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1. | chief complaints (C.C.)
“Source of history” + reliability 11 12 [03 [14 [J5
S AU B Y [E Rl (symptom, problem, condition,diagnosis, e OJ7 08 [J9 [O10

etc.)+duration

2. Present illness

E%E C.C.HYE L (B & OPQRST: Onset of the event; Provocationor | []J1 [J2 [13 [J4 [15
palliation; Quality of the “pain”; Region and radiation; Severity; e 7 08 LJ9 [LJ10

Time.), & major “negative” for DDx

3. | Personal, past and travel history

Smoking/alcohol/substance abuse/sexual activity LJ1 [J2z 03 [J4 [5
Past medical/surgical history/current medications b6 7 08 09 LJ10
Travel Ocuppation Contact Cluster
4. | Allergy (J1 [J2 [J3 [J4 [J5
Drug/food allergies; NKA to drug or food be 07 D8 J9 LI10
5. | Family history J1 [J2 [J3 [J4 1[5
Major diseases/family pedigree be 7 8 LJ9 [LJ10
6. | Social and psychosocial 1 02 O3 [J4 [Jb
RAH RS ? AR ERE e
7. | Review of systems 01 D2 O3 [OJ4 [O5
(+) f0_E description D6 o7 D8 D9 D10
8. | Physical examination (J1 [J2 [J3 [14 [15
Focus on C.C. related, past history related.. be D7 D8 L9 1o
9. | Laboratory and diagnostic studies J1 [J2 [J3 [J4 1[5
With/without data/results interpretation/%’ iy 4& % g &l be D7 D8 L9 1o

10. | Assessment and plan

1 2 O3 [J4 5

Assessment include problem/impression/diagnosis and DDx 06 C7 08 09 10
Plans include at least Diagnostic/Therapeutic/Educational
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