Patient:

INTERVAL HISTORY

I npatient Progress Visit

Location:

Feeling better / worse / same

Overnight events

Pain Nausea/ vomiting

PO intake Bowel movements

Voiding Mobility

Sleep New symptoms

ACTIVE ISSUES

Pain scores Sedation and respiratory rate
Bowel function Analgesic doses

Daily temperature

Antibiotic day count from first
negative culture

Repeat culture clearance

Creatinine and drug levels

Blood pressure trend

Creatinine and potassium after ACE

inhibitor, ARB or diuretic changes

Orthostatic vitals when adjusting
medications

Holding parameters

Daily creatinine and electrolytes

Strict ins and outs

Daily weight Bladder scan residuals
EXAM
T HR RR Sp0O2 02




GENERAL

O General appearance

O Level of distress

O Orientation

O Gecs

VITALS

[ Weight

O BmI

[ BP both arms

HEENT

[ Ora mucosa

O Dentition

O Oral thrush

[ Fundoscopy
RESPIRATORY

O Chest auscultation / percussion / WOB
CARDIOVASCULAR

O Heart sounds / murmurs / rubs
[ Peripheral pulses

[ Edema (grade, level)

CARDIOVASCULAR (cont.)
OJp

O Peripheral stigmata (splinters, Janeway, Roth)
O Bruits (renal, femoral, subclavian)
ABDOMEN

[J Abdominal tenderness/ bowel sounds
[ Bladder distension

O Suprapubic tenderness
MUSCULOSKELETAL

O Spinal tenderness

[J Bone tenderness

[0 Muscle tenderness

O Compartments

NEUROLOGICAL

[ Cranial nerves

[ Power

[ Tone

[ Reflexes

[J Sensation

O Coordination

NEUROLOGICAL (cont.)

[ Speech

[ Swallow

O Tremor

O Asterixis

O Myoclonus

SKIN

O Skin inspection

[ Ulcer (site, depth, probe-to-bone)
[ Wound

O Lines

1V sites

[ Devices

O Rash (distribution, morphology)
MENTAL STATUS

O Mood

[ Affect

O Thought

O Attention

[ Cognition screen

NOTES




