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI n/v/diarrhea/melena/hematochezia]
GU:		Negative for dysuria, hematuria
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               [exam: cardiac]
Respiratory:		clear to auscultation bilaterally, no wheezes, rales, rhonchi
Musculoskeletal:	no edema
Skin:			dry, no rashes
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CT Head: [CT head interpretation, NA]
	
	CXR: [CXR interpretation, NA]
	
EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

Differential Diagnoses: considered, but not limited to:
Central vertigo: vertebrobasilar ischemia, cerebellar stroke, brainstem stroke
Peripheral vertigo: Benign positional paroxysmal vertigo, labyrinthitis, vestibular neuritis, Meniere’s disease.
Orthostatic hypotension, anemia, electrolyte abnormality, cardiac arrhythmia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Mechanism/context of injury was [fall/struck with object/laceration]
Associated symptoms include [pain/laceration/none]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
MUSC:	                 [ROS: musculoskeletal as per HPI]
SKIN:	                  [ROS: skin]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               distal pulses intact
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: [x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS: 	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Patient ran out of medication: [today/yesterday/weeks/months ago].
Patient's symptoms include: [none/high blood pressure/weakness].
Severity of symptoms is: [asymptomatic/mild/moderate/severe].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:
CONSTITUTION:		Negative for fever
CARDIOVASCULAR:	Negative for chest pain
RESPIRATORY:		Negative for shortness of breath
NEURO:			Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               RRR without murmur
Pulmonary:		Clear to auscultation bilaterally
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:
Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTOTRY OF PRESENT ILLNESS:

Onset of symptoms was [today/yesterday/several days] 
The location of the pain is [across entire chest/left anterior chest]
Character of pain is described as [dull/aching/squeezing/pressure]
Severity of pain is described as [mild/moderate/severe]
Pain radiates to: [neck/arm/shoulder/back/no radiation]
Associated symptoms include [nausea/sob/diaphoresis]
Pain is exacerbated by [exertion/bending forward/deep breaths]
Pain is alleviated by [rest/NSAID]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	                Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended
Rectal:			[exam: rectal/guaiac]
Musculoskeletal:	no lower extremity edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Old EKG: [comparison EKG interpretation]

Aspirin: [given prior to arrival/in ER/not indicated]

Time Interventional Cardiologist paged: [time]

Potential reasons for delay in PCI: 
[Initial EKG non-diagnostic/intubation/stabilization/delay in consent/none]
 
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
ACS, pulmonary embolism, aortic dissection, pericarditis, pneumothorax, pneumonia/bronchitis, costochondritis, pleuritis, zoster, esophagitis, esophageal spasm.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS: 	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdmialert

MVA MAJOR TEMPLATE
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Note Author: Ahmed Al-Den, M.D.


Primary Survey:
Airway: [evaluate patency of airway]
Breathing: [assess movement of air movement into the lungs]
Circulation: [determine adequacy of perfusion, control life-threatening bleeding]
Disability: GCS:
Glasgow Coma Scale: 
Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening
Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response
Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response
Total GCS: [3-15]

Exposure: [expose and keep patient warm, examine entire body, identify all injuries]
	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESSENT ILLNESS:
Location of injuries include: [none/head/neck/chest/abd/extremities].
The accident occurred [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Mechanism/context of accident was [rear ended/driver side struck]
The patient was seated [in driver seat/passenger seat/back seat]
The patient [was/was not] wearing a seatbelt.  
An airbag [did/did not] deploy.  
The patient [did/did not] lose consciousness.  
The patient [was/was not] ambulatory at the scene.
The patient [was/was not] immobilized at the scene.

HISTORIAN:
[Patient/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: malaise/etoh use/substance abuse]
ENT:		Negative for sore throat, epistaxis
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiovascular]
RESP:		[ROS: respiratory]
GI:		[ROS: GI]
GU:		Negative for hematuria/dysuria
MUSC:		[ROS: musculoskeletal]
SKIN:		[ROS: skin]
NEURO: 	[ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general, distress/boarded/collared]
Head:			[exam: head]
ENT:			[exam: ENT]
Eyes:			[exam: eyes]
Neck:			[exam: neck-C-spine]
Cardiovascular:	              [exam: cardiovascular]
Respiratory:		[exam: respiratory]
Chest:			[exam: chest]
Back: 			[exam: back]
Abdomen:		[exam: abdomen]
Rectal:			[exam: rectal; prostate]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		[exam: neurologic]


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.
		

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Location of injuries include: [none/head/neck/chest/abd/extremities].
The accident occurred [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Mechanism/context of accident was [rear ended/driver side struck]
The patient was seated [in driver seat/passenger seat/back seat]
The patient [was/was not] wearing a seatbelt.  
An airbag [did/did not] deploy.  
The patient [did/did not] lose consciousness.  
The patient [was/was not] ambulatory at the scene.
The patient [was/was not] immobilized at the scene.

HISTORIAN:
[Patient/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for general malaise
ENT:		Negative for sore throat, epistaxis
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea/vomiting
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash/laceration
NEURO:	               Negative for headache, extremity weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
ENT:			pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI
Neck:			[exam: neck-C-spine]
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		[exam: respiratory]
Chest:			no chest wall deformity or tenderness
Back: 			no T/L/S tenderness
Abdomen:		[exam: abdomen]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			no rash
Neurologic:		alert and oriented

GLASGOW COMA SCALE:

Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening

Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response

Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response

Total GCS: [3-15]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

Discussed patient with another provider: [yes/no]
		
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The episode occurred [today/yesterday/several days ago]
Severity of symptoms was described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Symptoms just prior to near-syncopal episode include [chest pain/dizzy/lightheadedness].
Associated injuries include [head/back/extremity/none]
Patient had [one/two/several] near-syncopal episode{s}

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac] 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	              [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75291042]Differential Diagnoses: considered, but not limited to:
Cardiac arrhythmia, neurocardiogenic, situational, cerebrovascular disease, seizure, hypoglycemia, toxic, hypovolemia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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NECK PAIN TEMPLATE



© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The neck pain started [today/yesterday/several days ago]
There [is/is not] an associated recent injury
Severity of pain is [mild/moderate/severe]
Character of pain is described as [aching/stabbing/burning]
Onset of pain was [sudden/gradual/progressive]
Associated symptoms include [fever/headache/none]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
RESP:		Negative for cough, shortness of breath
CARDIO:	Negative for chest pain, palpitations
GI:		Negative for nausea, vomiting
MUSC:		[ROS: musculoskeletal as per HPI]
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Neck:			[exam: neck]
Cardiovascular:	                regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
		
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
[NAME[, [AGE[, [SEX[, presents with an exposure to [blood/body fluid].

[Narrative]

Where did the exposure occur? [ER/OR/Floor/phlebotomy]
When did the exposure occur?  [1/2/3 hours ago]
What type of exposure occurred? [splash/eyes/mouth/needlestick]
If contaminated sharp instrument source of exposure, what type? [not applicable/scalpel/needle stick, gauge/butterfly if known]
What body fluid was patient exposed to? [blood/urine/csf/pleural/amniotic fluid...]
Any treatment prior to ED arrival? [yes/no/irrigation/washed/cleaned]

PHYSICAL EXAM:
[VITAL SIGNS]
	
Eyes:			[exam: eyes]
Skin:			[exam: skin; note if intact/abrasion/puncture site/active bleeding]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no]

Source patient MR number: [source patient MR number/source unknown]

Source patient [is/is not] known to have documented infection with [HIV, Hepatitis B, and/or Hepatitis C].

The source patient [will/will not] be tested for infections.

Prophylactic treatment for [HIV/Hepatitis], [is/is not] indicated and [will/will not] be initiated in the Emergency Department.  

Discussed patient with another provider: [yes/no]

ED COURSE/ASSESSMENT/PLAN:

[ED course/assessment/plan/differential diagnoses considered]
_____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms were first noticed [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Associated symptoms include [fever/headache/weakness/none]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:	Negative for fever, chills
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:	              [ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Eyes:			PERRL, EOMI
Neck:			supple, FROM, no lymphadenopathy
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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NIH STROKE SCALE {NIHSS}



NIH STROKE SCALE
Time: [NOW[
Person Administering Scale: [ME[

Administer stroke scale items in the order listed. Record performance in each category after each subscale exam. Do not go back and change scores. Follow directions provided for each exam technique. Scores should reflect what the patient does, not what the clinician thinks the patient can do. The clinician should record answers while administering the exam and work quickly. Except where indicated, the patient should not be coached {i.e., repeated requests to patient to make a special effort}.


1a. 	[0-3]	Level of consciousness:
The investigator must choose a response if a full evaluation is prevented by such obstacles as an endotracheal tube, language barrier, orotracheal trauma/bandages. A 3 is scored only if the patient makes no movement {other than reflexive posturing} in response to noxious stimulation.
	
0 = Alert; keenly responsive. 
1 = Not alert; but arousable by minor stimulation to obey, answer, or respond. 
2 = Not alert; requires repeated stimulation to attend, or is obtunded and requires strong or painful stimulation to make movements {not stereotyped}.
 3 = Responds only with reflex motor or autonomic effects or totally unresponsive, flaccid, and flexic.

1b.       [0-2]	LOC questions: 

The patient is asked the month and his/her age. The answer must be correct - there is no partial credit for being close. Aphasic and stuporous patients who do not comprehend the questions will score 2. Patients unable to speak because of endotracheal intubation, orotracheal trauma, severe dysarthria from any cause, language barrier, or any other problem not secondary to aphasia are given a 1. It is important that only the initial answer be graded and that the examiner not "help" the patient with verbal or non-verbal cues.
	
