ADMISSION Pt initials / Age / Sex: Room: MRN: Date / Time seen: | Service / Preceptor: Code:
H&P / SOAP

S — SUBJECTIVE ED / TRANSFER COURSE
CC: Pertinent labs, imaging, meds & interventions given prior to arrival. Note who called
you and why.

HPI: 0LDCARTS — Onset - Location - Duration - Character - Aggravating/Alleviating - Radiation - Timing - Severity. Include pertinent
positives AND negatives.

Source of Hx: [ patient [ Family O Chart JEMS Reliability: 0 Good

[ Limited
REVIEW OF SYSTEMS — circle + for positive, slash for negative. "All other systems reviewed and negative."
CONSTITUTIONAL PULMONARY Gl NEURO ENDO PSYCH
[ Fever / chills O Cough [ Nausea / vomiting [ Dizziness / vertigo O Polyuria / polydipsia [ Depression
[ Night sweats [ Sputum (color) [ Abdominal pain [ Weakness [ Heat / cold intol. O Anxiety
[0 Weight loss / gain [0 Hemoptysis [ Diarrhea [0 Numbness / tingling [ Hair / skin A [ Agitation
[ Fatigue [ Dyspnea / DOE [ Constipation [ Seizure O Hypoglycemia [ Hallucinations
[ Appetite A O Wheeze [ Melena / BRBPR [ Confusion HEME / ID Sl /Hl
[OSleep A [ Pleuritic pain [OJaundice [0 Speech A [ Easy bruising OTHER / PERTINENT
HEENT O Orthopnea / PND OlastBM: O Gait A/ falls [ Bleeding
[0 Headache CARDIAC GU MSK [0 Lymphadenopathy
[ Vision A O Chest pain [ Dysuria O Joint pain O Sick contacts
[ Hearing A/ tinnitus [ Palpitations [ Frequency / urgency O Swelling [0 Recent travel
[ Sore throat [ Syncope [ Hematuria O Myalgias SKIN
[ Dysphagia [0 Edema O Flank pain [ Back pain CJRash
[ Claudication [J Retention / incont. [J Recent trauma ] Wounds / ulcers
O Pruritus
PMH — controlled? dx date? complications? HOME MEDS — drug / dose / route / freq / adherence SURGICAL HX & PRIOR ADMITS
ALLERGIES + reaction SOCIAL HX FAMILY HX & ADVANCE CARE
Lives with / home: Tobacco (pk-yr): Occupation: 1° relatives: [J CAD [JCVA O DM OCA OHTN JClots
Functional status / ADLs: Alcohol / drugs: Travel / exposures / pets: Code status / MPOA / goals:
0 — VITALS O — PHYSICAL EXAM — add DDx-specific maneuvers; document what you actually did NORMAL EXAM TEMPLATE — amend, don't copy
T max / current GEN GEN: A&O x3, well-appearing, in no acute distress, seen at
bedside.
HEENT HEENT: Normocephalic, atraumatic. PERRLA, EOMI, sclerae
BP (range) anicteric. Nares patent, oropharynx clear, mucous membranes
NECK moist.
NECK: Supple, full ROM, no LAD, no thyromegaly, no JVD,
MAP RESP trachea midline.
RESP: Unlabored on room air. CTAB, no wheezes/rales/rhonchi.
HR / rhythm No accessory muscle use, symmetric chest rise.
cv CV: RRR, normal S1/52, no murmurs/rubs/gallops. No pedal
edema. Radial & DP pulses 2+ bilaterally, cap refill <2 s.
RR ABD: Soft, non-distended, non-tender. Bowel sounds active x4
quadrants. No guarding, rebound, or organomegaly.
ABD EXT: Normal tone and bulk, full ROM, no deformity, no calf
SpO2 & Oz device / FiO2 tenderness or asymmetric swelling.

NEURO: Alert & oriented x3, CN II-XII grossly intact, 5/5

strength in all extremities, sensation intact to light touch,
Pain / accu-check EXT reflexes 2+ symmetric, no focal deficit, normal gait.
SKIN: Warm, dry, intact. No rashes, lesions, erythema, or
breakdown. No pressure injuries noted.

