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 SOAP Notes Template

  A. SUBJECTIVE:
      I. Chief complaint/s: abdominal pain
      
      II. History of the Present Illness: M.L is a 57 year old Hispanic female who presents to the clinic with complaints of abdominal pain.  Patient states that the pain started 3 days ago in her epigastric area. On a numeric pain scale patient verbalized pain 7/10. She verbalized the pain as feeling a sharp knife stabbing pain in abdomen that radiates to her back. She has episodes of nausea and vomiting but denies diarrhea and constipation. Patients last bowl movement was last night, states it looked brown colored, moderate size, and normal consistency. Patient has normal urine color and no obvious jaundice. Laying in a fetal position soothes the pain. Laying supine worsens the pain in addition to eating food or drinking liquids. Patient has pancreatitis as medical history and is not taking any daily medications.

      III. Past History
	a. Medical History: Pancreatitis in 2018
           a). Surgical History: n.a  
           b). Acute care stay n.a 
           c). Gynecological Hx: N/A
      IV. Family History
	a. Significant Family History – obtained and found not to relate to the patient’s present condition
      V. Social History
           a). married 
           b). sexual history – patient is sexually active with spouse
           c).  occupation- retired
	e. Smoking and alcohol consumption history- denies smoking and admits to drinking 3 beers daily 
      VI. Allergies:
            NKDA
       VII. Medication History/Review: 
			No medication use 
      VIII.  Review of Systems:
 
       1. Constitutional:  Patient denies activity change; appetite change; chills; diaphoresis; fatigue;  fever; unexpected weight change;
       2. HENT: Patient has no congestion; no dental problem; no drooling; no ear discharge; no ear pain;no facial swelling; no hearing loss; no decrease in hearing; no mouth sores; no nosebleed; no postnasal drip; no rhinorrhea; no sinus pain; no sinus pressure; no sneezing; no sore throat; no tinnitus; no trouble swallowing; no voice change;

      3. Eyes: no eye discharge; no eye itching; no eye pain; no eye redness; no photophobia; no visual disturbance
            
     4. Cardiovascular: denies chest pain; chest discomfort; shortness of breath; leg swelling; palpitation;
                         
    5.  Respiratory: Denies apnea; chest tightness; choking; cough; shortness of breath; no signs of stridor; wheezing;
              
    6. Gastrointestinal: no abdominal distention; (+) abdominal pain; denies anal bleeding; blood in   stool; constipation; diarrhea; (+) nausea; (-) rectal pain; (+)vomiting;
                 
    7. Endocrine: denies cold intolerance; denies heat intolerance; denies polydipsia; polyphagia; polyuria;

    8. Genitourinary:negative for difficulty urinating; dysuria;; frequency; 
  	                       urgency; urine decreased; negative for genital sore; negative hematuria; patient denies menstrual problem; denies pelvic pain; denies  vaginal bleeding; denies vaginal discharge; denies vaginal pain
                  
  9.  Musculoskeletal: denies arthalgias; denies back pain; denies gait problem; denies joint swelling; denies myalgias; denies neck pain; neck stiffness
                  
  10.  Skin /Integumentary and/or breast): Patient has warm skin to touch, skin intact, denies delayed healing, no rashes bruises or bleeding or skin discoloration
  11. Allergy/Immunological: no known drug allergies ;
                 
  12. Neurological: patient is alert and oriented times four, denies dizziness blurriness, or loss of balance

13. Hematologic: Denies Adenopathy; bruising/bleeding easily
                   
 14. Psychiatric: Patient denies agitation; behavioral problem; confusion; decreased concentration; dysphoric mood; hallucinations; hyperactive; nervous/anxious; self-  
                            injury; sleep disturbance; suicidal ideas
                   

B. OBJECTIVE:

A. Vital Signs: 123/67, 82, 16, 98.1*f orally, 100% on room air, BMI- 28
B. Visual Acuity; Bilateral vision 20/20, withcorrection  
C. Physical Examination
1. Constitutional/General: well-developed; well nourished;; cooperative; 
2. Head: Normocephalic;  normal  hair distribution; 
3. Ears (right and left findings: normal hearing; (-) drainage; (-) swelling;             (-)tenderness; (-)mid ear effusion; (-)foreign body; (-)laceration; (-)mastoid tenderness; (-)hemotympanum (-)injected TM; (-)scarred TM; (-)perforated TM; (-)erythematous TM; (-)retracted TM; (-)bulging TM; (-)decreased TM mobility;

4. Nose: (-) mucosal edema; (-)rhinorrhea; laceration; tenderness; (-)nasal deformity;  (-)septal deviation; (-)septal hematoma; (-)epistaxis; (-)foreign body; (-)frontal sinus tenderness; (-)maxillary sinus tenderness;

5.  Mouth/lip- Uvula midline; normal dentition;  (-) dentures; (-) dental caries; (-) dental abscess; (-) oral lesion; (-) uvula swelling; (-) trismus

 Throat: Oropharynx: clear and moist;  (-) oropharyngeal exudate; (-) posterior oropharyngeal edema; (-) tonsillar abscess; moist membranes; tonsils (right and left) size 0;  (-)tonsillar exudate