0 = Answers both questions correctly. 
1 = Answers one question correctly. 
2 = Answers neither question correctly.

1c.	[0-2]	LOC commands:
The patient is asked to open and close the eyes and then to grip and release the non-paretic hand. Substitute another one step command if the hands cannot be used. Credit is given if an unequivocal attempt is made but not completed due to weakness. If the patient does not respond to command, the task should be demonstrated to him or her {pantomime}, and the result scored {i.e., follows none, one or two commands}. Patients with trauma, amputation, or other physical impediments should be given suitable one-step commands. Only the first attempt is scored.
	
0 = Performs both tasks correctly. 
1 = Performs one task correctly. 
2 = Performs neither task correctly.

2.   [0-2]	Best Gaze:

Only horizontal eye movements will be tested. Voluntary or reflexive {oculocephalic} eye movements will be scored, but caloric testing is not done. If the patient has a conjugate deviation of the eyes that can be overcome by voluntary or reflexive activity, the score will be 1. If a patient has an isolated peripheral nerve paresis {CN III, IV or VI}, score a 1. Gaze is testable in all aphasic patients. Patients with ocular trauma, bandages, pre-existing blindness, or other disorder of visual acuity or fields should be tested with reflexive movements, and a choice made by the investigator. Establishing eye contact and then moving about the patient from side to side will occasionally clarify the presence of a partial gaze palsy.
	
0 = Normal. 
1 = Partial gaze palsy; gaze is abnormal in one or both eyes, but forced deviation or total gaze paresis is not present. 
2 = Forced deviation, or total gaze paresis not overcome by the oculocephalic maneuver.

3.	[0-3]	 Visual:
Visual fields {upper and lower quadrants} are tested by confrontation, using finger counting or visual threat, as appropriate. Patients may be encouraged, but if they look at the side of the moving fingers appropriately, this can be scored as normal. If there is unilateral blindness or enucleation, visual fields in the remaining eye are scored. Score 1 only if a clear-cut asymmetry, including quadrantanopia, is found. If patient is blind from any cause, score 3. Double simultaneous stimulation is performed at this point. If there is extinction, patient receives a 1, and the results are used to respond to item 11.
	
0 = No visual loss. 
1 = Partial hemianopia. 
2 = Complete hemianopia. 
3 = Bilateral hemianopia {blind including cortical blindness}.


4.	[0-3]	Facial Palsy:
Ask – or use pantomime to encourage – the patient to show teeth or raise eyebrows and close eyes. Score symmetry of grimace in response to noxious stimuli in the poorly responsive or non-comprehending patient. If facial trauma/bandages, orotracheal tube, tape or other physical barriers obscure the face, these should be removed to the extent possible.
	
0 = Normal symmetrical movements. 
1 = Minor paralysis {flattened nasolabial fold, asymmetry on smiling}. 
2 = Partial paralysis {total or near-total paralysis of lower face}. 
3 = Complete paralysis of one or both sides {absence of facial movement in the upper and lower face}.

5a.	[0-4]	 Motor left arm:
The limb is placed in the appropriate position: extend the arms {palms down} 90 degrees {if sitting} or 45 degrees {if supine}. Drift is scored if the arm falls before 10 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic arm. Only in the case of amputation or joint fusion at the shoulder, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; limb holds 90 {or 45} degrees for full 10 seconds. 
1 = Drift; limb holds 90 {or 45} degrees, but drifts down before full 10 seconds; does not hit bed or other support. 
2 = Some effort against gravity; limb cannot get to or maintain {if cued} 90 {or 45} degrees, drifts down to bed, but has some effort against gravity. 
3 = No effort against gravity; limb falls. 
4 = No movement. 
UN = Amputation or joint fusion, explain: _____________________

5b. [0-4]	Motor right arm:
The limb is placed in the appropriate position: extend the arms {palms down} 90 degrees {if sitting} or 45 degrees {if supine}. Drift is scored if the arm falls before 10 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic arm. Only in the case of amputation or joint fusion at the shoulder, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; limb holds 90 {or 45} degrees for full 10 seconds. 
1 = Drift; limb holds 90 {or 45} degrees, but drifts down before full 10 seconds; does not hit bed or other support. 
2 = Some effort against gravity; limb cannot get to or maintain {if cued} 90 {or 45} degrees, drifts down to bed, but has some effort against gravity. 
3 = No effort against gravity; limb falls. 
4 = No movement. 
UN = Amputation or joint fusion, explain: _____________________

6a.	[0-4]	Motor left leg:
The limb is placed in the appropriate position: hold the leg at 30 degrees {always tested supine}. Drift is scored if the leg falls before 5 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic leg. Only in the case of amputation or joint fusion at the hip, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; leg holds 30-degree position for full 5 seconds. 
1 = Drift; leg falls by the end of the 5-second period but does not hit bed. 
2 = Some effort against gravity; leg falls to bed by 5 seconds, but has some effort against gravity. 
3 = No effort against gravity; leg falls to bed immediately. 
4 = No movement. 
UN = Amputation or joint fusion, explain: ________________

6b. 	[0-4]	Motor right leg: 
The limb is placed in the appropriate position: hold the leg at 30 degrees {always tested supine}. Drift is scored if the leg falls before 5 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic leg. Only in the case of amputation or joint fusion at the hip, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; leg holds 30-degree position for full 5 seconds. 1 = Drift; leg falls by the end of the 5-second period but does not hit bed. 
2 = Some effort against gravity; leg falls to bed by 5 seconds, but has some effort against gravity. 
3 = No effort against gravity; leg falls to bed immediately. 
4 = No movement. 
UN = Amputation or joint fusion, explain: ________________

7.      [0-2]	Limb Ataxia:
This item is aimed at finding evidence of a unilateral cerebellar lesion. Test with eyes open. In case of visual defect, ensure testing is done in intact visual field. The finger-nose-finger and heel-shin tests are performed on both sides, and ataxia is scored only if present out of proportion to weakness. Ataxia is absent in the patient who cannot understand or is paralyzed. Only in the case of amputation or joint fusion, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice. In case of blindness, test by having the patient touch nose from extended arm position.
	
0 = Absent.
 1 = Present in one limb. 
2 = Present in two limbs. 
UN = Amputation or joint fusion, explain: ________________

8. 	[0-2]	Sensory:
Sensation or grimace to pinprick when tested, or withdrawal from noxious stimulus in the obtunded or aphasic patient. Only sensory loss attributed to stroke is scored as abnormal and the examiner should test as many body areas {arms {not hands}, legs, trunk, face} as needed to accurately check for hemisensory loss. A score of 2, “severe or total sensory loss,” should only be given when a severe or total loss of sensation can be clearly demonstrated. Stuporous and aphasic patients will, therefore, probably score 1 or 0. The patient with brainstem stroke who has bilateral loss of sensation is scored 2. If the patient does not respond and is quadriplegic, score 2. Patients in a coma {item 1a=3} are automatically given a 2 on this item.
	
0 = Normal; no sensory loss. 
1 = Mild-to-moderate sensory loss; patient feels pinprick is less sharp or is dull on the affected side; or there is a loss of superficial pain with pinprick, but patient is aware of being touched. 
2 = Severe to total sensory loss; patient is not aware of being touched in the face, arm, and leg.

9.	[0-3]	Best Language: 
A great deal of information about comprehension will be obtained during the preceding sections of the examination. For this scale item, the patient is asked to describe what is happening in the attached picture, to name the items on the attached naming sheet and to read from the attached list of sentences. Comprehension is judged from responses here, as well as to all of the commands in the preceding general neurological exam. If visual loss interferes with the tests, ask the patient to identify objects placed in the hand, repeat, and produce speech. The intubated patient should be asked to write. The patient in a coma {item 1a=3} will automatically score 3 on this item. The examiner must choose a score for the patient with stupor or limited cooperation, but a score of 3 should be used only if the patient is mute and follows no one-step commands.
	
0 = No aphasia; normal.
1 = Mild-to-moderate aphasia; some obvious loss of fluency or facility of comprehension, without significant limitation on ideas expressed or form of expression. Reduction of speech and/or comprehension, however, makes conversation about provided materials difficult or impossible. For example, in conversation about provided materials, examiner can identify picture or naming card content from patient’s response. 
2 = Severe aphasia; all communication is through fragmentary expression; great need for inference, questioning, and guessing by the listener. Range of information that can be exchanged is limited; listener carries burden of communication. Examiner cannot identify materials provided from patient response. 
3 = Mute, global aphasia; no usable speech or auditory comprehension.

10.	[0-2]	Dysarthria:
If patient is thought to be normal, an adequate sample of speech must be obtained by asking patient to read or repeat words from the attached list. If the patient has severe aphasia, the clarity of articulation of spontaneous speech can be rated. Only if the patient is intubated or has other physical barriers to producing speech, the examiner should record the score as untestable {UN}, and clearly write an explanation for this choice. Do not tell the patient why he or she is being tested.
	
1 = Mild-to-moderate dysarthria; patient slurs at least some words and, at worst, can be understood with some difficulty. 
2 = Severe dysarthria; patient's speech is so slurred as to be unintelligible in the absence of or out of proportion to any dysphasia, or is mute/anarthric.
 UN = Intubated or other physical barrier, explain:_____________________________

11. 	[0-2]	Extinction and Inattention:
Sufficient information to identify neglect may be obtained during the prior testing. If the patient has a severe visual loss preventing visual double simultaneous stimulation, and the cutaneous stimuli are normal, the score is normal. If the patient has aphasia but does appear to attend to both sides, the score is normal. The presence of visual spatial neglect or anosagnosia may also be taken as evidence of abnormality. Since the abnormality is scored only if present, the item is never untestable.
	
