HISTORY OF PRESENT ILLNESS
Patient: [Name]
Date of visit: [Date]
Visit type: [New problem, follow-up, urgent care, emergency department, or admission]
Source of history: [Patient, family member, caregiver, or records; interpreter if used]
Clinician: [Name, credentials]
OPENING LINE
[Age]-year-old [sex] with [history that bears on this complaint] presenting with [chief complaint] for [duration].
ATTRIBUTES: OLDCARTS
Onset: [Date or time it began, what the patient was doing, sudden or gradual]
Location: [Where it is, whether it has moved, and where it spreads, or none]
Duration: [How long since it began, and how long each episode lasts if it comes and goes]
Character: [Sharp, dull, burning, cramping, pressure, tight, or the patient's own word]
Aggravating factors: [What makes it worse: movement, eating, breathing, position, exertion]
Relieving factors: [What makes it better, and by how much]
Timing: [Constant or intermittent; worst time of day; better, worse, or the same since it began]
Severity: [0 to 10 now and at its worst; effect on sleep, work, eating, or walking]
ASSOCIATED SYMPTOMS
Pertinent positives: [Other symptoms that came with this complaint, and when each began]
Pertinent negatives: [Symptoms you asked about that the patient does not have, chosen because they would change your thinking]
WHAT HAS BEEN TRIED
Medications: [Name, dose, how often, for how long, and the effect]
Other measures: [Home measures, earlier visits, tests already done, and the results]
CONTEXT
Relevant history: [Conditions, surgeries, medications, and risk factors that bear on this complaint]
Exposures: [Smoking in pack-years, travel, sick contacts, work, new medications, injury]
Why now: [What made the patient come in today]
Patient's concern: [What the patient thinks is going on, and what they want from the visit]
HPI AS WRITTEN IN THE NOTE
[The parts above as one paragraph in time order, starting with the opening line; leave out any attribute that does not apply]
Signed: [Clinician name, credentials, date and time]
