BRI

Allergy Clinical Documentation
Visit Form

4PB4657509-620 Attending: o
Referring: AR
First Name Last Name
Date: BP: Right /  Left
Lying / /
: Temp: ____°C /°F | siting / / :
Time: Oral Standing / / Peak Flow 1: Peak Flow 2:
, . L/min L/min
Cuff Size:  Small, Reg, L , Thigh
Age: Pulse: Resp Rate: HESIZE ma °6, LATge '8 . Peak Flow 3:
Weight: Height:
e Ib inches | Tmin
02 Sat % Room air/ LO2 Rx: Refill needed: Y /N

Resting / ambulating

Pain Assessment:
o 1 2 3 4 5 6 7 & 9
{Lowest) (Highest)

10

Reason for visit per patient:

Clinical Staff Signature:

Clinical Staff Printed Name:

Title:

Documentation; ©«iorii ok

Medications and
Allergies:
See Med List

RN/MA ONLY:

Procedures
[ Skin Test (prick)

L] Attergy Shotx

L] Nebulizer

O] Spirometry
Ll Spirometry Post

[] Challenge 120 min

(] Challenge 60x___
[ Desensitize/Rush
[} Skin Test ID
[] 8kin Test IDV
Clinical Care Time (Min): [ Xolairx __
Indirect Time (Non face to face) but' while Total Total
paltient is present in dept. Must require Minutes Initials Direct Time (Face to face) Minutes Initials
skills of the clinician (RN, PCT, CMA}
Retrieval of lab/ test results pertinent to visit Vital signs/ height/ weight 5

Retrieval of prior consults, notes, etc

Ambulatory health profile summary

Arranging for admission or transport Assessment (RN, NP)
Review of prior medical record Specimen retrieval
Documentation of patient care Family support

Patient education/ counseling

Review of Patient Medication Reconciliation

Patient monitoring (direct & not requiring equipment)

list

Patient transport that requires skill of clinician

Wound cleansing and dressing changes

Administration of meds, topical meds

Routine Venipuncture

Coordination of care and discharge planning by
clinician

Chaperone

Total Clinical Care Time (recorded in minutes)

Date Time Initials Printed Name:

Signature:

12/13/12 RLC
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48084657309-626

BATIENT LABEL HERE

D Continuation Sheet