Weight kg / IBW / BMI

NEURO PSYCH: Normal mood and affect, linear thought process,
appropriate insight and judgment. Denies SI/HI.
1/ O & urine output PERTINENT POSITIVES TO CARRY INTO A/P
SKIN / wounds
ACCESS / LINES / TUBES (note day #) PSYCH
REFLEXES MUSCLE STRENGTH
0 Absent 5 |Full ROM vs full resistance
1+ Present but sluggish 4 |vs gravity + some resistance
3 |vsgravity only
2+ Normal / expected 2 |Gravity eliminated
PULSES / EDEMA 3+ Brisker than normal 1 [Flicker, no joint motion
0 Absent 4+ Hyperactive w/ clonus 0 |No contraction
1+ |Diminished / trace edema GCS — Eye 4 spontaneous / 3 to voice / 2 to pain / 1 none - Verbal 5 oriented / 4 confused / 3 words / 2 sounds /

2+ | Normal/ mild, rebounds fast 1 none - Motor 6 obeys / 5 localizes / 4 withdraws / 3 flexion / 2 extension / 1 none

3+ |Full/ moderate, ~10-15 s
4+ |Bounding / severe, >30 s
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DATA & A/P Pt: Date: Working dx:
9
O — LABS note baseline if abnormal; circle new or critical values REFERENCE RANGES INTERPRETING THE ABNORMAL
CBC WBC 1 infection, inflammation, steroids, stress demargination; I marrow
R WBC 4.5-11 x103/uL suppression, overwhelming sepsis. Always read the differential — left shift,
Hgb Hgb M 13.5-17.5 - F 12-16 g/dL bands.
530, . —169 Hgb / Hct | acute blood loss (Hgb lags behind), hemolysis, marrow failure,
WEBC Pt Het M 41-53% - F 36-46%
oT PTT Platelets 150-400 x103/uL chronic disease. Use MCV to sort micro / normo / macrocytic.
Platelets | sepsis, DIC, HIT, liver disease, drugs, ITP; T acute-phase
Hct BMP
Na 135-145 mEq/L reactant.
_ Na is a water problem — assess volume status first. <135 - A LOC, nausea,
K 3.5-5.0 mEq/L
4] 98-107 mEq/L seizures; correct <8-10 mEq/L per 24 h. >145 - thirst, agitation, restlessness.
N | a | BUN Mg: €0 (HCOY) 22-28 mEq/L K <3.5 - weakness, ileus, U waves, arrhythmia — check Mg, you cannot
a Gl 9: BUN 7-20 mg/dL replete K without it. >5.5 - peaked T's, wide QRS, arrest.
K | o | or Lactate: Creatnne 0612 moiL COz2/ HC(t.z low = metabolic acidosis (calculate the gap) or respiratory
- - compensation.
Glucose c;&?%:ﬁm&?ggng BUN / Cr ratio >20:1 prerenal or Gl bleed; 10-15:1 intrinsic renal. Stage AKI
Ca (total 85105 ma/dL against baseline, not against "normal."
a ftota 720> Mo Ca <8.5 - Chvostek, Trousseau, tetany, T QT; >10.5 - stones, bones, groans,
M 1.7-2.4 mg/dL
9 222 Mg psychiatric overtones. Correct for albumin.
Ca TP AST LDH PTOS _ 2.5-4.5 mo/dL Mg | with alcohol use, diuretics, Gl losses - refractory hypokalemia and
& e LF:’I??:A%/:‘JI;.ATION torsades.
Phos | refeeding, DKA treatment - weakness, failure to wean; 1 in renal
POs | Al | ALT | Alkp \ AST / ALT 10-40 / 7-56 U/L failure.
Alk ph‘_’_s 40-130 UL AST / ALT hepatocellular (ALT more specific; AST:ALT >2 suggests alcohol).
Total bili 0.1-1.2 mg/dL Alk phos + bili cholestatic.
ABG / VBG: / / / / pH/pCO2/p02/HCO3/Sa0: PT /INR 11-13.55/0.8-1.2 INR 1 warfarin, liver synthetic dysfunction, DIC, vitamin K deficiency. aPTT 1
. aPTT 25-35s heparin, hemophilia, DIC.
Troy BNP Lactate Procalc ABG / MARKERS Lactate >2 hypoperfusion; >4 resuscitate and recheck.
Alc: TSH: Lipase: CRP / ESR: Alb: ggm ;53»3_57}:ng WHAT CHANGED SINCE THE LAST SET — trends, not snapshots
UA: pO2 80-100 mmHg
Sa0:2 95-100%
Urine culture: Lactate 0.5-2.2 mmol/L
BNP <100 pg/mL
Blood cultures x2 Troponin assay-specific
Resp / sputum culture:
Other (MRSA PCR, C. diff, viral panel):
OTHER LABS / PENDING
O — IMAGING & STUDIES date - your read vs prelim vs final - compare to | IV FLUIDS INSULIN
prior Tonicity Fluid Use Type Agent Onset | Peak Duration
EKG: Isotonic 0.9% NaCl (NS) | Volume resuscitation, hypovolemia, Rapid |lispro (Humalog), aspart | ~15 0.5-2.5 [3-5h
- LR - Plasma- blood loss, maintenance. NS is the (Novolog), glulisine min h
CXR: Lyte only fluid compatible with blood (Apidra)
products. Short | regular (Humulin R, ~30 2.5-5h [5-8h
cT: Hypotonic |0.45% NaCl Free-water deficit: hypernatremia, Novolin R) min
(¥2NS) - 0.33% - | DKA after initial resuscitation, Tnterm. | NPH (Humulin N, Novolin _|1-2h _|4-12h |12-18h
US / POCUS 0.225% cellular dehydration. Avoid in 1 ICP. N)
Hypertonic | 3% or 5% NaCl |Symptomatic hyponatremia, ) Tong glargine_ (Lantus), detemir | 1-4 h | no true | ~24 h
- D5NS - gerebral edema / 1 ICP. Pulls fluid (Levemir), degludec peak (degludec >42
Echo: D5%NS - D5LR - | intravascularly — watch for y
(Tresiba)
D10W overload. -
Other: Note: D5W = lsotonic in the bag but bah P " Inpatient targets: ICU 140-180 mg./dL- non-ICU pre-meal <140,
th‘; géxtroselsislsrzeotgll:oll?zede a;tgis\;mtz ;iissfiia{iiiv‘rﬁigrfgcise random <180. Basal-bolus beats sliding scale alone. Reduce or hold
- . basal if NPO. Only regular insulin is given IV.
preferred over large-volume NS to avoid hyperchloremic metabolic v red 9
acidosis.

