Discharge date  _______________

Patient/Room #: ___________________
Ins: _________      Date:__________

Subjective:

Diagnosis:                                                                  


         PCP :                                           


· Admission Date:

· DOB/Age:

· Height:

· Weight:

· Diet:

· Allergies: _________________________

HPI:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ER:________________________________________________________________________________


___________________________________________________________________________________

T      HR       RR     BP 
     SO2
PMH:______________________________________________________________________________________________________________________________________________________________________
FH/SH:____________________________________________________________________________________________________________________________________________________________________
Immunizations: ________________

Home Meds:

	Medication
	Dose/Route
	Frequency
	Mg/Kg 
Dose/Day (max)    
	Date


	Date


	Date

	Indication

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Notes:

Objective:

	Date:
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	Chem 7
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	Blood
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Urine Cx:

Blood Cx:

Strep Cx:

CSF Cx:

Stool Cx:

Abnormalities from UA: __________________________________________________________________
RSV ___   FLU ___  Flu shot ____ dose _________  

ASSESSMENT: ________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

PLAN: _______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________