0 = No abnormality. 
1 = Visual, tactile, auditory, spatial, or personal inattention or extinction to bilateral simultaneous stimulation in one of the sensory modalities. 
2 = Profound hemi-inattention or extinction to more than one modality; does not recognize own hand or orients to only one side of space.

Total:  [0-42]  




OTITIS MEDIA TEMPLATE
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The symptoms started [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Associated symptoms include [fever/cough/vomiting]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:    [ROS: constitution fevers]
ENT:		[ROS: ENT as per HPI]
EYES:		Negative for discharge
RESP:		Negative for cough
MUSC:		Negative for muscle aches

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			no discharge
Resp: 			clear to auscultation bilaterally

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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OVERDOSE TEMPLATE
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The ingestion occurred approximately [1/2/3/several] hour{s} ago.
The substance ingested was [medication/toxin]
There [has/has not] been vomiting since the ingestion.
Associated symptoms include [headache/nausea/chest pain/abdominal pain]
Severity of symptoms is described as [mild/moderate/severe]
The context of the ingestion [was/was not] accidental.

HISTORIAN:
[Patient/parent/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fever
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for visual changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI as per HPI]
GU:		Negative for hematuria/dysuria
SKIN:		Negative for rash
PSYCH:	              [ROS: psych]
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, mucous membranes moist
Eyes:			[exam eyes pupils]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Skin:			[exam: skin dry/diaphoretic/rash]
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Indication for EKG: evaluate for arrhythmias that may be caused by toxic ingestion.

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Duration of symptoms is [constant/intermittent]
Onset of palpitations was [sudden/gradual/progressive]
Severity of palpitations is described as [mild/moderate/severe]
Associated symptoms include [chest pain/sob/anxiety/none]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
MUSC:		Negative for extremity swelling
SKIN:		Negative for rash
PSYCH:	                  [ROS: psychiatric anxious/nervous/depressed]
NEURO:	                   Negative for headache
ENDOCRINE:	     As per HPI

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, anicteric
Neck:			supple, FROM
Cardiovascular:	              [exam: cardiac]
Respiratory:		clear to auscultation bilaterally, without wheezes or rales
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Old EKG: [comparison EKG interpretation]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Cardiac arrhythmia, anxiety, electrolyte abnormality, infectious, stimulant use, thyroid disorder.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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PECARN OVER 2 YEARS OF AGE


PECARN {Pediatric Emergency Care Applied Research Network} for children over 2 years of age:

GCS < 15:                              [yes/no]
Abnormal mental status:        [yes/no] 
{agitation, somnolence, repetitive questioning, slow response to verbal communication}
Loss of consciousness:                      [yes/no] 
Emesis:                                               [yes/no]
Severe mechanism of injury:              [yes/no] 
{MVA with patient ejection, death of a passenger or rollover; 
pedestrian or bicyclist without helmet struck by a motorized vehicle, falls of more than 3 feet, 
or head struck by high-impact object}.
Signs of basilar skull fracture:     [yes/no]
Severe headache:                       [yes/no]

If any of the responses are "yes", imaging should be considered.
Using the PECARN prediction rules, CT scan of the head [is/is not] indicated.










PECARN UNDER 2 YEARS OF AGE


PECARN {Pediatric Emergency Care Applied Research Network} for children under 2 years of age:

Temporal/parietal/occipital scalp hematoma:        [yes/no]
Loss of consciousness greater than 5 seconds:   [yes/no]
Severe mechanism of injury:                                  [yes/no]
{MVA with patient ejection, death of a passenger or rollover; 
pedestrian or bicyclist without helmet struck by a motorized vehicle, falls of more than 3 feet, 
or head struck by high-impact object}    
Palpable/suspected skull fracture:                          [yes/no]
Acting abnormal per parent:                                    [yes/no]
{agitation, somnolence, repetitive questioning, slow response to verbal communication}

If any of the responses are "yes", imaging should be considered.
Using the PECARN prediction rules, CT scan of the head [is/is not] indicated.











PEDIATRIC HEAD INJURY OVER 2 YRS OF AGE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The mechanism of injury was [MVA/direct trauma]
Head injury occurred [today/yesterday/several days ago]
Associated symptoms include [headache/nausea/vomiting/none]
Patient [did/did not] lose consciousness.  
Severity of symptoms is described as [mild/moderate/severe]
Since the injury, the patient's behavior has been [normal/abnormal/lethargic]
Patient [has/has not] had vomiting since the injury.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS constitution; lethargic/general malaise]
EYES:		[ROS: eyes vision changes]
CARDIO:	Negative for chest pain 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI nausea/vomiting]
MUSC:		Negative for extremity pain or weakness
SKIN:		Negative for rash
NEURO: 	[ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL
Cardiovascular:	              regular rate and rhythm,
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender
Musculoskeletal:	no deformities; moving all 4 extremities
Skin:			dry, no rash
Neurologic:		[exam: neuro]


GLASGOW COMA SCALE:

Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening

Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response

Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response

Total GCS: [3-15]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

PECARN {Pediatric Emergency Care Applied Research Network} for children over 2 years of age:

GCS < 15:                              [yes/no]
Abnormal mental status:        [yes/no] 
{agitation, somnolence, repetitive questioning, slow response to verbal communication}
Loss of consciousness:                      [yes/no] 
Emesis:                                               [yes/no]
Severe mechanism of injury:              [yes/no] 
{MVA with patient ejection, death of a passenger or rollover; 
pedestrian or bicyclist without helmet struck by a motorized vehicle, falls of more than 3 feet, 
or head struck by high-impact object}.
Signs of basilar skull fracture:     [yes/no]
Severe headache:                       [yes/no]

If any of the responses are "yes", imaging should be considered.
Using the PECARN prediction rules, CT scan of the head [is/is not] indicated.

Radiologic Imaging studies: 

	CT Head: [CT head interpretation]
	
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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PECARN UNDER 2 YRS OF AGE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORTY OF PRESENT ILLNESS:

The mechanism of injury was [MVA/direct trauma]
Head injury occurred [today/yesterday/several days ago]
Associated symptoms include [headache/nausea/vomiting/none]
Patient [did/did not] lose consciousness.  
Severity of symptoms is described as [mild/moderate/severe]
Since the injury, the patient's behavior has been [normal/abnormal/lethargic]
Patient [has/has not] had vomiting since the injury.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:    [ROS: constitution lethargy/malaise]
RESP:		Negative for difficulty breathing
GI:		[ROS: nausea/vomiting]
MUSC:		Negative for extremity pain
SKIN:		Negative for rash
NEURO: 	[ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL
Cardiovascular:	               regular rate and rhythm,
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender
Musculoskeletal:	no deformities; moving all 4 extremities
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

PECARN {Pediatric Emergency Care Applied Research Network} for children under 2 years of age:

Temporal/parietal/occipital scalp hematoma:        [yes/no]
Loss of consciousness greater than 5 seconds:   [yes/no]
Severe mechanism of injury:                                  [yes/no]
{MVA with patient ejection, death of a passenger or rollover; 
pedestrian or bicyclist without helmet struck by a motorized vehicle, falls of more than 3 feet, 
or head struck by high-impact object}    
Palpable/suspected skull fracture:                          [yes/no]
Acting abnormal per parent:                                    [yes/no]
{agitation, somnolence, repetitive questioning, slow response to verbal communication}

If any of the responses are "yes", imaging should be considered.
Using the PECARN prediction rules, CT scan of the head [is/is not] indicated.

Radiologic Imaging studies: 

	CT Head: [CT head interpretation]	

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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PHARYNGITIS TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The symptoms started [today/yesterday/several days ago]
Severity of pain is described as [mild/moderate/severe]
Associated symptoms include [fever/earache/vomiting]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:    [ROS: constitution, fevers/malaise]
ENT:		[ROS: ENT as per HPI]
EYES:		Negative for discharge
RESP:		[ROS: resp cough/sob]
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			no discharge
Neck:			[exam: neck]
Cardiovascular:	                regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Skin:			dry, no rash

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: 

	Quick strep: [neg/pos]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290894]Differential Diagnoses: considered, but not limited to:
Viral or bacterial pharyngitis, Tonsillitis, Epiglottitis, retropharyngeal abscess, peritonsillar abscess, mononucleosis, Ludwig’s angina.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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PNEUMONIA TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago]
Severity of symptoms is described as [mild/moderate/severe]
Associated symptoms include [fever/rhinitis/sore throat].
Modifying factors include: [none/exertion]
Onset of symptoms was [sudden/gradual/progressive]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:     [ROS: constitution fever/chills/weakness as per HPI]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for conjunctivitis
CARDIO:	Negative for chest pain 
RESP:		[ROS: respiratory as per HPI]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for dysuria/hematuria
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Neck:			supple, FROM
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
	
Antibiotics [were/were not] given in the Emergency Department.

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, chf, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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PSYCHIATRIC COMPLAINT TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient’s symptoms started [today/yesterday/several days ago]
Context of symptoms includes [stress/relationship issues/medication issues/substance abuse]
Associated symptoms include: [depression/palpitations/behavioral problems].
Onset of symptoms was [sudden/gradual/intermittent]
Severity of symptoms is described as [mild/moderate/severe]
Patient [denies/admits to] current suicidal ideation. 
Patient [denies/admits to] current homicidal ideation. 