A — ASSESSMENT one-liner you will actually say out loud

"Thisis a -year-old with a history of

Admitted for

who presents with

with exam, labs and imaging consistent with

if chronic

P — PROBLEM LIST / DDx / PLAN problems in decreasing order of severity - 2-3 differentials each - every abnormality gets commented on, even

TO-DO / FOLLOW UP

plan - monitoring parameter.

Format per problem: #Problem - 1-2 sentence assessment (what | think and why) - DDx with the can't-miss ruled in or out - diagnostic plan - treatment

QUESTIONS FOR PRECEPTOR / TEACHING POINTS

VTE ppx: Diet:

Telemetry / monitoring:

Abx (day # / de-escalate?):

Code status:

Gl ppx (indication?): Bowel regimen / mobility

IV access / fluids:

Consults:

Dispo / anticipated LOS:

ADMISSION H&P — page 2 of 2 (Objective data + A/P)
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Referen

ce values are typical adult ranges — always confirm against your lab's reported range.




DAILY
PROGRESS

Pt initia

Is / Age / Sex: Room:

Date: HD #: POD #: Abx day:

Admitted for / working dx: Code:

LSOAP

S — OVERNIGHT / INTERVAL EVENTS from night team, RN, chart

S — PATIENT REPORT

FAMILY / NURSING CONCERNS

weaned, falls, A mental status, pain crises.

Fever? Rapid response? New orders, procedures, transfusions, pressors started or

"How did the night go?" Pain - SOB : nausea - appetite & PO intake - BM / flatus -
sleep + mobility - what matters to them today.

0 — 24 h VITALS

0 — 1 & O/ WEIGHT

O — SUPPORT & DRIPS

LINES - DRAINS - TUBES (day #)

OPIVOCVC OPICC OA-line OHD cath

[ Foley ONG/OG JETT / trach [J Chest tube

[JP / drain [ Epidural (0 Wound vac [J Rectal
tube

0: device / FiOz / flow:

Tube feeds / TPN at goal?

Telemetry rhythm:

Max Min Current 24 h | Since adm | | yant mode / settings:
Temp Intake (IV + PO)
P Urine output Vt/RR / PEEP / FiO2:
MAP Other out (NG, drain, stool) P/F ratio: SBT today?
HR
Net balance RASS / CPOT / CAM-ICU:
RR N -
0; Weight today / admit / A: Sedation / analg
Pai " .
c:l(';l UOP mL/kg/hr:. (oliguria <0.5) Vasoactives & dose
Last BM: Diet: Other drips:

Ask daily: can any line, tube, or drip come out
today?

