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PROGRESS NOTES * INPATIENT RENAL CARE NOTE





	Admit Date:

Admit Wt/Ht:                                     Referring MD:


Attending MD:

	Date:




Time:



 
	Attending Only

	
	Init.
	Comments/Revision

	ID:








 









 
                 

Interval History













































	
	

	ROS:
Y   N
Y   N


Y   N


Y   N
Abd pain
(  (       Diarrhea
(  (
Hematuria
(  (
Rash/Itching
(  (
Anxiety
(  (       Dysuria
(  ( 
Hypertension
(  (
Rhinorrhea
(  (
Bruising 
(  (       Edema
(  ( 
Joint pain

(  (
Short of breath
(  (
Constipation
(  (       Fever/chills
(  (      
Joint swelling
(  ( 
Visual changes
(  (
Cough
(  (       Headaches
(  (      
Muscle cramp
(  ( 
Vomiting

(  (
Depression
(  (       Heartburn
(  (  
Nausea/retching
(  ( 
Wheezing
(  (
	
	

	PE: Tm
          Tc            HR 

RR 

O2sat​​________________

BP range


              BP current___________________________
Today’s Wt ______________Yesterday’s Wt
      24-hr Bal: +/- _____________ 

I: Total Input 

                                                                
                


Feeds


                                                         
(           kcal/kg/d)                                                   
IVF 




                                            
  

O: Total Output __________________________    UOP______ ml/kg/hr  Hematuria  Y/N    
BM x_________ BM consistency_________   Other__________________________
General 


                                                                                                    


HEENT_________________________________________________________________
CV

                                                                                                      

Resp



                                                                             
  
Abd



                                                                          

Ext/Musculoskeletal
                                                  

               


Neuro/Other                                                                             

               

                                                       Ca                  Bili                  
                                                                          AST         ALT         
                                                        Mg     P              AP                    

                                                        Cultures:

	
	

	Dialysis: D% ____  Ca (Low/Reg)  Mg (Low/Reg)  #Cycles ____   Fill vol ___  Last Fill vol ____  Fill ____  Dwell ____  Drain ____  UF____
Dialysis Problems in last 24 hours:


Resident Signature


MD  Date/Time





Pager #



Attending Signature


MD  Attending Initials________Date/Time

Pager #
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	Assessment/Plan

FEN/GI 








CV










Resp









Hematology/I.D.





               

Renal









Rheum



















Neuro









Social/Discharge Planning















Resident Signature____________________
Date/Time____________________
	MEDICATIONS
FEN/GI




















CV










Resp















Hematology/I.D.




              
                             

Renal















Rheum










Neuro






Social







               

Pager#____________________________




	Teaching Physician Only

Section I. Choose one statement: 


 I was present and directly participated during the history and physical exam with __________ (resident/fellow).


 I performed a separate history and physical examination of the patient without the resident/fellow.

Section II. Choose one statement:


 I reviewed the resident/fellow’s note dated __/__/__ and agree with the documented findings, assessment, and plan.


 I reviewed the resident/fellow’s note dated __/__/__ and agree with the documented findings, assessment, and plan, with the exception of the items documented below:

Total visit time ___ minutes. I spent ___ minutes counseling the family. Issues discussed: 

Teaching Physician Signature__________________________Date/Time__________________ Pager # _________________
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