HISTORIAN:
[Patient/family member]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat
EYES:		Negative for vision changes
RESP:		Negative for cough, shortness of breath
CARDIO:	Negative for chest pain
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
PSYCH:	               [ROS psych as per HPI]
NEURO:	                 Negative for headache, extremity weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI, anicteric
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]
Indication for EKG: evaluate for arrhythmias that may be caused by toxic ingestion.

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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RABIES TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS

Exposure occurred [today/yesterday/several days ago]
Circumstances/context surrounding exposure: [bat exposure/provoked attack/possible exposure]
Associated symptoms are [headache/fever/none]
Animal [has/has not] been captured.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for discharge
RESP:		Negative for cough, shortness of breath
SKIN:		[ROS: skin]
NEURO: 	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

[IMMUNHX[

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	no edema
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Rabies prophylaxis [is/is not] indicated.

[If patient has had prior rabies vaccination series, please see CDC recommendations for booster series]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION: 	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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RASH TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Rash was first noticed [today/yesterday/several days]
The rash is located on the [face/trunk/arms/extremities]
Severity of rash is described as [mild/moderate/severe]
Associated symptoms include: [fever/pruritus/sore throat]

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever, chills, malaise]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for discharge
RESP:		Negative for cough, shortness of breath
CARDIO:	Negative for chest pain
MUSC:		Negative for muscle aches
SKIN:		[ROS: skin as per HPI]
NEURO: 	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			no discharge    
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Atopic dermatitis, contact dermatitis, erythema multiforme, drug eruption, folliculitis, insect bites, psoriasis, tinea corporis, urticarial, viral exanthema.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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RIB INJURY TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Pain started [today/yesterday/several days ago]
The location of the pain is [right ribs/left ribs]
Severity of pain is [mild/moderate/severe]
Mechanism/context of injury was [fall/trauma/none]
Associated symptoms include [difficulty breathing]
Aggravating factors include [breathing/coughing/certain movements]
Alleviating factors include [rest/NSAID]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac as per HPI]
RESP:		[ROS: respiratory as per HPI]
GI:		[ROS: GI abdominal pain, n/v]
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache, weakness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	mucous membranes moist, pharynx clear
Eyes:			PERRL, anicteric
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory and chest wall]
Abdomen:		[exam: abdomen]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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SEIZURE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The patient [does/does not] have a history of seizure disorder.  
The number of seizures was [one/two/multiple/unknown]
Duration of seizure{s} was approximately [seconds/minutes]
The seizure was described as involving the [entire body/arms/legs].
Onset of symptoms was [sudden/gradual/intermittent].
Symptoms described as [mild/moderate/severe]
Possible triggering events/context include [fatigue/ETOH withdrawal/missed medications]
Patient reports injury to [head/tongue/none]

HISTORIAN:
[Patient/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/chills/weakness]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
RESP:		Negative for cough, shortness of breath
CARDIO:	Negative for chest pain, palpitations
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
		
	CT Head: [CT interpretation]

	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75290982]Differential Diagnoses: considered, but not limited to:
Drug/toxin such as ETOH/substance use, metabolic to include glucose or sodium abnormalities, infectious meningitis, encephalitis, intracranial pathologies such ax intracranial hemorrhage or mass, thyrotoxicosis, neurocardiogenic syncope, delirium tremens.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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SEPSIS SCREEN



SEPSIS SCREEN:

1. Patient over 17 years old?:   [yes/no]
2. Suspected/documented infection?  [yes/no]
3. Are any two of the following present?  [yes/no]

  A.  Temperature is > 100.9°F or < 96.8°F  
  B.  Heart Rate > 90 bpm
  C.  Respiratory Rate > 20 or PaCO2 less than 32 mm Hg
  D.  Altered mental status/confusion
  E.  WBC > 12,000 or < 4,000, or > 10% bands

4.  Are ANY of the following organ dysfunction criteria present?  [yes/no]

  A.  SBP < 90 or SBP decreased by 40 mm Hg from baseline
  B.   Lactic acid > 2 mmol/L
  C.  Creatinine > 2, or increase 0.5 mg/dL above baseline
  D.  T bili > 2 mg/dL
  E.  Platelet count < 100,000
  F.  INR > 1.5 or PTT > 60 sec

[If yes to all 4 screening questions above, follow SEP-1 Sepsis Bundle Metric. 
	- order repeat lactate {if initial > 2}
	- order broad spectrum antibiotics consistent with CMS recommendations
	- order 30 cc/kg fluid bolus if initial lactate > 4 or SBP < 90
	- repeat volume status and tissue perfusion assessment: ie: vs; attest {below}
	- document clinical reason for not doing any of these interventions]

I have re-assessed the patient’s hemodynamic status: [yes/no; necessary to meet bundle]
























SEPSIS TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Severity of symptoms is described as [mild/moderate/severe]
Symptoms were first noticed [today/yesterday/several days ago]
Associated symptoms include [fever/chills/cough/confusion]
Onset of symptoms was [sudden/gradual/progressive]

HISTORIAN:
[Patient/family]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS constitution as per HPI]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes, discharge
RESP:		[ROS: respiratory cough/sob]
CARDIO:	Negative for chest pain, palpitations
GI:		[ROS: GI abdominal pain/n/v/diarrhea]
GU:		[ROS: GU dysuria/hematuria]
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO: 	Negative for headache, confusion

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

social history:
[SOCIAL HISTORY]

family history:
[FAMILY HISTORY]

medications:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, TM’s clear bilaterally
Eyes:			PERRL, EOMI, no discharge
Neck:			supple, FROM, no lymphadenopathy, no meningismus
Cardiovascular:	               [exam: cardiac]
Respiratory:		[exam: respiratory]
Abdomen:		[exam: abdomen]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:

	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]	

SEPSIS SCREEN:

1. Patient over 17 years old?:   [yes/no]
2. Suspected/documented infection?  [yes/no]
3. Are any two of the following present?  [yes/no]

  A.  Temperature is > 100.9°F or < 96.8°F  
  B.  Heart Rate > 90 bpm
  C.  Respiratory Rate > 20 or PaCO2 less than 32 mm Hg
  D.  Altered mental status/confusion
  E.  WBC > 12,000 or < 4,000, or > 10% bands

4.  Are ANY of the following organ dysfunction criteria present?  [yes/no]

  A.  SBP < 90 or SBP decreased by 40 mm Hg from baseline
  B.   Lactic acid > 2 mmol/L
  C.  Creatinine > 2, or increase 0.5 mg/dL above baseline
  D.  T bili > 2 mg/dL
  E.  Platelet count < 100,000
  F.  INR > 1.5 or PTT > 60 sec

[If yes to all 4 screening questions above, follow SEP-1 Sepsis Bundle Metric. 
	- order repeat lactate {if initial > 2}
	- order broad spectrum antibiotics consistent with CMS recommendations
	- order 30 cc/kg fluid bolus if initial lactate > 4 or SBP < 90
	- repeat volume status and tissue perfusion assessment: ie: vs; attest {below}
	- document clinical reason for not doing any of these interventions]

I have re-assessed the patient’s hemodynamic status: [yes/no; necessary to meet bundle]

Antibiotics [were/were not] given in the Emergency Department.

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Pneumonia, bronchitis, appendicitis, cholecystitis, diverticulitis, hepatitis, colitis, pyelonephritis, cystitis, meningitis, encephalitis, cellulitis, bacteremia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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© 2022 CD|Notes, LLC
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago].
Severity of dyspnea is [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent].
Associated symptoms include [fever/cough/chest pain/exertional sob]
Context of symptoms: [alleviated by/exacerbated by].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/chills/malaise]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for discharge
CARDIO:	[ROS: cardiac] 
RESP:		[ROS: respiratory as per HPI]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for dysuria, hematuria
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:  	Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL
Cardiovascular:	              [exam: cardiac, JVD]
Respiratory:		[exam: respiratory]
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:

	CXR:  [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75291022]Differential Diagnoses: considered, but not limited to:
Asthma, bronchitis, pneumonia, pulmonary embolism, congestive heart failure, pneumothorax, ACS, cardiac arrhythmia, COPD, metabolic/endocrine, anemia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago]
Severity of pain is [mild/moderate/severe]
Mechanism/context of injury was [fall/direct trauma/none].
Associated symptoms include: [none, head injury, paresthesia’s].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:	  Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:  	Negative for hand/arm paresthesia’s

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               [exam: pulses]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic, including peripheral exam]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: 

	Shoulder: [x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/progressive].
Severity of symptoms is [mild/moderate/severe].
Associated symptoms include [headache/vision changes].
Quality of symptoms is [similar to prior events/sharp/dull/aching].
Symptoms were first noted: [today/yesterday/several days ago].