O — LABS today over yesterday — the trend is the story

O — NEW STUDIES

O — FOCUSED EXAM examine, don't chart-check

TODAY

YESTERDAY

Hgb Hgb
WBC >—'—< Plt WBC >—'—< PIt
Het Het
Na | a | BUN Na | a | BUN
Glu Glu
K | 0. | cr K | o2 | cr
Ca | TP | AST | LDH
TBili
PO4 | Alb | ALT | AlkP
INR
Mag: Lact:
PT PTT Trop: BNP:
ABG: /. /- / /. pH/pCO2/p02/HCO3/Sa02

New micro / sensitivities:.

EKG: GEN
CXR: RESP
CT/US:
Other: v
Still pendi

ABD
MED CHANGES IN LAST 24 h

EXT

NEURO

SKIN / wounds / line sites

A — ASSESSMENT

ylo , hospital day

Overnight:

, now [Jimproving [] stable [J worsening.
. The main issue today is

, admitted for would change my

P — PLAN BY PROBLEM #Pproblem - status & why - what I'm doing - what I'm watching - what

mind

FAST HUGS BID every day

[ Feeding / nutrition

ACTIVE PROBLEM LIST in order of severity

[0 Analgesia adequate

[ Sedation — target RASS

O Thromboprophylaxis

[ Head of bed 30-45°

[ Ulcer (Gl) ppx — indicated?

[ Glucose control

[0 Spontaneous breathing trial

[0 Bowel regimen

OIndwelling catheters — remove?
[0 De-escalate antibiotics

TO-DO TODAY

Dispo / barriers to discharge:

Consults — recs today:

Family / goals-of-care update:

Code status confirmed:

Preceptor initials:

DAILY PROGRESS SOAP — inpatient / acute care

Apex Clinical Group - apexclinicalgroup.com

Turn over for presentation framework, formulas & reference




ROUNDS REFERENCE

Keep this side facing out in your pocket. Values are typical adult ranges — confirm against your institution's lab and protocols before acting on them.

PRESENTING ON ROUNDS — 2-3 minutes, without reading your notes

FORMULAS WORTH KNOWING COLD

VASOACTIVES typical adult ranges — verify protocol

1. One-liner (10 s). Name / age / sex - pertinent PMH only - hospital day -
why they're here - trajectory.
"Mr. ] is a 67-year-old man with COPD and CKD stage 3, hospital day 3 for a
COPD exacerbation, who is improving."
2. Interval events (20 s). Only what changed overnight. "Nothing
happened" is a complete sentence.
3. Subjective (15 s). How the patient says they feel, in their words.
4. Objective (40 s). Vitals as ranges, not single numbers - 1/0 and net
balance - exam findings, positives and pertinent negatives - new labs as
trends - new imaging and micro.
5. Assessment (20 s). Your synthesis — what you think is going on and
why. This is the graded part.
6. Plan by problem (45 s). Numbered, severity order. Each: what I'm
doing, what I'm watching, what would change the plan.
7. Close (10 s). Dispo and barriers - code status - family updates - what
you need from the team.

HABITS THAT MAKE YOU SOUND LIKE A PROVIDER

» Commit to an assessment. "I think this is X because of Y" beats "the differential
includes..."

+ Give trends, not snapshots: "creatinine is 1.8, up from 1.4 yesterday and 1.0 at
baseline."

+ Name the can't-miss diagnosis you excluded, and how you excluded it.

« Every abnormal number gets addressed — even if the answer is "chronic, no
action."

* Bring a discharge plan from day one; say the barrier out loud.

+ Know the meds you would order: drug, dose, route, frequency, monitoring
parameter.

« If you don't know, say so and say when you'll have the answer — then deliver it.

HAVE AN ANSWER READY FOR

"Why that antibiotic?" - "What's your differential for the fever?" - "What if the

Anion gap Na — (CI + HCOs) * normal 8-12. Correct by
adding 2.5 for every 1 g/dL albumin below 4.
Delta-delta (AG — 12) + (24 — HCO:s) - <1 concurrent non-

gap acidosis - >2 concurrent metabolic
alkalosis

Winter's formula

Expected pCOz = 1.5(HCOs) + 8 + 2. Higher =
added respiratory acidosis; lower = respiratory
alkalosis.

