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                             Name 
 

MRN # 
 

Visit # 
 

Sex/DOB 
 

Admit Date 

 
           Chief Complaint:_________________________________________________________________________________________ 

Pain     Non-pain symptoms     Plan of care     Transition planning 
 
Current Symptoms: (0-none, 1-mild, 2-moderate, 3-severe; If moderate to severe, describe.) 
Source: Patient, Family, Team (circle all that apply) 
Depression (    ) Anorexia (    )             Inactivity (    )           Dyspnea (    )              Anxiety (    ) 

Nausea (    )       Drowsiness (    )    Constipation (    )        Agitation (    )               Physical Discomfort (    ) 

Dementia    Yes   No      Delirium   Yes   No      Coma   Yes   No   

Pain severity: (0-10 scale) ______    Karnofsky ________% 
 
HPI: (location, quality, duration, timing, context, modifying factors, severity, assoc. signs/sx) 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Assessment/Recommendations: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Past History: unchanged from _______ Family History: unchanged from ________ Social History: unchanged from ________  
                                                    Date                                                                          Date                                                                     Date 
 
Note any changes:____________________________________________________________________________________ 
 
Current Medications: 
_______________________________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Review of Systems and Symptom Assessment: 

System Neg. System Neg. System Neg. System Neg. System Neg. 
Constitutional  Cardiovascular  GU  Neurologic  All/Imm  
ENMT  Respiratory  Hem/Lymph  Psychiatric  Skin  
Eyes  GI  Musculoskeletal  Endocrine    

 All other systems negative 
  Review of systems unobtainable (patient unable to communicate because of disease severity/cognitive impairment). 

Abnormalities/Describe symptoms: 
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Physical Exam:   BP _________      Pulse_________  RR _________     Temp _________       O2sat ________ 
 

 nl  nl  nl  nl 
Constitutional  Respiratory  GU  Skin/integumentary  
ENMT  Cardiac  Musculoskeletal   Neurological  
Eyes  GI/Abdomen  Hem/Lymph  Psychiatric  
Abnormalities: 
 
 
 

Laboratory and Other Data Review: 
 
 
 
 
 
 
 
 
Purpose of the Counseling Session: Goals of Care    Transition Planning    Other, Specify________________________ 

Counseling Session Participants: __________________________________________________________________ 
Location: Patient’s room     Nursing unit conference room       Other, specify ____________________________________ 
Summary of Patient/Family Counseling Session: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Fellow/Resident _____________________________________________________________________________/__________ 
                                             Print Name                             Signature                                              Dictation Code                                         Date             Time ( AM/ PM ) 

Attending/NP Documentation (List description of any counseling/ care coordination discussions): 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Transition Planning discussed  __________________________________________________________________ 
Goals of Care addressed  __________________________________________________________________ 
Spiritual support offered   __________________________________________________________________ 
 
Total Attending/NP time:                     _______ minutes 

   Greater than fifty percent of time during encounter was spent on counseling and/ or care coordination as documented above 
 
Prolonged time spent in face-to-face patient contact:     _______ minutes 
Prolonged time codes must be listed separately in addition to original E&M code billed 
 
Attending/ NP _____________________________________________________________________________/__________ 
                                           Print Name                             Signature                                              Dictation Code                                         Date             Time ( AM/ PM )