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution fever/malaise]
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes/vision]
CARDIO:	[ROS: cardiovascular]
RESP:		[ROS: respiratory]
GI:		[ROS: GI]
GU:		Negative for urinary symptoms
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash
NEURO:  	[ROS: neuro]
HEME/LYMPH:	[ROS: heme/lymph]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]	
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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STROKE WITH NIHSS TEMPLATE
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/progressive]
Severity of symptoms is [mild/moderate/severe]
Associated symptoms include [headache/vision changes]
Symptoms were first noted: [today/yesterday/several days ago].
Duration of symptoms: [minutes/hours/days]
Since onset of symptoms, they are [worsening/improving/show no change]

Time last known well: [Time]

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes/vision]
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			[exam: eyes perrl, eomi]
Cardiovascular:	               [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, normo-active bowel sounds	
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic]

NIH STROKE SCALE
Time: [NOW[
Person Administering Scale: [ME[

Administer stroke scale items in the order listed. Record performance in each category after each subscale exam. Do not go back and change scores. Follow directions provided for each exam technique. Scores should reflect what the patient does, not what the clinician thinks the patient can do. The clinician should record answers while administering the exam and work quickly. Except where indicated, the patient should not be coached {i.e., repeated requests to patient to make a special effort}.


1a. 	[0-3]	Level of consciousness:
The investigator must choose a response if a full evaluation is prevented by such obstacles as an endotracheal tube, language barrier, orotracheal trauma/bandages. A 3 is scored only if the patient makes no movement {other than reflexive posturing} in response to noxious stimulation.
	
0 = Alert; keenly responsive. 
1 = Not alert; but arousable by minor stimulation to obey, answer, or respond. 
2 = Not alert; requires repeated stimulation to attend, or is obtunded and requires strong or painful stimulation to make movements {not stereotyped}.
 3 = Responds only with reflex motor or autonomic effects or totally unresponsive, flaccid, and flexic.

1b.       [0-2]	LOC questions: 

The patient is asked the month and his/her age. The answer must be correct - there is no partial credit for being close. Aphasic and stuporous patients who do not comprehend the questions will score 2. Patients unable to speak because of endotracheal intubation, orotracheal trauma, severe dysarthria from any cause, language barrier, or any other problem not secondary to aphasia are given a 1. It is important that only the initial answer be graded and that the examiner not "help" the patient with verbal or non-verbal cues.
	
0 = Answers both questions correctly. 
1 = Answers one question correctly. 
2 = Answers neither question correctly.

1c.	[0-2]	LOC commands:
The patient is asked to open and close the eyes and then to grip and release the non-paretic hand. Substitute another one step command if the hands cannot be used. Credit is given if an unequivocal attempt is made but not completed due to weakness. If the patient does not respond to command, the task should be demonstrated to him or her {pantomime}, and the result scored {i.e., follows none, one or two commands}. Patients with trauma, amputation, or other physical impediments should be given suitable one-step commands. Only the first attempt is scored.
	
0 = Performs both tasks correctly. 
1 = Performs one task correctly. 
2 = Performs neither task correctly.

2.   [0-2]	Best Gaze:

Only horizontal eye movements will be tested. Voluntary or reflexive {oculocephalic} eye movements will be scored, but caloric testing is not done. If the patient has a conjugate deviation of the eyes that can be overcome by voluntary or reflexive activity, the score will be 1. If a patient has an isolated peripheral nerve paresis {CN III, IV or VI}, score a 1. Gaze is testable in all aphasic patients. Patients with ocular trauma, bandages, pre-existing blindness, or other disorder of visual acuity or fields should be tested with reflexive movements, and a choice made by the investigator. Establishing eye contact and then moving about the patient from side to side will occasionally clarify the presence of a partial gaze palsy.
	
0 = Normal. 
1 = Partial gaze palsy; gaze is abnormal in one or both eyes, but forced deviation or total gaze paresis is not present. 
2 = Forced deviation, or total gaze paresis not overcome by the oculocephalic maneuver.

3.	[0-3]	 Visual:
Visual fields {upper and lower quadrants} are tested by confrontation, using finger counting or visual threat, as appropriate. Patients may be encouraged, but if they look at the side of the moving fingers appropriately, this can be scored as normal. If there is unilateral blindness or enucleation, visual fields in the remaining eye are scored. Score 1 only if a clear-cut asymmetry, including quadrantanopia, is found. If patient is blind from any cause, score 3. Double simultaneous stimulation is performed at this point. If there is extinction, patient receives a 1, and the results are used to respond to item 11.
	
0 = No visual loss. 
1 = Partial hemianopia. 
2 = Complete hemianopia. 
3 = Bilateral hemianopia {blind including cortical blindness}.


4.	[0-3]	Facial Palsy:
Ask – or use pantomime to encourage – the patient to show teeth or raise eyebrows and close eyes. Score symmetry of grimace in response to noxious stimuli in the poorly responsive or non-comprehending patient. If facial trauma/bandages, orotracheal tube, tape or other physical barriers obscure the face, these should be removed to the extent possible.
	
0 = Normal symmetrical movements. 
1 = Minor paralysis {flattened nasolabial fold, asymmetry on smiling}. 
2 = Partial paralysis {total or near-total paralysis of lower face}. 
3 = Complete paralysis of one or both sides {absence of facial movement in the upper and lower face}.

5a.	[0-4]	 Motor left arm:
The limb is placed in the appropriate position: extend the arms {palms down} 90 degrees {if sitting} or 45 degrees {if supine}. Drift is scored if the arm falls before 10 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic arm. Only in the case of amputation or joint fusion at the shoulder, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; limb holds 90 {or 45} degrees for full 10 seconds. 
1 = Drift; limb holds 90 {or 45} degrees, but drifts down before full 10 seconds; does not hit bed or other support. 
2 = Some effort against gravity; limb cannot get to or maintain {if cued} 90 {or 45} degrees, drifts down to bed, but has some effort against gravity. 
3 = No effort against gravity; limb falls. 
4 = No movement. 
UN = Amputation or joint fusion, explain: _____________________

5b. [0-4]	Motor right arm:
The limb is placed in the appropriate position: extend the arms {palms down} 90 degrees {if sitting} or 45 degrees {if supine}. Drift is scored if the arm falls before 10 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic arm. Only in the case of amputation or joint fusion at the shoulder, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; limb holds 90 {or 45} degrees for full 10 seconds. 
1 = Drift; limb holds 90 {or 45} degrees, but drifts down before full 10 seconds; does not hit bed or other support. 
2 = Some effort against gravity; limb cannot get to or maintain {if cued} 90 {or 45} degrees, drifts down to bed, but has some effort against gravity. 
3 = No effort against gravity; limb falls. 
4 = No movement. 
UN = Amputation or joint fusion, explain: _____________________

6a.	[0-4]	Motor left leg:
The limb is placed in the appropriate position: hold the leg at 30 degrees {always tested supine}. Drift is scored if the leg falls before 5 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic leg. Only in the case of amputation or joint fusion at the hip, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; leg holds 30-degree position for full 5 seconds. 
1 = Drift; leg falls by the end of the 5-second period but does not hit bed. 
2 = Some effort against gravity; leg falls to bed by 5 seconds, but has some effort against gravity. 
3 = No effort against gravity; leg falls to bed immediately. 
4 = No movement. 
UN = Amputation or joint fusion, explain: ________________

6b. 	[0-4]	Motor right leg: 
The limb is placed in the appropriate position: hold the leg at 30 degrees {always tested supine}. Drift is scored if the leg falls before 5 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic leg. Only in the case of amputation or joint fusion at the hip, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice.
	
0 = No drift; leg holds 30-degree position for full 5 seconds. 1 = Drift; leg falls by the end of the 5-second period but does not hit bed. 
2 = Some effort against gravity; leg falls to bed by 5 seconds, but has some effort against gravity. 
3 = No effort against gravity; leg falls to bed immediately. 
4 = No movement. 
UN = Amputation or joint fusion, explain: ________________

7.      [0-2]	Limb Ataxia:
This item is aimed at finding evidence of a unilateral cerebellar lesion. Test with eyes open. In case of visual defect, ensure testing is done in intact visual field. The finger-nose-finger and heel-shin tests are performed on both sides, and ataxia is scored only if present out of proportion to weakness. Ataxia is absent in the patient who cannot understand or is paralyzed. Only in the case of amputation or joint fusion, the examiner should record the score as untestable {UN}, and clearly write the explanation for this choice. In case of blindness, test by having the patient touch nose from extended arm position.
	
0 = Absent.
 1 = Present in one limb. 
2 = Present in two limbs. 
UN = Amputation or joint fusion, explain: ________________

8. 	[0-2]	Sensory:
Sensation or grimace to pinprick when tested, or withdrawal from noxious stimulus in the obtunded or aphasic patient. Only sensory loss attributed to stroke is scored as abnormal and the examiner should test as many body areas {arms {not hands}, legs, trunk, face} as needed to accurately check for hemisensory loss. A score of 2, “severe or total sensory loss,” should only be given when a severe or total loss of sensation can be clearly demonstrated. Stuporous and aphasic patients will, therefore, probably score 1 or 0. The patient with brainstem stroke who has bilateral loss of sensation is scored 2. If the patient does not respond and is quadriplegic, score 2. Patients in a coma {item 1a=3} are automatically given a 2 on this item.
	
0 = Normal; no sensory loss. 
1 = Mild-to-moderate sensory loss; patient feels pinprick is less sharp or is dull on the affected side; or there is a loss of superficial pain with pinprick, but patient is aware of being touched. 
2 = Severe to total sensory loss; patient is not aware of being touched in the face, arm, and leg.

9.	[0-3]	Best Language: 
A great deal of information about comprehension will be obtained during the preceding sections of the examination. For this scale item, the patient is asked to describe what is happening in the attached picture, to name the items on the attached naming sheet and to read from the attached list of sentences. Comprehension is judged from responses here, as well as to all of the commands in the preceding general neurological exam. If visual loss interferes with the tests, ask the patient to identify objects placed in the hand, repeat, and produce speech. The intubated patient should be asked to write. The patient in a coma {item 1a=3} will automatically score 3 on this item. The examiner must choose a score for the patient with stupor or limited cooperation, but a score of 3 should be used only if the patient is mute and follows no one-step commands.
	