Corrected Na

Add 1.6 mEqg/L per 100 mg/dL of glucose above
100 (use 2.4 if glucose >400)

Corrected Ca

Measured Ca + 0.8 x (4.0 — albumin)

MAP (SBP + 2 x DBP) + 3 - usual goal =65 mmHg

A-a gradient Room air at sea level: 150 — (PaCOz + 0.8) —
Pa0:z - normal = (age + 4) + 4

P/F ratio PaO:z + FiO2 - ARDS: mild 200-300 - moderate

100-200 - severe <100

CrCl (Cockcroft-
Gault)

[(140 — age) x weight kg] + (72 x SCr) - x
0.85 if female

FeNa

(Una X Pe) + (Pyg X Ug,) X 100 - <1%
prerenal - >2% ATN. Invalid on diuretics — use
FeUrea.

Serum osmolality

2(Na) + glucose/18 + BUN/2.8 - osmolar gap
>10 suggests toxic alcohol

Agent
Norepinephrine

Vasopressin

Epinephrine

Phenylephrine

Dose
Per protocol

Per protocol
Per protocol

Per protocol

Receptor / role

a > B - first line in septic
shock

Vi1 - added second,
catecholamine-sparing

a + B - anaphylaxis, refractory
shock

pure a - useful when
tachyarrhythmic

Dopamine Per protocol dose-dependent + more
arrhythmia

Dobutamine Per protocol B1 inotrope - cardiogenic shock,
may drop BP

Milrinone Per protocol inodilator - renally cleared,

accumulates

Before escalating pressors, ask: is the patient volume-
responsive? is there an untreated source? is this obstructive
(tamponade, PE, pneumothorax) or cardiogenic rather than

distributive?

SEDATION & ANALGESIA

Propofol

Per protocol - hypotension, t triglycerides,
PRIS

IBW (for tidal
volume)

M 50 + 2.3 x (inches over 60) - F 45.5 + 2.3 x
(inches over 60) - lung-protective Vt 6 mL/kg
IBW

Dexmedetomidine

Per protocol - no respiratory depression,

bradycardia

Fentanyl

Per protocol - preferred in renal failure

Free water deficit

0.6 x weight kg x [(Na + 140) — 1] - use 0.5
for women and older adults

Midazolam

Per protocol -accumulates, delirium risk

Corrected QT
(Bazett)

QT + VRR interval in seconds - prolonged >450
ms (M) / >470 ms (F)

Maintenance fluid

4 mL/kg/hr first 10 kg + 2 mL/kg/hr next 10 kg

RASS: +4 combative - +3 very agitated - +2 agitated - +1 restless
0 alert and calm - —1 drowsy - -2 light sedation - —3 moderate - —4
deep - =5 unarousable. Target 0 to —2 unless there is a specific
reason not to. Pair daily sedation interruption with a spontaneous

breathing trial.

Assess volume status first, then serum osm -
urine osm - urine Na. Hypovolemic (Gl,
diuretics) - euvolemic (SIADH, hypothyroid,
adrenal insufficiency) - hypervolemic (HF,
cirrhosis, CKD). Correct <8-10 mEq/L per 24 h
to avoid osmotic demyelination. Symptomatic
or seizing = 3% NaCl bolus.

Almost always a water problem — free water
deficit, impaired thirst or access, diabetes
insipidus, osmotic diuresis. Replace free water;
correct <10-12 mEq/L per 24 h.

Check and replete Mg first — K will not
correct without it. Gl and renal losses, insulin,

Hyponatremia

Hypernatremia

Hypokalemia

1. pH — acidemia (<7.35) or alkalemia (>7.45)?

2. Primary driver — pCO2 moving with the pH problem =
respiratory; HCOs = metabolic.
3. Compensation — appropriate (Winter's for metabolic
acidosis), or is a second process present?

4. If metabolic acidosis: calculate the anion gap, then
the delta-delta.
Gap - MUDPILES: Methanol, Uremia, DKA, Propylene
glycol, Iron / INH, Lactate, Ethylene glycol, Salicylates.
Non-gap -» HARDASS: Hyperalimentation,
Acetazolamide, RTA, Diarrhea, Ammonium chloride,
Spironolactone, Saline.

alkalosis, diuretics. EKG: flattened T's, U
waves.

Get an EKG now. Stabilize (calcium gluconate)
- shift (insulin + dextrose, albuterol, bicarb if
acidotic) - eliminate (diuretic, binder, dialysis).
Rule out a hemolyzed sample first.

Correct for albumin or check ionized. Causes:

SEPSIS

Hyperkalemia

Hypocalcemia

— THE FIRST HOUR
Infection + organ dysfunction. Lactate and blood
cultures before antibiotics - broad-spectrum antibiotics
early - IV fluids per protocol if hypotensive or lactate =4 -
reassess perfusion - norepinephrine for MAP <65 - re-
measure lactate. Then source control and de-escalate.

