PALLIATIVE CARE CENTER of the Bluegrass
    1401 Harrodsburg Road, Suite A270

TL Gutgsell, MD, AE Krause, MD, HX Pham, MD, H Poston, ARNP, JM Sigler, ARNP

         
   Lexington, KY 40504

INITIAL CONSULTATION

Name_________________________________________

Location______________________________________

Primary MD___________________________________

Date of Birth __________________________________

ACTIVE SYMPTOMS

1.____________________________________________

2.____________________________________________

3.____________________________________________

4.____________________________________________

5.____________________________________________

6.____________________________________________

Code Status ___________________________________

HPI________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ROS________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PMHx_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SURGICAL HX_____________________________________

____________________________________________________________________________________________________

SOCIAL HX_______________________________________

______________________________________________________________________________________________________________________________________________________

ALLERGIES/adverse drug reactions

______________________________________________________________________________________________________________________________________________________

MEDICATIONS____________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PE:      PPS=        BP=        P=        RR=        T=

General______________________________________________________________________________________________

HEENT_____________________________________________________________________________________________

Lungs_______________________________________________________________________________________________

CV_______________________________________________

Abdomen____________________________________________________________________________________________

Extremities_________________________________________

Neuro_______________________________________________________________________________________________

Other_________________________________________________________________________________________________________________________________________________

ASSESSMENT/PLAN_______________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Plans discussed with family____________________________

____________________________________________________________________________________________________

Signature______________________
Date__________

Time spent_________________________________________

PALLIATIVE CARE CENTER of the Bluegrass
      1401 Harrodsburg Road, Suite A270

TL Gutgsell, MD, AE Krause, HX Pham, MD, H Poston, ARNP, JM Sigler, ARNP

         
   Lexington, KY 40504











    
   


PROGRESS NOTE

Name____________________________________________

Location___________________________ Room # _______

Primary MD______________________________________

DOB _______________

ACTIVE SYMPTOMS

1._______________________________________________

2._______________________________________________

3._______________________________________________

4._______________________________________________

5._______________________________________________

6._______________________________________________

SUBJECTIVE

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 FORMCHECKBOX 
nausea/vomiting
 FORMCHECKBOX 
confusion
 FORMCHECKBOX 
sedation

 FORMCHECKBOX 
constipation

 FORMCHECKBOX 
pruritis

Last BM_________________________________________

MEDICATIONS

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OBJECTIVE

General__________________________________________________________________________________________HEENT__________________________________________________________________________________________Lungs___________________________________________________________________________________________CV______________________________________________Abdomen_________________________________________________________________________________________

Extremities_______________________________________

________________________________________________

Neuro___________________________________________________________________________________________Other____________________________________________________________________________________________

ASSESSMENT/PLAN

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Plans discussed with family__________________________

________________________________________________________________________________________________

Signature______________________
Date_________

Time spent________________________________________

 Phone (859) 278-4869


Answering Service (859) 335-2752


     Fax (859) 278-7690
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