0 = No aphasia; normal.
1 = Mild-to-moderate aphasia; some obvious loss of fluency or facility of comprehension, without significant limitation on ideas expressed or form of expression. Reduction of speech and/or comprehension, however, makes conversation about provided materials difficult or impossible. For example, in conversation about provided materials, examiner can identify picture or naming card content from patient’s response. 
2 = Severe aphasia; all communication is through fragmentary expression; great need for inference, questioning, and guessing by the listener. Range of information that can be exchanged is limited; listener carries burden of communication. Examiner cannot identify materials provided from patient response. 
3 = Mute, global aphasia; no usable speech or auditory comprehension.

10.	[0-2]	Dysarthria:
If patient is thought to be normal, an adequate sample of speech must be obtained by asking patient to read or repeat words from the attached list. If the patient has severe aphasia, the clarity of articulation of spontaneous speech can be rated. Only if the patient is intubated or has other physical barriers to producing speech, the examiner should record the score as untestable {UN}, and clearly write an explanation for this choice. Do not tell the patient why he or she is being tested.
	
1 = Mild-to-moderate dysarthria; patient slurs at least some words and, at worst, can be understood with some difficulty. 
2 = Severe dysarthria; patient's speech is so slurred as to be unintelligible in the absence of or out of proportion to any dysphasia, or is mute/anarthric.
 UN = Intubated or other physical barrier, explain:_____________________________

11. 	[0-2]	Extinction and Inattention:
Sufficient information to identify neglect may be obtained during the prior testing. If the patient has a severe visual loss preventing visual double simultaneous stimulation, and the cutaneous stimuli are normal, the score is normal. If the patient has aphasia but does appear to attend to both sides, the score is normal. The presence of visual spatial neglect or anosagnosia may also be taken as evidence of abnormality. Since the abnormality is scored only if present, the item is never untestable.
	
0 = No abnormality. 
1 = Visual, tactile, auditory, spatial, or personal inattention or extinction to bilateral simultaneous stimulation in one of the sensory modalities. 
2 = Profound hemi-inattention or extinction to more than one modality; does not recognize own hand or orients to only one side of space.

Total:  [0-42]  


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CT Head:  [CT interpretation]

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

tPA considered? [Yes/no/NA]

If tPA contraindicated, reason:  [contraindicated?]
Independently interpreted by provider: [labs/EKG/Rad/NA]
Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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STROKE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/progressive]
Severity of symptoms is [mild/moderate/severe]
Associated symptoms include [headache/vision changes]
Symptoms were first noted: [today/yesterday/several days ago].
Duration of symptoms: [minutes/hours/days]
Since onset of symptoms, they are [worsening/improving/show no change]

Time last known well: [Time]

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes/vision]
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash
NEURO:	               [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			[exam: eyes perrl, eomi]
Cardiovascular:	               [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, normo-active bowel sounds	
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic]


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CT Head:  [CT interpretation]

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

tPA considered? [Yes/no/NA]

If tPA contraindicated, reason:  [contraindications/none]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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SUBSTANCE ABUSE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [today/yesterday/several days ago]
Severity of symptoms is [mild/moderate/severe].
Context of symptoms: [chronic substance abuse/depression/stress].
Associated symptoms include [tremors/headache/nausea]

HISTORIAN:
[Patient/family]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/chills/malaise]
ENT:		Negative for sore throat
EYES:		Negative for vision changes
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI n/v/diarrhea]
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	               [ROS: neuro]
PSYCH: 	                 [ROS: psych, anxiety/depression/SI/HI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI, anicteric
Cardiovascular:	              [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, normo-active bowel sounds
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]
Laboratory studies: [yes/no/NA]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdsubstanceabuse
SUTURE REMOVAL TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Laceration was repaired [five/seven/ten] days ago.
There [have/have not] been any signs of infection.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:  Negative for fevers
SKIN:		[ROS: skin as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

[IMMUNHX[

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Skin:			[exam: skin]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

PROCEDURE: SUTURE REMOVAL:
A total of [1,2,3,4 sutures/staples] are removed without complication.

CLINICAL COURSE/ASSESSMENT/PLAN:
[clinical course/assessment/plan]
___________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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SYNCOPE TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The episode occurred [today/yesterday/several days ago]
Severity of symptoms was described as [mild/moderate/severe]
Onset of symptoms was [sudden/gradual/progressive]
Symptoms just prior to syncopal episode include [chest pain/dizzy/lightheadedness].
Associated injuries include [head/back/extremity/none]
Patient had [one/two/several] syncopal episode{s}

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac] 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	              [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, non-distended, normo-active bowel sounds
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Cardiac arrhythmia, neurocardiogenic, situational, cerebrovascular disease, seizure, hypoglycemia, toxic, hypovolemia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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TESTICULAR PAIN TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago].
Severity of symptoms is described as [mild/moderate/severe].
Associated symptoms include [fever/abdominal pain/nausea].
Context of symptoms: [trauma/spontaneous].
Symptom onset was [sudden/gradual/intermittent].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/chills/malaise]
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI abd pain/n/v]
GU:		[ROS: GU as per HPI]
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
GU:			[exam: GU/testicular]
Skin:			dry, no rash
Neurologic:		alert and oriented
				
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  
	U/S: [consider to evaluate for testicular torsion; U/S interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Testicular torsion, epididymitis, orchitis, hernia.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdtesticularpain
THREATENED ABORTION TEMPLATE

© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Bleeding started [today/yesterday/several days ago].
Severity of bleeding is described as [mild/moderate/severe].
Associated symptoms include [abdominal pain/dizziness/none].
Symptom onset was [sudden/gradual/intermittent].
Patient is approximately [six/eight/ten] weeks pregnant.

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills, weakness
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI abd pain, n/v] 
GU:		[ROS: GU as per HPI]
MUSC:		Negative for extremity swelling
SKIN:		Negative for rash
NEURO:	               Negative for headache, light-headedness

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

medications:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	                regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
Pelvic:			[exam: pelvic]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]
Blood type: [blood type]
Radiologic Imaging studies: 
	Ultrasound: [U/S interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75359172]Differential Diagnoses: considered, but not limited to: Threatened, incomplete, or missed abortion, ectopic pregnancy, trophoblastic disease, placental polyp, subchorionic hemorrhage, implantation bleeding, placental abruption, placenta previa, uterine rupture.
[clinical course/assessment/plan]
____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.


© 2022 CD|Notes, LLC /cdthreatenedabortion
TIA TEMPLATE

© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Onset of symptoms was [sudden/gradual/progressive].
Severity of symptoms is [mild/moderate/severe].
Associated symptoms include [headache/vision changes].
Symptoms were first noted: [today/yesterday/several days ago].
Since onset of symptoms, they are [worsening/improving/show no change].

Time last known well: [Time]

HISTORIAN:
[Patient/family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes/vision]
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		Negative for urinary symptoms
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash
NEURO:	              [ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			[exam: eyes perrl, eomi]
Cardiovascular:	                [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Abdomen:		soft, non-tender, normo-active bowel sounds	
Musculoskeletal:	[exam: musculoskeletal]
Skin:			dry, no rash
Neurologic:		[exam: neurologic]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CT Head:  [CT interpretation]

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Stroke, meningitis, encephalitis, seizure, intracranial hemorrhage or malignancy, toxic/metabolic etiologies, endocrine etiology, infectious etiology, hypoxia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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TOE INJURY TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:
Patient injured [left/right, first/second/third] toe{s}
The injury occurred [today/yesterday/several days ago]
Mechanism of injury was: [stubbed/dropped object]
Severity of pain is [mild/moderate/severe]

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:	  Negative for fever
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		[ROS: skin abrasion/laceration/rash]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               capillary refill less than 2 seconds
Musculoskeletal:	[exam: foot/toes]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: 

	Toe: [x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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TRAUMA MAJOR PRE-POPULATED TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.


Primary Survey:
Airway: Intact. Speaks in normal voice. C-spine control.
Breathing: Spontaneous. Equal chest rise and breath sounds.
Circulation: Heart RRR. Pulses 2+.
Disability {mental state}: AVPU, Pupil response to light.
Exposure and environmental control

Glasgow Coma Scale: 
Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening
Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response
Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response
Total GCS: [3-15]

Exposure: [expose and keep patient warm, examine entire body, identify all injuries]
	
CHIEF COMPLAINT:

[CHIEF COMPLAINT]


HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago]
Mechanism/context of injury [fall/MVA/MCA]
Associated symptoms include [headache/nausea/weakness/confusion/none]
Severity of pain is [mild/moderate/severe]
The patient [did/did not] lose consciousness.  
The patient [was/was not] immobilized prior to arrival at hospital.

