JCHC Clinics
Clinic Note
Patient Name____________________________________________________  B.D.________________Date_____________
Chief Complaint________________________________________________________________________________________
Vitals:  BP_______________   P______________   R_______________   T_______________   WT____________ HT________
Nurse Initials____________
Current Meds: ________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________                  
Pharmacy:                                             			ALLERGIES: _____________________________________________                                          
__________ Provider reviewed meds/allergies		_______________________________________________________
__________Provider Reviewed Vitals/Chief Complaint
HPI:_________________________________________________________________________________________________
[bookmark: _GoBack]PFSH Review: _________________________________________________________________________________________
System Review: (check mark-normal Hx for age)
_______Const.			_______ GI
_______Eyes			_______ GU
_______Ears, nose, mouth, throat	_______ Musculo
_______Card/vasc			_______ Endo
_______Skin			_______ Neuro
_______Resp			_______ Psych
_______All/Immun			_______ OB/Gyn
_______Hem/lymph
General Appearance:___________________
(check mark = examined with normal limits/response for age)
SYSTEMS							Comments for abnormals
HEENT
_________ Lids
_________ Pupils/sclera/cornea
_________ Opth Exam
_________ Nose/Nares
_________ TM/EAC
_________ Hearing/speech ability
_________ Oral Cavity/Pharynx
NECK
_________ Neck
_________ Thyroid
_________ Carotid arteries auscultation/pulse
_________ Lymph Nodes
CHEST
_________ Respiratory Effort
_________ Auscultation Lungs
_________ Auscultation Heart
ABDOMEN
_________ abdomen
_________ liver/spleen
_________ hernia
RECTUM
_________ rectum/anus
_________ stool guaiac
~ CONTINUED ON BACK SIDE ~
SYSTEMS							Comments for abnormals
FEMALE
_________ breasts (I and P)
_________ lymph axillae
_________ external genitalia
_________ vagina
_________ urethra/bladder
_________ cervix
_________ uterus
_________ adnexa/tubes

MALE
_________ scrotum/testes and structures
_________ penis
_________ prostate

SKIN
_________ benign lesions/nevi
_________ turgor
_________ scars

EXTREMITIES
_________ digits/nails
_________ edema
_________ pulses-pedal/femoral

ORTHO
_________ spine
_________ extremities
_________ limitations per ROM/stability/strength

NEURO
_________ CN 2-12
_________ DTR
_________ sensation per touch/pressure
_________ orientation
_________ mood/affect


ASSESSMENT:  (1)___________________________________________ (2)__________________________________________________
                           (3)___________________________________________ (4)__________________________________________________
PLAN:_________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
PROCEDURE PERFORMED: ______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

PROVIDER’S SIGNATURE:________________________________________________________________________
