Clerkship: Write-Up

Format 

Note: The key elements of the write-up that your attending will look at first are in *bold and italicized print. You are advised the spend most of your time developing this material.

 

CHIEF COMPLAINT
Age

Sex

Presenting Symptoms

Duration

Limited to Chief Complaint
SOURCE (reliability)
· *HISTORY OF PRESENT ILLNESS (written in a crisp, concise manner). A chronological story of the illness felt to be responsible for the chief complaint.
· Patient was in usual state of health until _______
· What the patient was doing at the time of onset? (i.e., the precipitating event)
· Description of the problem – Qualitative and Quantitative (qualitative, e.g., retrosternal chest pressure; and quantitative, e.g., 10 lb weight loss, chest pressure lasted 10 minutes)
· Associated symptoms (e.g., for chest pain, nausea, vomiting, palpitations, SOB, light-headedness, diaphoresis and radiation of pain (if relevant))
· What did the patient do when the problem developed?
· What made the problem better (ameliorating features) and worse (exacerbating features)? Effect of treatment?
· Is this the first time this problem occurred? If not, when did it first start, has the frequency and severity been increasing or decreasing (e.g., angina has been increasing from one episode a week to three per week over the past month and the pain has both increased in intensity and duration, initially 5 minutes now 30 minutes). Has the patient been treated for this problem and if so, how? If medically, is the patient compliant (including diet).
· What has been the natural history of the problem (i.e., the progression) up to the time of admission?
· Include pertinent past medical history and review of symptoms.
CURRENT MEDICATIONS
ALLERGIES – describe (e.g., rash)
PAST MEDICAL HISTORY
· Prior General Health

· Previous illness – along with appropriate negative or absent illnesses (e.g., Sickle Cell Disease in African American or Mediterranean individuals)

· Hospitalizations, operation, follow-up

· Injuries

· Immunizations
FAMILY HISTORY – FAMILY TREE
· Ages, serious illness, cause of death

· Common categories of illness (e.g., cancer, cardiovascular disease, diabetes mellitus)
SOCIAL HISTORY (concise outline form)

· Birth date and place

· Education

· Living quarters

· Occupational history - Current employment status, previous jobs, spouse’s job

· Personal relationships, marital status, family situation

· Life style/habits (ETOH, tobacco, drugs)

· Adjustments of present illness (ADL, financial)
REVIEW OF SYSTEMS (do not repeat items covered in other sections)

· General/systems or constitutional symptoms (weight change)

· Skin

· Hair

· Eyes

· Ears

· Nose

· Mouth

· Neck

· Respiratory

· Breast

· Cardiovascular

· Gastrointestinal

· Endocrine

· Musculoskeletal

· Blood, lymphatic

· Neurological / mental status

· Psychological

· Genitourinary

· Obstetrical and Gynecological
PHYSICAL EXAMINATION
· General appearance statement

· Vital signs (including orthostatics and BP determination in both arms as appropriate

· Skin texture, turgor , rash

· Lymph nodes

· auricular, occipital, cervical, epitrochlear, axillary, femoral/inguinal

· HEENT (Head, Eyes (including funduscopy), Ears, Nose (including turbinates), Throat (including oral/sublingual lesions / dentitions)

· Neck – range of motion, thyroid, JVP

· Chest – shape, Cor (PMI along with heart sounds), Lungs, Breasts

· Vascular – temporal carotid, brachial, radical, femoral, popliteal, dorsalis, pedis, posterior, tibialis, presence of bruits

· Abdomen – including hepar size, masses, bruits, distension, guarding, bowel sounds

· Back – including kyphosis/scoliosis, vertebral body tenderness, CVAT

· GU – rectal, male and female external and internal examinations

· Extremities – cyanosis, clubbing, edema

· Neurological – Mini mental status exam, Cranial nerves specifically delineated, Motor (tone and strength), Coordination, Sensory (including cortical sensation (graph esthesia and stereognosis)), DTRs (including frontal release signs, Romberg) Gait
LABORATORY DATA
· Complete

· Accurate

· Organized
*PROBLEM LIST
· The first problem listed should be the problem that has resulted in the patient being admitted to the hospital. This problem should be followed by an assessment(s) that lists and discusses the most likely diagnosis (explanations) for this problem in this particular patient. The resultant discussion should show how you have integrated clinical information * from the patient into your understanding of what is causing the problem. The discussion should include a management plan that has plans for further diagnostic study, treatment and patient education.
· Judgment should be used in the degree of detail provided about other active problems.
· The detail should be appropriate to the importance of the problem in the admission of the patient to the hospital.
· A complete problem list should be generated. The status of chronic and/or inactive problems should be stated as well as any plans necessary at the present time (for example, cataracts B lens implanted 9/96, vision ok).
· Clinical Information B
1 The history you have obtained from the patient (family, friends, etc.)
2 Your physical examination of the patient
3 The laboratory studies available to you
4 Information from your reading