HISTORIAN:

[Patient/EMS]

REVIEW OF SYSTEMS:

Constitution: 	[ROS: malaise/etoh use/substance abuse]
ENT:		[ROS: ENT]
EYES:		[ROS: eyes]
CARDIO:	[ROS: cardiovascular]
RESP:		[ROS: respiratory]
GI:		[ROS: GI]
GU:		[ROS: GU]
MUSC:		[ROS: musculoskeletal]
SKIN:		[ROS: skin]
NEURO:		[ROS: neuro]

PAST MEDICAL HISTORY

[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:

[SOCIAL HISTORY]

FAMILY HISTORY:

[FAMILY HISTORY]


MEDICATIONS:

[MEDICATIONS]
[ALLERGIES]


PHYSICAL EXAM: SECONDARY SURVEY:

[VITAL SIGNS]
	
GENERAL APPEARANCE: Awake and alert. Cooperative. Laying in bed in supine.
HEAD: 		Normocephalic. Atraumatic. No depressed skull fractures.
EYES:  		PERRL. No Racoon eyes.
ENT:  		No nasal septal hematoma. Tolerates saliva. No malocclusion. 
No hemotympanum. No Battle sign.
NECK: 		In a hard cervical collar. In-line traction performed: no midlines tenderness to palpation, 
		step-offs, or acute deformities. No posterior midline pain or ROM. Cervical spine cleared 
		clinically. Trachea midline.
CHEST/LUNGS: 	Non-tender. No overlying contusions. Respirations unlabored. CTAB. Good air 
			exchange bilaterally.
HEART: 		Regular rate and rhythm. Strong and equal pulses in upper and lower extremities.
ABDOMEN: 	Soft. Non-distended. Non-tender. No guarding or rebound.
BACK: 		Log-rolled for exam. No thoracic or lumbar midline tenderness to palpation, step-offs, 
or deformities.
EXTREMITIES: Upper and lower extremities have no acute deformities and they are nontender to 
		palpation.
SKIN: 		Warm and dry. Good skin turgor.
NEUROLOGICAL:  Alert and oriented. No gross facial drooping. Strength 5/5 throughout. Light touch 
		sensation intact throughout. Normal coordination.
PSYCH: 		Normal mood and affect.


MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

Critical Care:

I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.
		

ED COURSE/ASSESSMENT/PLAN:

[ED course/assessment/plan/differential diagnoses considered]


______________________________________________________________________
Condition: 	[good/fair/improved/guarded/critical]
Disposition: 	[home/admit/transfer]
Diagnosis: 	[diagnosis]




Ahmed Al-Den, M.D.
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TRAUMA MAJOR TEMPLATE
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Note Author: Ahmed Al-Den, M.D.


Primary Survey:
Airway: [evaluate patency of airway]
Breathing: [assess movement of air movement into the lungs]
Circulation: [determine adequacy of perfusion, control life-threatening bleeding]
Disability: GCS:
Glasgow Coma Scale: 
Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening
Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response
Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response
Total GCS: [3-15]

Exposure: [expose and keep patient warm, examine entire body, identify all injuries]
	
CHIEF COMPLAINT:

[CHIEF COMPLAINT]


HISTORY OF PRESENT ILLNESS:

[NAME[, [AGE[, [SEX[, complains of injury to [head/neck/back/trunk/extremities].

The injury occurred [today/yesterday/several days ago]
Mechanism/context of injury [fall/MVA/MCA]
Associated symptoms include [headache/nausea/weakness/confusion/none]
Severity of pain is [mild/moderate/severe]
The patient [did/did not] lose consciousness.  
The patient [was/was not] immobilized prior to arrival at hospital.

HISTORIAN:

[Patient/EMS]

REVIEW OF SYSTEMS:

Constitution: 	[ROS: malaise/etoh use/substance abuse]
ENT:		[ROS: ENT]
EYES:		[ROS: eyes]
CARDIO:	[ROS: cardiovascular]
RESP:		[ROS: respiratory]
GI:		[ROS: GI]
GU:		[ROS: GU]
MUSC:		[ROS: musculoskeletal]
SKIN:		[ROS: skin]
NEURO:		[ROS: neuro]

PAST MEDICAL HISTORY

[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:

[SOCIAL HISTORY]

FAMILY HISTORY:

[FAMILY HISTORY]


MEDICATIONS:

[MEDICATIONS]
[ALLERGIES]


PHYSICAL EXAM: SECONDARY SURVEY:

[VITAL SIGNS]
	
General Appear:	[exam: general, distress/boarded/collared]
Head:			[exam: head]
ENT:			[exam: ENT]
Eyes:			[exam: eyes]
Neck:			[exam: neck-C-spine]
Cardiovascular:		[exam: cardiovascular]
Respiratory:		[exam: respiratory]
Chest:			[exam: chest]
Back: 			[exam: back]
Abdomen:		[exam: abdomen]
Rectal:			[exam: rectal; prostate]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		[exam: neurologic]



MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation]

Independently interpreted by ED provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

Critical Care:

I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.
		

ED COURSE/ASSESSMENT/PLAN:

[ED course/assessment/plan/differential diagnoses considered]


______________________________________________________________________
Condition: 	[good/fair/improved/guarded/critical]
Disposition: 	[home/admit/transfer]
Diagnosis: 	[diagnosis]


Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago]
Mechanism/context of injury [fall/MVA/MCA]
Associated symptoms include [headache/nausea/weakness/confusion/none]
Severity of pain is [mild/moderate/severe]
The patient [did/did not] lose consciousness.  
The patient [was/was not] immobilized prior to arrival at hospital. 

HISTORIAN:
[Patient/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for weakness/malaise
ENT:		Negative for sore throat, epistaxis
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiovascular]
RESP:		[ROS: respiratory]
GI:		[ROS: GI abd pain/n/v]
MUSC:		[ROS: musculoskeletal]
SKIN:		Negative for rash/laceration
NEURO:  	[ROS: neuro]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			[exam: head]
ENT:			pharynx clear
Eyes:			PERRL, EOMI
Neck:			[exam: neck-C-spine]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		[exam: respiratory]
Back: 			no T/L/S tenderness
Abdomen:		[exam: abdomen]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin abrasions/lacerations]
Neurologic:		non-focal exam

GLASGOW COMA SCALE:

Best Eye Response: [1-4]
4: eyes open spontaneously
3: eye opening to verbal command
2: eye opening to pain
1:  no eye opening

Best Verbal Response: [1-5]
5: oriented
4: confused
3: inappropriate words
2: incomprehensible sounds
1: no verbal response

Best Motor Response: [1-6]
6: obeys commands
5: localizes pain
4: withdrawal from pain
3: flexion to pain
2: extension to pain
1: no motor response

Total GCS: [3-15]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiograph interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Trauma Alert called: [full/modified/trauma consult not applicable/document time called]

Critical Care:
I provided [number of minutes] minutes of critical care in order to treat a potentially life-threatening illness.

Discussed patient with another provider: [yes/no]
	
CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago].
Mechanism/context of injury was: [fall/MVA/blunt trauma].
Associated symptoms include [chest pain/sob/none].
Severity of pain is described as [mild/moderate/severe].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
CARDIO:	[ROS: cardiac as per HPI]
RESP:	  	[ROS: respiratory as per HPI]
MUSC:		[ROS: musculoskeletal as per HPI]
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Head:			atraumatic
Cardiac:		[exam: cardiac]
Thorax:		               [exam: thorax]
Respiratory:		[exam: respiratory]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Oxygen saturation interpretation: [pulse ox interpretation]

Radiologic Imaging studies: 

	CXR: [CXR interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago].
Mechanism/context of injury was [fall/direct trauma].
Severity of pain is described as [mild/moderate/severe].
Associated symptoms include: [none/paresthesia’s/head injury]
The patient is [left/right] hand dominant.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever
MUSC:	                 [ROS: musculoskeletal as per HPI]
SKIN:	                  Negative for rash

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	                [exam: cardiovascular pulses/cap refill]
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		[exam: neuro]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: [radiograph interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago].
Associated symptoms include [fever/headache/cough/sore throat].
Severity of symptoms is described as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/intermittent].

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: Const, fever/weakness/malaise]
ENT:		[ROS: ENT as per HPI]
EYES:		Negative for discharge
CARDIO:	Negative for chest pain 
RESP:		[ROS: respiratory]
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:

[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			no discharge
Neck:			supple, FROM
Cardiovascular:	               regular rate and rhythm without murmur
Respiratory:		[exam: respiratory]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:
	CXR:  [CXR interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Viral upper respiratory tract infection, bronchitis, asthma, pneumonia, CHF, bronchiectasis, chronic obstructive pulmonary disease, allergies, reflux.
[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Patient last urinated [today/yesterday/several days ago].
Severity of symptoms is described as [mild/moderate/severe].
Associated symptoms include [fever/vomiting/abdominal pain].
Onset of symptoms was [sudden/gradual/intermittent].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
CARDIO:	Negative for chest pain 
RESP:		Negative for shortness of breath
GI:		[ROS: GI abd pain/n/v]
GU:		[ROS: as per HPI]
MUSC:		Negative for extremity swelling
NEURO:	               [ROS: neuro back pain, extremity weakness/paresthesia’s]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

family history:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
Genitourinary:		[exam: GU]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:

	Bladder scan: [volume/post void residual;]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Hives were first noticed [today/yesterday/several days ago].
Onset was [sudden/gradual].
Severity of symptoms is described as [mild/moderate/severe].
Possible triggers include [food/medication/environmental/unknown].
The hives are located [face/neck/chest/extremities].
Medications taken before arrival include [Benadryl/epinephrine/steroids/none].

