
Date: __________________________                                   Blue Star Family Medicine  
Time In ________________________                                    Telehealth Audio-Visual  
Time Out_______________________                                    Visit lasting >25 minutes                         
                                                                                      Patient care, collaboration staff 
Facility: ________________________                                    Nursing and pharmacy 
     
Patient Name:_____________________________________Date of Birth______________ 

Dx 1__________Dx 2__________Dx 3__________Dx 4__________ ID__________        □Superbill Done 

PCP: Angela Grimaldo MS APRN  FNP                                                ▢ Nurse Present 
Dr. Patel                     ▢ Doctor Notified                                                ▢ Staff Present 
                                                                                                               ▢ Family Present 
Vital Signs:  ▢ No Vital Signs Available 
Temperature: _________      Pulse: _______Respirations:________Blood Pressure:_________ 
Oxygen Saturation:____________ 
▢ Medication Changes _________________________________________________________ 
____________________________________________________________________________ 
Chief Complaint:  ▢ No Chief Complaint ▢ Pt has intellectual and/or physical disabilities and is 
of the most vulnerable population, due to COVID pt visits continue to be in the home setting, 
and/or home visits not allowed by the State of Texas at this time 
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
                  ▢Routine Follow Up: _______________       ▢ Acute Visit: _______________         
Subjective:  Review of System:   ▢ Normal Review of System      ▢ Abnormal 
▢ Heart  ▢ Chest ▢ Abdomen ▢ HEENT ▢ MS  ▢ Sleeping ▢ Mood ▢ Skin 
▢ BM Q1-3 Days: ________▢ GU: ▢ Incontinence  ▢Adult Briefs   
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
Objective:   ▢ Normal as done by Nurse ▢ Normal by Observation ▢ Abnormal 
▢ AAOX: ____ ▢ Intellectual disabilities ▢ HEENT  ▢ HRRR  ▢ BBS CTA  ▢ Skin 
▢ BS x 4 ▢ Hypoactive ▢ Active ▢ Hyperactive ▢ GU: ▢ Continent ▢ Incontinent 
▢ MS: ▢ Full ROM  ▢ Limited ROM  ▢ Bed Bound   
Adaptive Equipment:  ▢ Walker ▢ Wheelchair ▢ Other_____________ 
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
Assessment:  ▢ Reviewed Meds/Labs/Dx as available  
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
Plan:   ▢ Continue Current Medication and Plans 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
Medications: _________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
 
RTC Plans: ▢ Routine care ▢ Q 3m ▢ Q 6m  ▢ In Clinic APE when able         Medication Called In ▢ 
▢ _____________________________________________                               Nurse Notified ▢                                                                                                       
 
Signature: ______________________________MS APRN FNP 


