MICHIGAN STATE UNIVERSITY

INTERNAL MEDICINE

INPATIENT
Progress Note

’Date ITime ‘

CC/ Reason for follow-up visit:

Interval Hlstory (Hospital day No. ): (Including events since last visit)

BILLING ATTENDING'S NOTES (if not primary scribe)
Chief Complaint:

History:

Or D 3 chronic conditions addressed (see Assessment & Plan)

Review of Systems;(Required to have 1 finding from: 1system
for fevel 2 & from 2 systems for level 3 visit)

[INo dyspnea [_] No headache
[ No cough

] No chest pain
["] No abdomina/ pain

Past Medical, Family and Social histories reviewed as
documented previously (for level 3)D In addition:

VS = |Temperature |Heartrate  |Respiration Blood pressure | Pulse oximetry Intake/ output Weight Examination: (Guidiines:2 findings each from
' [C] I have examined the patient - ; Sysiem f(;’ /el‘/e’ /15
0, - J systems for feve;
- - /°_ on - D énd ag{ee as dzcumented - 6 systems for leve! 3 visit)
» [ JFoley catheter /[_] Nasogastric or feeding tube/ [_|Central line: [CIDrains: orrections made
Examination:General: WV fluids: Key findings are:
No significant distress (CINo significant distress
HEENT/ Mouth: [ Neck supple [ Moist mucosa ] Neck supple
[CINo pharyngeal erythema ] Moist mucosa
Respiratory: [CINo respiratory distress ] No respiratory distress
[JLungs clear to auscultation (] Lungs clear to auscuitation
Cardiovascular:CINo Murmurs, rubs or gallops CINo Murmurs, rubs or galiops
[CINo edema [CINo edema
Gastrointestinal:[J Abdomen non-tender [CINormal bowel sounds [ Abdomen non-tender
[1 No hepatosplenomegaly [ No hepatosplenomegaly
Musculoskeletal:COno Jjoint tenderness [ No joint tenderness
[1No muscle tenderness [ No muscle tendemess
Neurological: I cn 3to 12 symmetricClAlert; Oriented to person, place & time I e 3to 12 symmetric
[] Sensations normal [ Alert; Oriented times 3
Skin: CINormal skin turgor CNormal skin turgor
[CINo new rashes [_INo new rashes
Medical o N CIWill obtain old records
. Finger-stick Differential: OIThe data | reviewed includes that
Data: Blood sugars: - as documented on this form, and:
Ani . ) chior [Jother lab results [Jconsultant notes
nlon gap: Potssol o P O radiology reports Clradiology images
° [ prior ECGs [JECG tracing
Mev: [J Additional history obtained from:

[ patient’s family/attendants
[INursing staff
[IDiscussed case with:

Initials: _ Continued on next page

Attending’s initials:



Assessment & Plan

Internal Medicine Progress Note
Continued: Page 2 of 2

(Dec{s_ion-makinﬁ complexity degends upon amount of data reviewed, risks of
conditions and therapies & humber of diagnostic and therapeutic options).

® For follow-up notes 2 out of the 3 components (history, exam, decision
»_making) should meet the biiled fevel.

BILLING ATTENDING'S NOTES (if not primary scribe)
Assessment & Plan:

|:| | spent minutes in counseling and/or minutes in
coordination of care (as documented below), which comprised
more than half of the time | spent in the care of this patient with
total floor/unit time spent being minutes.
(If billing by time spent the total time required is:
25 minutes = level 2; 35 minutes = level 3)

1 have interviewed & examined the patient & reviewed
pertinent medical data and imaging studies. Refer to

the [Jstudent's / [Jresident’s / [_]PA’s note for details of
clinical findings and assessment & plan with which | agree
( [ with corrections and/or additions as noted above)

[] Please see the additional dictated note for further details
[[] Continued on next progress note sheet

Attending’s signature:

Stamp or :
Signature: Date: Time: print ﬁame: Date
Stamp/ print name: Time:

D(continued on next progress note sheet)
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