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Admitting Impression:
Community-acquired pneumonia, moderate-risk

Concomitant diagnosis:
____________________________

Please admit to room of choice under the service of Dr. ___________________
Diet as tolerated 



Vital signs q 4o


Lab:


CBC, SGPT, creatinine


Urinalysis


Sputum GS, C/S


Chest x-ray PA and lateral


Others: __________________________



  __________________________



  __________________________

IVF:
  D5MM – 1 liter to run for 12o

Antibiotics:



Co-amoxiclav 1.2 g IV infusion for 30 minutes q 8o  ANST



Ampicillin/sulbactam 1.5 g IV infusion for 30 minutes q 8o  ANST


Azithromycin 500 mg-     IV infusion for 2-3 hours q 24 o or      1 tablet once a day


Clarithromycin 500 mg      IV infusion for 2-3 hours q 12 o  or        1 tablet 2x a day


Others: 
_________________________________________________


_________________________________________________


_________________________________________________

Other medications:


Pneumococcal vaccine prior discharge

Influenza vaccine prior to discharge ________________________________________________


_________________________________________________


_________________________________________________


_________________________________________________


_________________________________________________


_________________________________________________

Ancillary Therapy:


O2 inhalation 2-3 L/min
continuously

 PRN


Multivent mask 40% FiO2


Others: 
_________________________________________________


_________________________________________________


_________________________________________________

Referral to other services:

Infectious Disease____________________________________________

Pulmonary            ____________________________________________

Others: 
       ____________________________________________

Inform attending physician(s) and resident-on-duty of patient’s room number

Refer for any undue development.









_____________________

Signature over printed name

                                                                                 Attending Physician
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