
Nurse's Note/Triage

Date:

Name: D.O.B.

Age: T: P: R: BP:

Allergies: H: W: LMP: F/RBS:

Current Medications:

Chief Complaint:

Medication Administration
PPD Check
Urine Dip
Blood Test/ Refill Rx
Pregnancy Test Result: EDC: GA:

Nurse's Note/Plan:

Nurse's\ Medical Assistant signature:
Physician Note:

Reviewing physician signature:

Follow up:


