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 Clinical Care Summary

  



COPD
Send to Dr._________________________________

Most Responsible Diagnosis_______________________
        (Responsible for the greatest portion of the patients stay in hospital)
      

Admission date:______/______/______  Discharge Date:________/________/_______ Discharge/ Transferred to:______________________
             
 yyyy     mm         dd          

 yyyy     mm            dd


 Co-Morbidities           (Present on Admission)



         Complications (Condition that arose after admission)
__________________________      ______________________________________     _________________________________

__________________________       _____________________________________      _________________________________



Medications: ( oral/inhaled /other) Observed correct use of Inhaler  Yes       Not Observed      Technique problems in follow-up

___________________________   ______________________________________     ________________________________

___________________________
______________________________________     ________________________________

___________________________
______________________________________     ________________________________


Smoking status: Current Smoker     Ex-smoker        Non-smoker
   Smoking Cessation Discussed 
Should  be reinforced

Measures of Pulmonary Impairment: (best) FEV1(actual) ______ (%pred)______FEV1/FVC_____% (Date) _____/_____/____

                 










                yyyy        mm          dd

 ABGs(FIO2)_____Date______/_____/____: pH___.____ PCO2____PO2 ____ Admit Sao2(RA)______Disharge SaO2 (RA)______                   

         

             yyyy    mm        dd


 Intubation discussed  Yes     No       Outcome ____________________CPR discussed: Yes     No      Outcome__________________ 

Pulmonary Rehab program discussed Yes      No         Outcome :_____________________________________________
Clinical Course: _______________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________
Follow Up Recommendations:     Pt at  risk for re-admission  (     Consult Case Manager (     Phone473 - ________
______________________________________________________________________________________________​​​​​​​​__________

________________________________________________________________________________________________________ 

Exercise __________________________________________         Nutrition  __________________________________________

Family Doctor within__________    Clinic________________      Specialist   _________________ 
Spirometry within _____________ Chest  X-Ray (if indicated)  (in)___________week(s)    HCNS consulted ( ________________

Vaccinations: Pneumococcal       Administered   (yyyy/mm) ________/__     Recommend  _____________________________________


          Infleuenza             Administered    (    Recommend      Admin within(yyyy/mm) ________/__            
Physicians Signature:_____________________ Print Name :________________________________    Date:( yyyy mm  dd )____/_______/_____

 









                          

Typed report to follow  Y     N      Dictated _____/______/____ by _____________________________    Date ______/______/______



                                            yyyy    mm       dd




          yyyy         mm      dd
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