Children’s Hospital of Wisconsin and Medical College of Wisconsin


MEDICAL CARE COORDINATION NOTE

Date of Service: _____________

Face-to-Face Activity / Contact / Visit: (indicate in box)







	
	In-patient face-to-face (includes all coordination activities (e.g. visit, chart review, speaking with care providers, etc. if performed on ward)

	
	Care conference for in-patient (considered face-to-face if on ward)


	
	Out-patient face-to-face (includes only direct contact with patient/family)  

	
	Care conference for out-patient (considered face-to-face if patient/family present)



Major Diagnoses and/or Issues Requiring Coordination Services:

1) _______________________________________________________________

2) _______________________________________________________________

3) ​​​​​​​​​​​​​​​​​​​​​_______________________________________________________________

Counseling and Coordination activities with: (indicate in box)

	
	Patient / Family: 

	
	Primary Care Provider /Sub-Specialists

	
	Nurse

	
	Case Manager

	
	Social Worker

	
	Dietitian

	
	Other (ST, PT, OT, et alia)


Summary Notes:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(use continuation sheets if necessary)

Physician Name: ___________________________, # _____________

Department or Clinical Area: ______________________________________________
Face-to-Face Time: _______ ;  % spent counseling and coordination of care: ______