HISTORIAN:
[Patient/Family/EMS]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills
ENT:		[ROS: ENT sore throat/diff swallowing]
EYES:		Negative for discharge
CARDIO:	Negative for chest pain 
RESP:		[ROS: respiratory sob/difficulty breathing]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
MUSC:		Negative for muscle aches
SKIN:		[ROS: skin as per HPI]
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			no discharge
Cardiovascular:	               regular rate and rhythm
Respiratory:		[exam: respiratory]
Musculoskeletal:	no edema
Skin:			[exam: skin]
Neurologic:		alert and oriented
MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Oxygen saturation interpretation: [pulse ox interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Atopic dermatitis, contact dermatitis, erythema multiforme, drug eruption, folliculitis, insect bites, psoriasis, tinea corporis, urticarial, viral exanthema.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago].
Associated symptoms include [fever/dysuria/hematuria].
Severity of symptoms is described as [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/progressive].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: Const, fever and chills]
GI:		Negative for abdominal pain, nausea, vomiting, diarrhea
GU:		[ROS: as per HPI]
MUSC:		Negative for back pain, muscle aches
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm
Respiratory:		clear to auscultation bilaterally
Back: 			[exam: cva tenderness]
Abdomen:		[exam: abdomen]
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Cystitis, nephrolithiasis, primary renal pathology, bladder/renal tumor.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.

© 2022 CD|Notes, LLC /cduti




VAGINAL BLEEDING TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago].
Severity of bleeding is described as [mild/moderate/severe].
Associated symptoms include [abdominal pain/dizziness/none].
Onset of symptoms was [sudden/gradual/intermittent].
Patient [is/is not known to be] pregnant.

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   Negative for fever, chills, weakness
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for shortness of breath
GI:		[ROS: GI]
GU:		[ROS: GU as per HPI]
MUSC:		Negative for muscle aches
SKIN:		Negative for rash
NEURO:	               Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               regular rate and rhythm
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
Pelvic:			[exam: pelvic]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]
Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 
Ultrasound: [U/S interpretation]
Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
[bookmark: _Hlk75359143]Infection {endometritis, salpingitis}, traumatic lesions of the vagina, severe vaginal infection, foreign body, cervical polyps, cervical erosion, cervicitis, submucous uterine leiomyomas, adenomyosis, endometriosis, endometrial polyps, dysfunctional uterine bleeding, malignancy, coagulopathy. 

[clinical course/assessment/plan]
_____________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.

© 2022 CD|Notes, LLC /cdvaginalbleeding
VERTIGO TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS;

The symptoms started [today/yesterday/several days ago].
Severity of symptoms is [mild/moderate/severe].
Onset of symptoms was [sudden/gradual/progressive].
Associated symptoms include [headache/nausea/vomiting/none].
Symptoms are exacerbated by [turning head/opening eyes/standing up].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fever, chills
ENT:		Negative for sore throat, nasal congestion
EYES:		[ROS: eyes vision changes/diplopia/discharge]
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI n/v/abd pain]
GU:		Negative for dysuria, hematuria
MUSC:		Negative for muscle aches, joint pain
SKIN:		Negative for rash
NEURO:  	[ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear, TM”s clear bilaterally
Eyes:			PERRL, EOMI
Cardiovascular:	              [exam: cardiovascular]
Respiratory:		clear to auscultation bilaterally
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neuro: include cerebellar testing: finger to nose, heel to
                                                   shin, hand rapid alternating movements, gait]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies: 

	CT Head: [CT interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Central vertigo: vertebrobasilar ischemia, cerebellar stroke, brainstem stroke
Peripheral vertigo: Benign positional paroxysmal vertigo, labyrinthitis, vestibular neuritis, Meniere’s disease.
Orthostatic hypotension, anemia, electrolyte abnormality, cardiac arrhythmia.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms started [today/yesterday/several days ago].
Severity of symptoms is described as [mild/moderate/severe].
Associated symptoms include [fever/headache/abdominal pain/diarrhea].
Onset of symptoms was [sudden/gradual/intermittent].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitutional fever/chills/malaise]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for conjunctivitis
CARDIO:	Negative for chest pain, palpitations 
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI as per HPI]
GU:		Negative for dysuria, hematuria
MUSC:		Negative for extremity swelling
SKIN:		Negative for rash
NEURO:	                  Negative for headache

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	[exam: ENT]
Eyes:			PERRL, anicteric
Cardiovascular:	              regular rate and rhythm, no murmur
Respiratory:		clear to auscultation bilaterally
Abdomen:		[exam: abdomen]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]
I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Laboratory studies: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
[bookmark: _Hlk75291214]Differential Diagnoses: considered, but not limited to:
Toxic/metabolic, infectious, GI process, neurologic.

[clinical course/assessment/plan]
______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Symptoms began [today/yesterday/several days ago]
Associated symptoms include [headache/vomiting/diarrhea/fever].
Context of symptoms include: [lack of sleep/new medications/work/none identified].
Onset of symptoms was [sudden/gradual/progressive]
Severity of symptoms is [mild/moderate/severe]

HISTORIAN:
[Patient/spouse/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:   [ROS: constitution: general malaise, denies fever, chills]
ENT:		Negative for sore throat, nasal congestion
EYES:		Negative for vision changes
CARDIO:	[ROS: cardiac]
RESP:		Negative for cough, shortness of breath
GI:		[ROS: GI abdominal pain/nausea/vomiting/diarrhea/melena/hematochezia]
GU:		Negative for dysuria, hematuria, frequency
MUSC:		Negative for muscle pain, joint pain
SKIN:		Negative for rash
NEURO:	               [ROS: neuro as per HPI]

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

SOCIAL HISTORY:
[SOCIAL HISTORY]

FAMILY HISTORY:
[FAMILY HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Ears/Nose/Throat:	pharynx clear
Eyes:			PERRL, EOMI
Cardiovascular:	               [exam: cardiovascular]
Respiratory:		[exam: respiratory]
Abdomen:		[exam: abdomen soft, non-tender, non-distended, no 				guard/rebound, normo-active bowel sounds]
Musculoskeletal:	no edema
Skin:			dry, no rash
Neurologic:		[exam: neurological]

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

I reviewed the following historical information: [medical records/labs/radiographs/notes/none]

Oxygen saturation interpretation: [pulse ox interpretation]

Laboratory studies: [yes/no/NA]

Radiologic Imaging studies:  [radiology interpretation]

EKG: 	[EKG interpretation: rhythm/rate/axis/ST segments]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:
Differential Diagnoses: considered, but not limited to:
Infectious, electrolyte abnormalities, anemia, cardiac etiology, neurologic etiology.

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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WOUND CHECK TEMPLATE


© 2022 CD|Notes, LLC

Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

Injury occurred [today/yesterday/several days ago].
Context of injury: [fall/trauma/laceration].
Symptoms are described as [mild/moderate/severe].
Treatment to date has included [sutures/staples/cleaning/antibiotics].
Associated symptoms include [none/fever/redness around wound/drainage/none].

HISTORIAN:
[Patient]

REVIEW OF SYSTEMS:

CONSTITUTION:    Negative for fevers
SKIN:		[ROS: skin as per HPI]
NEURO:	               Negative for numbness, tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

[IMMUNHX[

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               distal pulses intact
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

ED COURSE/ASSESSMENT/PLAN:

In evaluating the patient's wound, in conjunction with their co-morbidities, the wound was determined to be of [low/medium/high] risk for infection.

Antibiotics [were/were not] prescribed.

The patient was advised to keep the wound clean.

We reviewed the warning signs of infection such as fever, redness around the wound, pus in the wound, red streaking/lines around the wound.

The patient was advised to either return to the Emergency Department or see their Primary Care Physician immediately if there are any signs of infection.

Close follow up of all wounds is important.  Patient was advised to follow up within 72 hours, either in the Emergency Department or with their Primary Care Physician.

The patient understands the importance of close follow up.

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]


Ahmed Al-Den, M.D.
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WRIST INJURY TEMPLATE
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Note Author: Ahmed Al-Den, M.D.

	
CHIEF COMPLAINT:
[CHIEF COMPLAINT]

HISTORY OF PRESENT ILLNESS:

The injury occurred [today/yesterday/several days ago].
Mechanism/context of injury was: [fall/blunt trauma].
Severity of pain is [mild/moderate/severe].
Associated symptoms include: [none/paresthesia’s].
Patient is [left/right] hand dominant.

HISTORIAN:
[Patient/parent]

REVIEW OF SYSTEMS:

CONSTITUTION:	  Negative for fever, weakness
MUSC/SKEL:	[ROS: musculoskeletal as per HPI]
SKIN:		[ROS: skin abrasion/laceration/intact]
NEURO:	               Negative for hand numbness, tingling

PAST MEDICAL HISTORY:
[MEDICAL HISTORY]
[SURGICAL HISTORY]

MEDICATIONS:
[MEDICATIONS]
[ALLERGIES]

PHYSICAL EXAM:
[VITAL SIGNS]
	
General Appear:	[exam: general appearance alert/well appearing/toxic/non-toxic]
Cardiovascular:	               cap refill less than 2 seconds all fingers
Musculoskeletal:	[exam: musculoskeletal]
Skin:			[exam: skin]
Neurologic:		alert and oriented

MEDICAL DECISION MAKING:

Nursing notes were reviewed: [yes/no/NA]

Radiologic Imaging studies: 

	Wrist:  [x-ray interpretation]

Independently interpreted by provider: [labs/EKG/Rad/NA]

Discussed patient with another provider: [yes/no]

CLINICAL COURSE/ASSESSMENT/PLAN:

[clinical course/assessment/plan]

______________________________________________________________________
CONDITION:	[good/fair/improved/guarded/critical]
DISPOSITION:	[home/admit/transfer]
DIAGNOSIS:	[diagnosis]

Ahmed Al-Den, M.D.
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