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Date:	
  	
  _____	
  /______	
  /	
  ______	
  	
  	
  	
  Time:	
  	
  ________________	
  	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

Weaning	
  
assessed	
  

HD	
  of	
  bed	
  
elevated>300	
  

Opportunity	
  
given	
  to	
  follow	
  
commands	
  

GI	
  prophylaxis	
  

___________________	
  
	
  
DVT	
  prophylaxis	
  

___________________	
  

PT.

MR.#/RM.

DR.180
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RETAIN FOLEY FOR:      BEDREST   _____________STRICT I&Os



	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  McLaren Flint 
Flint, Michigan 

PULMONARY/CRITICAL CARE PROGRESS NOTE 
INTENSIVE CARE UNIT 

	
  

Resident	
  Assessment	
  and	
  Plan:	
  	
  

o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
	
  

	
  	
  	
  	
  I	
  saw	
  and	
  evaluated	
  the	
  patient.	
  I	
  agree	
  with	
  the	
  findings	
  and	
  the	
  plan	
  of	
  care	
  as	
  documented	
  in	
  the	
  resident’s	
  notes.	
  	
  

Attending	
  Assessment	
  and	
  Plan:	
  

o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
o ___________________________________________________________________________________________________________________________	
  
	
  

	
  

Resident/Senior	
  Resident	
  Signature	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Pulmonary/Critical	
  Care	
  Attending	
  Signature	
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PT.

MR.#/RM.

DR.

Dateime_____________________ ________________________TDateime_____________________ ________________________T