CKD, pancreatitis, massive transfusion

AKI STAGING (KDIGO)

(citrate), post-thyroid or parathyroid surgery, Stage Creatinine Urine output
Mg depletion. Watch the QT. 1 T.5-1.9 x baseline, or T | <0.5 mLkg/hr x 6-
Hypomagnesemia | Alcohol use, diuretics, PPIs, Gl losses, >0.3 mg/dL 12 h

refeeding. Drives refractory hypokalemia and
hypocalcemia, and torsades.

2.0-2.9 x baseline

<0.5 mL/kg/hr =212
h

Hypophosphatemia | Refeeding syndrome, DKA treatment, alcohol 3
use. Causes respiratory muscle weakness and

failure to wean.

=3.0 x baseline, =4.0
mg/dL, or RRT started

<0.3 mL/kg/hr =224
h, or anuria =12 h

Dialysis — AEIOU: Acidosis - Electrolytes - Intoxication
- Overload - Uremia.

pressure drops tonight?" - "Why is the creatinine up?" - "What's the discharge (4-2-1) + 1 mL/kg/hr each kg thereafter

plan?"

ELECTROLYTES — WHAT TO DO ACID-BASE, SEPSIS & AKI A/P CONTINUATION overflow from the front NOTES - TEACHING
Problem Think about ABG IN FOUR STEPS

DON'T GET BURNED — CHECK EVERY DAY

WRITING THE NOTE LATER — WHAT GRADERS LOOK FOR

MY ROTATION NOTES

O Antibiotics: day #, is there a stop date, can it be narrowed, did the
cultures come back?

O Renal dosing: did the creatinine change? re-dose everything renally
cleared.

J Anticoagulation: ppx vs treatment dose, held for a procedure, when
does it restart?

[JHome meds: what got held on admission and never restarted — beta
blocker, statin, inhalers, psych meds, levothyroxine?

[J Foley & central line: still indicated? the CAUTI and CLABSI clocks are
running.

[J Skin: turn schedule, heels floated, and look under the dressings and
the collar.

[ Delirium: sleep protocol, glasses and hearing aids, mobilize, review the
anticholinergics.

J Nutrition & glucose: NPO how many days? tube feeds at goal? is the
basal still right?

JPending studies: who is following up the culture, the path, the final
read?

[J Code status & goals: does the documented status still match what
the family said yesterday?

[JPain & bowels: opioids without a bowel regimen is a consult you'll
regret.

[0 Discharge: what is the single barrier, and what moved on it today?

END-OF-DAY SELF-CHECK
Did | examine every patient myself? Follow up every study | ordered? Did what
worried me this morning get resolved or handed off?

S — the patient's report in their words, plus interval history. No data here, no

exam findings here.

0 — vitals, I/0, the exam you personally performed, labs, imaging, micro.
Objective means reproducible: "2+ pitting edema to the knee," not "volume
overloaded" — that second one is assessment.

A — synthesis, not a restatement. Name the diagnosis and your reasoning,
stage or classify it where a system exists (AKI stage, CAP severity, HF class,
ARDS severity, GOLD stage), and give a differential with why you favor one.
P — organized by problem, each with diagnostics, therapeutics, monitoring,
and patient education. Include the boring ones: VTE ppx, diet, activity, dispo,
follow-up interval.

COMMON POINT-LOSERS

« An assessment that only repeats the objective data.

« Problems listed in the A but never addressed in the P.

« No differential, or a differential with no reasoning attached.

« "Continue current management" with nothing behind it.

« Abnormal labs that appear in the O and are never mentioned again.

« No pertinent negatives anywhere in the note.

« A plan with no monitoring parameter — what will you follow, and how often?
* Missing health maintenance, immunizations, or patient education.

« Copy-forward language that contradicts today's exam.

ONE-LINER BUILDER FOR THE WRITTEN NOTE

[age] [sex] with [pertinent PMH] presenting with [chief complaint + duration], found
to have [key objective findings], consistent with [diagnosis], likely secondary to
[etiology], complicated by [comorbid issues], now [trajectory] on [current therapy].

CITATION / EVIDENCE TO LOOK UP FOR THIS CASE

Preceptor preferences, unit protocols, where things live,
phone numbers, logins.

ROUNDS REFERENCE — back of daily progress sheet

Apex Clinical Group - apexclinicalgroup.com

Clinical reference for study and documentation practice. Verify all dosing and values against current institutional protocol before patient care.