6. Eyes: 
A.  External eyes (right and left): 
1. General: normal lids, no foreign bodies; (-) chemosis; (-) discharges; (-) exudate; (-) hordeolum; 
 (-) scleral icterus;
2. Conjunctiva: (right and left) (-) injection; ( (-) hemorrhage; 
3. Extraocular motions: Normal EOM; (-) nystagmus
4. Pupils: equally round and reactive to light
B. Funduscopic Exam: (right and left) (-) AV nicking; (-) exudate; (-) hemorrhage; (-) papilledema; (-) red reflex; (-) right/left eye venous pulsations; or (-) right and left arteriolar narrowing;
         b. Slit Lamp: (right and left) (-) corneal flare; (-) corneal ulcer; (-) foreign body; (-)hyphema; (-)hypopyon; (-)corneal abrasion; (-)fluorescein uptake; (-)anterior chamber bulge;

7. Neck- Vascular: (-) carotid bruit; normal bilateral carotid pulse; (-) hepatojugular reflux;  (-) Jugular venous distention;
Thyroid- (-) mass; (-) thyromegaly; 
Trachea- normal; (-)stridor; (-)tenderness; (-) deviation; Neck musculoskeletal - (+) full passive ROM without pain; supple neck; (-)edema; (-)erythema; (-)neck rigidity; (-) decreased ROM; (-)spinous process tenderness; (-)muscular tenderness; Meningeal: (-)Brudzinski sign; (-) Kernig’s sign;
8. Cardiovascular: regular rhythm; rate – normal; Heart sounds- normal S1, S2, r (-) S3, S4; (-)distant sounds; (-)friction rub (-)gallop; r (-)murmur; (systolic /diastolic and grade of murmur grade1-6/6;; normal pulses; intact/non-intact distal pulses (carotid, radial, femoral, popliteal, DP, PT pulses 
9. Respiratory: 
	a. Pulmonary effort: (-) respiratory distress; (-) apnea; (-) tachypnea; (-) bradypnea; (-) accessory muscle use;
	b. Breath sounds: bronchovesicular breath sounds; (-) decreased breath sounds; (-) wheezes; (-) rales; 
	c. Chest wall: (-) mass; (-) bony tenderness; (-) retraction; (-) deformity;   (-) crepitus; Breast (right and left):  (-) inverted nipple;  (-) mass; (-) nipple discharges; (-) skin change; (-) swelling; (-) tenderness;
10. Abdomen: (-) abnormal pulsation; (-) scars/lesions; Bowel sounds normoactive;. (+) Cullen’s sign. (-) Turner’s sign. Severe epigastric pain with palpation that radiates to the back. Positive rebound tenderness. (+) nausea and vomiting
11. Genitourinary: 
 	Patient refuses exam at this time

	 
             
	12. Musculoskeletal: (right and left): (-) deformity; (-) swelling; (-) bony tenderness; (-) crepitus; (-) effusion; norma, ROM; (-) muscle spasm; (-) pain; decreased capillary refill; 

	13. Lymphatics: Left and right (-) submental/ submandibular; tonsillar; preauricular; post-auricular; /occipital/ superficial cervical; deep cervical; posterior cervical/ pectoral/axillary/ lateral/ inguinal/ supraclavicular; epitrochlear adenopathy;

	14. Neurological: 
	a. Mental status: alert; lethargic; orientedX4 ; listless; unresponsive; 
	b. GCS scale: Total score= 15
 		Eye: 4
		Verbal: 5-
		Motor: 6

	c. Cranial nerves= intact; (+)  Sensory: (+) (-)  atrophy; (-) tremor; (-) seizure; 
		2. Coordination: (-) Romberg Test; (-) abnormal coordination; 			 (-) abnormal gait; 

	Deep Tendon Reflexes: (Left and right) symmetrical; (-) abnormal DTR’s; (-) Babinski reflex
		a. Tricep 4-
		b. Bicep: 4
		c. Brachioradialis: 4
		d. Patellar: 4
		e. Achilles: 4

	15. Skin/Integumentary: 
	General – warm; dry; skin intact; (-) diaphoresis; (-)abrasion; (-) burn; (-)bruising; (-) erythema; (-)lesion; (-) laceration; (-) petechiae; (-); (-)pustular; (-) macular; or (-)maculopapular (-)nodular; (-)purpuric; (-)vesicular; (-)popular; Nails: (-) clubbing; (-) cyanosis;

	16. Psychiatric:
	a. Attention and Perception: attentive (-) hallucination
	b. Mood and Affect: normal; 
	c. Speech: normal; (-) rapid and pressured; (-) slurring; (-) 			delayed speech; (-) tangential speech; 
	d. Behavior: normal; 
	e. Thought Content: normal (-) plan of suicide; (-) plan of homicide; 
	f. Cognition and Memory: normal; 
	g. Judgment: normal
C.    ASSESSMENT D.   PLAN
Top of Form
Bottom of Form
K8500 - Idiopathic acute pancreatitis without necrosis or infection
· Educate on alcohol cessation
· Continue with oral intake fluid support
· Draw labs, based on labs will start on high dose lopid
· Educate if pain becomes untolerable to go to ER for IV fluid treatment and higher level of care

	2. Therapeutic Plan: Draw labs, follow up with PCP in 3-4 days, if pain becomes untolerable educated to have patient got to ER for higher level of care.  
  
           3. Follow up care/ Referral as applicable. Phone call follow up with Provider with lab results
             
           4. Patient Education/Health Promotion
. Educated on signs and symptoms of heart attack and stroke and when to call 911.Educated patient to go to ER if pain is untolerable, educated on alcohol cessation and importance of alcohol cessation.
