TRAK DOWN CLINICAL NOTE (Please complete all fields)

· TODAY’S DATE: DD/MM/YrYr
· TIME OF NOTE (24HR): 
· PATIENT NAME: 
· TRAK USER CODE:
· CARE POVIDER NAME:
· TIME OF 1ST ASSESSMENT:
· NOK/1st CONTACT:
· UHPI, CHI OR ED NUMBER:

CLINICAL NOTE
1. PRESENTING COMPLAINT

2. HISTORY OF PRESENTING COMPLAINT

3. SOCIAL HISTORY:

4. RELEVANT PMH HX:

5. RELEVANT DRUG Hx / ALLERGIES:

6. EXAMINATION FINDING

7. RELEVANT INVESTIGATION RESULTS

8. IMPRESSION/WORKING DIAGNOSIS

9. PLAN 

10. OUTSTANDING TASKS

11. DISCHARGE DIAGNOSIS (State if confirm or suspected)

12. REFERRAL TO SPECIALTY & TIME

13.  FOLLOW-UP (ORGANISED OR NEEDS TO BE ORGANISED)


SAVE FILE AS: 
· Patient initials (space) Unique Hospital Patient Index (UHPI) number (CHI or ED number – top of blue sheet, if UHPI not available), (space) Today’s Date (space) Time 

· Example:	MV 123456789R 271024 1605) [footnoteRef:1],[footnoteRef:2] [1:  For an unknown patient, use Name: Unknown, Unknown; DOB:  01/01/1899; Unique identifier: UHPI number or ED UNIQUE PATIENT (top right of blue registration sheet – if unsure, ask senior clinician)]  [2:  If power fails, legibly hand-write clinical notes on the back of the blue sheet with essential info only. Include your name, care provider code, note the time you see patient and relevant history, examination, referrals (and time), discharge diagnosis, and any outstanding tasks/follow up required.] 


