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Unit – Branch                                                                   
Subject’s Primary Physician

Subject’s Hospital Number 

INSTRUCTIONS: Please enter the letter Y = present, or OK; N = not present, or inadequate; X = not applicable

	I.
General
	
	V.
Disposition:
	

	
A.
Note legible
	
	A.
Treatment strategy adequate (Not necessary when treatment is not offered)
	

	
B.
Date of visit
	
	
B.
Follow-up arrangements
	

	
C.
Signature
	
	
C.
Alternative modes of therapy considered (within constraints of protocol)
	

	
D.
Professional degree
	
	VI.
Patient/Parent Education:
	

	
E.
Clinic identified
	
	
A.
About their illness
	

	
F.
Protocol consent signed
	
	
B.
Ancillary tests/procedures
	

	II.
Relevant History Includes:
	
	
C.
Treatment plan
	

	
A.
Chief complaint/purpose of visit
	
	VII.
Follow-up Notes Include:
	

	
B.
Present illness
	
	
A.
Interval history
	

	
C.
Assessment of dangerousness to self or other-current & past
	
	
B.
New problem(s) or complication(s)
	

	
D.
Past medical history
	
	
C.
Results of treatment
	

	
E.
Medical/allergy history
	
	
D.
Transition summary
	

	
F.
Review of systems
	
	VIII.
X-ray and Lab:
	

	
G.
Relevant past social and family history
	
	
A.
Adequate implementation (performed in a timely manner and appropriately)
	

	III.
Physical Exam (May not be necessary for subjects involved in non-invasive protocols:
	
	
B.
Adequate review and interpretation
	

	IV.
Diagnostic Impression:
	
	IX.
Consultation:
	

	
A.
Assessment of problem
	
	
A.
Obtained and appropriately documented 
	

	
B.
Logical development
	
	
B.
Was indicated, but not obtained
	

	
C.
Statement of evaluation plan
	
	
	


COMMENTS:

CONCLUSION BY REVIEWER:
Reviewer Signature:






 Date:




