MUWHUCTEPCTBO 3/IPABOOXPAHEHU S PECITYBJIMKU BEJIAPYCh

BEJIOPYCCKHI TOCYIAPCTBEHHBIN MEJULIMHCKUI YHUBEPCUTET
KA®EJIPA TTPOITEJEBTUKW BHYTPEHHUX BOJIE3HEN

O®OPMJEHUE
MEJIUIIAHCKON TOKYMEHTAITANA

FULFILLED
MEDICAL DOCUMENTATION

Meroauueckue pekoMeH1aluu

Munck BI'MY 2025



VIK 614.2:005.92(083.13)
BBK 53.5
0-91

PexomennoBaro HaydHo-MeTOANYECKAM COBETOM YHHBEPCUTETA B KAYCCTBE
MeToauyeckux pexomenganuii 20.11.2024 r., mpotoxkon Ne 3

ABTODpBI: KaHJ. MeA. HayK, non. I. M. XBameBckas; kana. Mea. Hayk, nou. M. B. Iloxn-
koBa; accuct. T. I1. HoBukosa; accuct. E. 1. CacunoBuu; accucrt. FO. B. Pennna

PeneH3eHTH: KaHA. Me. HayK, npod., 3aM. T1. Bpada 11-i Topoackoil KIMHUYECKOI

GonbuuLBI . MuHcka B. B. I'pymiia; kad. BHyTpeHHHX 60Ie3HEH, racTPOIHTEPOIOTUH U HY TPUIIHO-
noruu ¢ kypcom ITKull Benopycckoro rocyapcTBEHHOTO MEAUIIMHCKOTO YHUBEPCUTETA

Odopmnenne wvemunuackoil  nokymentanmn =  Fulfilled medical
0-91 documentation : meronuueckue pekomenarmu / I. M. Xsamesckasi, M. B. Iloxn-
xoBa, T. I1. HoBuxosa [u ap.]. — Munck : BIMY, 2025. - 32 c.

ISBN 978-985-21-1859-0.

T1o1po6OHO M3II0KEHBI CBEACHUS O MEJAULUHCKON JIOKYMEHTALMHU IIPUEMHOTO M TEPANIeBTUUECKOTO
oTziesienni craionapa. [IpejcrapieHs! npaBuia 3aM0IHEHNS MEANIIMHCKON JIOKyMEHTalUH.

TIpennasHadeHsl JUIsl CTYJEHTOB 2-r0 Kypca MEIHMIMHCKOro (aky/ibTreTa HHOCTPAHHBIX ydallhX-
s, 00yJAIOIIMXCS HA QHTIIMIICKOM SI3bIKE, [0 AUCHUIUINHE «MEAMIIMHCKHIT YXO/ U MAaHUITYJISALIHOHHAS
TEXHUKa».

YK 614.2:005.92(083.13)

BBK 53.5
VYuebHoe n3nanue

XBameBckasi ['annna MuxaiiioBHa
IonkoBa Mapus BiagumuposHa

Hosuxosa Taresna IleTpoBHa u ap.

O®OPMJEHUE MEJALMHCKOM TOKYMEHTAIIAN
FULFILLED MEDICAL DOCUMENTATION
Meroanueckue peKoMeHJaluu
Ha anrnmiickom si3bike
OTBeTCTBeHHBIH 32 BHITYCK J. A. JloneHko
Komnerorepnas Bépcrka M. I. MupanoBuy
IMoamucauo B neyars 02.05.25. @opmar 60%x84/16. Bymara nucuas « CHerypoukay.
Pusorpadust. Fapuutypa «Times».
Ve ney. 1. 1,86. Yu.-u3z. 1. 1,34, Tupax 70 3k3. 3akaz 316.
W3narens u nomurpaduyeckoe NCIOMHEHNE: YUPEKICHIE 00pa3oBaHHus
«benopycckuit rocy1apcTBEHHBIH MEINIUHCKHI YHUBEPCUTETY.
CBHI[GTCHBCTBO o T‘OCy}lapCTBeHHOﬁ perucTpanuu u3aaTesis, u3roToBUTeIIA,
pacrpocTpaHuTeNs nedaTHbIX u3tanuit Ne 1/187 or 24.11.2023.
V. Jlennnrpazckas, 6, 220006, MuHck.
ISBN 978-985-21-1859-0 © YO «benopycckuii rocynapcTBeHHbIH

MEIUIUHCKUN YHUBEPCHTET», 2025



MOTIVATIONAL CHARACTERISTICS OF THE TOPIC

Theme of lesson: Medical documentation.

Total class time: for 2 year students the general medicine faculty is 3 hours.

Goals of lesson: to acquaint students with the rules of medical
documentation filling out.

Student should know:

— the medical documentation types;

— principles of medical records management.

Student should be able to:

— fill out the medical documentation.

Requirements for initial level of knowledge: to get acquainted with the
relevant sections of the main, additional and legal literature covering the features
of medical records management.

Control questions from related disciplines:

1. Main public policy principles of healthcare in Belarus.

2. The healthcare structure in Belarus.

3. Organisation of medical care the principles of patient care with self-care
deficiencies.

Control questions on the theme of lesson:

1. Types of medical documents, rules for recording in hospital medical
documentation.

2. Medical e-documents.

. Personal medical case record.

. Patient’s prescription list.

. Statistics card of the discharged patient.

. Basic documentation of the Therapeutic department.
. Rules for recording in medical documents.

NN LB W

DOCUMENTING THE MEDICAL INFORMATION

The collected information must regularly be checked for assessment of
accuracy and reliability. The medical nurse must be sure:

— that the information is complete;

— the subjective and objective information complement each other;

— no information was skipped.

It is mandatory that the information is complete and double checked before the
next step of nursing care is followed through. Any diagnoses or treatment plans can
only be implemented once all of the chief complaints are collected and the full physical
examination is done, because it is between these steps, where mistakes are often made.
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CHECKING THE INFORMATION

Some of the collected information may require a second examination, for
example pulse may be counted several times.

Additional questions may be asked by the nurse to confirm the information
that was collected. For example, if the patient is holding his hand behind his head,
the nurse might make a conclusion that the patient is experiencing headaches.
However, upon asking the patient if he is having headaches, it might turn out that
he was just holding his head because he is upset over the diagnosis.

The collected medical information must also be double checked by another
medical personnel. For example, if the nurse has doubts about the accuracy of the
blood pressure measurement because it seems too low, she may ask a colleague to
recheck the blood pressure to either confirm or disprove the concern.

Cross evaluation of subjective and objective information should be carried
out. For example, if a patient with edema says that his water intake is low, but on
his bedside table there are several empty water bottles, the nurse must confirm
the actual volume of fluids he ingested, and then do an assessment on the water
balance in the body.

The collected patient information may be documented straight into
the patient’s medical card. There are two types of medical cards: out-patient
(ambulatory) and clinical medical cards. They differ in structure and in volume
of information. The ambulatory medical card records information over several
years, whereas clinical cards may only record a week or several months’ worth
of information. In the clinical card the patient is examined daily (several times
throughout the day), whereas the ambulatory medical card may have breaks in time
where patient did not come in to see the doctor. Both versions of medical cards may
be in paper form or electronic format.

RULES OF DOCUMENTING MEDICAL INFORMATION

The documentation of medical information must be accurate, grammatically
correct and should implement the proper medical abbreviations. For every entry
into the medical history, the date and time must be stated, as well as the nurse’s
or doctor’s full name and specialty. The documentation should be precise and
interpretations of the information should be avoided, only the facts should be
present in the medical card. In the medical card such adjectives such as «normy,
«normal» should be avoided and the information should be as accurate as
possible. For example, the following should be inputted «the body temperature is
36,7 degrees Celsius» instead of writing «body temperature is in norm». All of the
collected information should be fixed and stated clearly.



All medical documentation is completed by the nurse of the admission
department after the doctor has examined the patient and decided on the patient’s
hospitalization in this medical institution. The nurse:

—measures the patient’s body temperature and records it in the “Patient
Admission and Refusal of Hospitalization Log” (Form No. 001 U);

—completes the title page of the “Inpatient Medical Record” (Form
No. 003 U) or the medical history;

— fills out the passport and left side of the “Statistical Record of a Patient
Discharged from the Hospital (Form No. 066 U). If additional instrumental and
laboratory clinical studies or consultations are required, she calls all the necessary
specialists. At the end of her shift, information about all hospitalized patients and
those in the diagnostic wards of the admission department.

MEDICAL DOCUMENTATION

The most frequently used (Appendix 2):

1. Journal or notebook of appointments.

2. Journal of receiving and transferring shifts.

3. Sheet of registration of patient movement and hospital bed capacity.

4. Portioner. Portioner — the ward nurse, checking the appointment sheet,
makes a portioner daily (if there is no dietary nurse). The portion list must contain
information on the number of different dietary tables and types of fasting and
individual diets. For patients admitted in the evening or at night, the portion list is
compiled by the nurse on duty.

5. Journal of registration of medicines of lists A and B.

6. Summary of the condition of patients for the information desk.

7. Journal of registration of expensive and acutely shortage drugs.

8. Journal of dressings.

9. Journal of write-off of materials and alcohol.

10. Journal of disinfection treatment of instruments.

11. Journal of pre-sterilization treatment of instruments.

12. Sterilization journal.

13. Journal of general cleaning.

14. Quartzization journal.

15. Journal of registration of post-injection complications.

16. Statistical coupon, form No. 30.

17. Journal of emergency tetanus prophylaxis.

18. Journal or notebook of appointments. The nurse writes out the
prescribed medications, as well as the tests that the patient needs to undergo, in
the prescription notebook, where the patient’s last name, first name, patronymic,
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room number, manipulations, injections, laboratory and instrumental tests are
indicated. She duplicates these entries in the prescription sheet. Dates and the
nurse’s signature are required.

19. Duty Acceptance and Transfer Log. Duty transfer is most often done in
the morning, but can also be done during the day if one nurse works the first half of
the day and the other — the second half of the day and at night. The nurse accepting
and handing over the duty goes around the wards, checks the sanitary and hygienic
regime, examines seriously ill patients and signs the duty acceptance and transfer
log, which reflects the total number of patients in the department, the number of
seriously ill and feverish patients, patient movements, urgent appointments, the
state of medical equipment, care items, and emergencies. The log must contain
clear, legible signatures of the nurse accepting and handing over the duty.

20. Patient Movement and Hospital Bed Stock Record Sheet — filled out by the
nurse handing over the duty in the morning, form No. 007 U. The senior nurse of the
department summarizes the information from the ward nurses on the number of diets,
they are signed by the head of the department, and then transferred to the food block.

INPATIENT MEDICAL RECORD (CASE HISTORY) FORM No. 003/U-80

Definition of the case history. The medical history or a case history is a
structured assessment conducted to generate a comprehensive picture of a patient’s
health problems (Appendix 1). It includes the assessment of:

— the patient’s complaints;

— the patient’s current and previous health problems;

— the patient’s current and previous medical treatment;

— factors which might affect the patient’s health and their response to
the prevention or treatment of health problems (e. g. risk factors, occupational
conditions, lifestyle issues);

— the patient’s family health;

— the patient’s health in general.

Taking together the history, information from the physical examination and
any investigations or tests should provide all the information necessary to make
a diagnosis (i.e. to identify the nature of a health problem).

This training instruction allows medical students to have a clear view of the
scheme of examining a patient and the rules of case history writing. Besides it
helps to acquire such skills as a correct interviewing the patient, gathering data
about patient’s complaints and both present and past history, carrying out patient’s
physical examination, planning and assessment of laboratory and instrumental
studies.

The students will learn to formulate the final clinical diagnosis as a conclusion
point of patient’s clinical examination, and also gets a notion about medical diaries
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and epicrisis. All sections of the medical case history which are presented in the text
is a scheme which the student must follow while writing his/her own educational
case history.

RULES FOR MAINTAINING MEDICAL DOCUMENTATION

The inpatient medical record is a legal document, so all entries in it must
be clear and easy to read. Information entered into the medical record must be
reliable, fully reflecting the facts and results of the activities of medical workers,
accurate and in chronological order, and not subject to changes. Corrections are
possible in exceptional cases, but whitening agents cannot be used — incorrect
information is crossed out and the correct one is written next to it with the signature
of the official and the instruction “believe the correction”.

Passport section. Upon admission of the patient, the admission department
staff writes down the passport data on the front side of the medical record. All lines
of the first and second pages of the medical record must be filled in (marked). The
medical record must contain the date and exact time of admission to the emergency
room, hospitalization, discharge, and death of the patient. Data on the blood type,
Rh factor, and drug intolerance are entered by the attending (receiving) physician
during the first examination of the patient, except for cases when this data cannot
be obtained. The data on the expert-labor history must be indicated: since what
time the patient has had a continuous certificate of incapacity for work, the number
of the certificate of incapacity for work. The record of the issuance of a document
certifying the fact of temporary incapacity for work is made by the attending
physician according to the established rules.

Registration of the diagnosis. The diagnosis of the referring institution is
indicated in the medical record; the diagnosis upon admission is entered on the
front side of the card immediately after the patient is examined (the diagnosis is
completed in full, indicating the concomitant pathology without abbreviations).
The clinical diagnosis is recorded on the front side of the medical record within
three working days from the moment the patient is admitted to the hospital.
If the clinical diagnosis has changed during the patient’s treatment, this should
be reflected in the medical history, preferably in the form of a stage epicrisis.
The final diagnosis is recorded upon discharge of the patient, in expanded form,
indicating the ICD-10 code. It is necessary to try to identify one main disease that
determines the severity and prognosis of the disease. The second main (combined)
disease is established only in the case of another disease that is no less significant
for assessing the severity and prognosis than the main one. The diagnosis should
include all complications and concomitant diseases that are important for patient
management.



Hospitalization. An emergency patient is examined by the doctor on duty
immediately after admission, indicating the date and time of the examination, the
doctor’s name. A planned patient must be examined by the attending physician
within 3 hours from the moment of admission to the hospital. In case of planned
hospitalization, a referral must be available, properly completed, which is
pasted into the medical record. For planned patients, the admission status is
recorded during the current working day, for emergency patients — during the
examination. Entries in the admission status must be informative, contain data of
clinical significance. The patient’s complaints and medical history are recorded
in detail, indicating the essential signs important for establishing a diagnosis
and developing a treatment plan. The medical history reflects factors related to
establishing a diagnosis, assessing the severity and prognosis of the disease, or
influencing the patient’s management tactics. The anamnesis of life includes
information about the presence of allergic reactions, specific infectious diseases
(tuberculosis, sexually transmitted diseases, viral hepatitis, HIV infection, etc.),
previous blood transfusions, previously suffered diseases and operations. It is
mandatory to indicate since what time the patient has had a continuous certificate
of incapacity for work. In case of an unfinished case of temporary incapacity for
work and the patient has an unclosed certificate of incapacity for work, indicate the
number of the primary certificate of incapacity for work and its duration; extension
of the certificate of incapacity for work for more than 15 days is carried out with
the permission of the medical commission. If the patient has a disability group,
it is specified whether he works or not, the reason that caused the disability, the
date of establishment of the group and the dates of the next re-examination are
indicated. If it is impossible to collect an anamnesis (including allergic) on the day
of admission due to the patient’s condition, then at the first opportunity, additions
to the anamnesis are made to the medical history, drawn up separately with an
indication of the date or as part of the diary entry of the attending physician.
The data of the initial examination are filled in briefly for all organs and systems
available for examination. The revealed pathological changes are described in
detail, indicating the characteristic symptoms and syndromes. In cases of injuries
that may require a forensic medical examination, all injuries the patient has
are described in detail. At the end of the admission status, a clinical diagnosis,
examination plan and treatment are necessarily formulated indicating the trade
name of the drugs in Latin, doses, frequency and route of administration. When
transferring a patient from one department to another within the same hospital,
a transfer epicrisis is drawn up containing a brief anamnesis, the treatment and
diagnostic measures taken, and the purpose of the transfer.

Informed consent. A necessary preliminary condition for medical
intervention is the informed voluntary consent of the citizen, which is drawn up
in writing in accordance with the established procedure and signed by the patient.
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In cases where the citizen’s condition does not allow him to express his will, and the
intervention is urgent, the issue of its implementation in the interests of the citizen
is decided by a council, and if it is impossible to assemble a council, directly by the
attending (duty) physician with subsequent notification of the administration of the
medical institution, confirming this with an entry in the medical record. Consent
to medical intervention in relation to persons under the age of 15 and citizens
recognized as incompetent in accordance with the procedure established by law
is made by their legal representatives. In the absence of legal representatives, the
decision on medical intervention is made by a council, and if it is impossible to
assemble a council, directly by the attending (duty) physician with subsequent
notification of officials of the medical institution and the legal representatives
of the patient. Information about the upcoming medical intervention is provided
to the patient in a form accessible to him. The patient is informed about the
existing disease, methods and purposes of treatment, possible risks, side effects
and expected results. Based on the information provided, an entry is made in the
medical record. Consent for transfusion of biological fluids is also issued: blood,
plasma and their components. In this case, the patient must be informed about
possible complications and the risk of contracting HIV infection, viral hepatitis,
syphilis in the seronegative period. In the case of surgical intervention and (or)
anesthesia, the patient’s consent is additionally issued. In case of refusal of medical
intervention, the citizen, one of the parents or other legal representatives of the
person must be explained the possible consequences of such refusal in a form
accessible to him, which information is entered in the medical record. Refusal of
medical intervention is recorded in the medical record in any form and signed by
the patient and the attending physician, indicating the date.

Maintaining a medical record. Entries in the medical record must be made
in chronological order, indicating the date and time. The doctor keeps diaries daily,
unless otherwise specified. For patients in a serious or moderate condition, as well
as for patients requiring daily dynamic observation, diary entries are made daily, and
if necessary — several times a day. The diaries reflect the dynamics of the patient’s
condition, objective status, laboratory indicators that are essential for the prognosis and
management tactics, and substantiate changes in the examination and treatment plan.

The medical record must contain original laboratory tests indicating the date
and time of their performance (namely: the time of sampling the material for the
test and the time of issuing the result), basic electrocardiograms (upon admission,
discharge, important for assessing the dynamics of the condition), Holter monitoring
data with ECG, daily blood pressure with drawings/graphs reflecting the existing
deviations, and calculated parameters. The record of the radiologist, endoscopist,
functional diagnostics doctor must reflect the full picture of the organ or system
being examined, pathological changes, functional state and the course of the study.
The conclusion must reflect the changes found or the suspected diagnosis.
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PRESCRIPTION SHEETS

The prescription sheet is an integral part of the medical record (Fig. 1). The
attending physician writes down the prescriptions clearly, in detail, in a form that
excludes dual or arbitrary interpretation, indicates the date of the prescription and the
date of cancellation of the drugs. The nurse carries out the execution on the day of
the prescription, certifies with her signature and indicates the date of the prescription.
Medicines are written in Latin with the trade name of the medicine, dose, frequency
and route of administration. Instead of a prescription sheet, the intensive care unit
maintains an official form 01 1/u, where, in addition to the main vital parameters, all
medical prescriptions are recorded and signed by a doctor and a nurse.

PRESCRIBING START | COLOR | DOSE DOSE
NAME OF DRUG DOCTOR WHAT IS IT FOR? DATE SHAPE | (mg) (frequency) INSTRUCTIONS FOR USE

Fig. 1. The prescription sheet

TEMPERATURE SHEETS

The temperature sheet is maintained by a nurse (Fig. 2). Temperature
dynamics are recorded at least twice a day.
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Fig. 2. The temperature sheet
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ELECTRONIC MEDICAL RECORD

Instruction 07.06.2021 No. 75 on the structure and procedure for the formation
of an electronic medical record (EMR) of a patient, a personal electronic account
of'a patient EMR is a structured set , records about the patient’s health status, facts
of his/her request for medical care and other information about the patient.

The EMR is generated by a healthcare professional using the healthcare
information system.

Section “Summary information about the patient”. The section contains
the basic personal data of the patient (his/her identification information), summary
(key) information about the patient’s requests for medical care, about being under
medical supervision or receiving medical care.

Section “Document Owner”. The section contains information about the
healthcare organization.

Section “Patient’s personal data”. This section is intended for entering
and storing the patient’s personal data (last name, first name, patronymic (if any),
identification number, date of birth, age, gender, information about the patient’s
identity documents, information about the place of residenceand (or) place of stay),
his contact information, as well as information about the medical insurance contract
(if any). The section consists of a subsection “Patient’s representative”, which
includes information about the persons authorized by the patient or the persons
specified in Part Two of Article 18 of the Law of the Republic of Belarus “On
Health Care”. Before determining the personal data of the newborn, the subsection
“Patient’s representative” shall contain information about the mother of the newborn.

Section “Patient’s medical data”. The section and its subsections are formed
at the patient’s birth or first visit to the health care institution and his registration
in the Central Health Information System. The entered information is stored in the
EHR and supplemented throughout the patient’s life. The section consists of the
following subsections: or another representative of the newborn; “Family history”;
“Life history”; “Allergic history and drug intolerance” subsection; “Metric data”
section; “Final (refined) diagnoses”; “Laboratory studies” section; “X-ray and
radiological studies”; “Functional studies”; “Surgical interventions”; “Provision of
medicines and provision of medical devices”.

SELF-CONTROL OF TOPIC ASSIMILATION

1. What information does the doctor write in the medication record?
a) rout of medicine and time;
b) the name of medicine and dose;
¢) the name of medicine;
d) the dose of medicine.
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2. The patient was taken to the Admission Department by ambulance. He was
examined by a doctor. The doctor treated the patient. The patient felt better.
He refused to be hospitalized. What document should be written in the
department?

a) Journal of the admission of patients and refusals in hospitalization;

b) Journal of Infectious Diseases, Food Poisoning, Complications after
Vaccination;

c) Statistical card of discharged patient;

d) Medical card of a hospitalized patient.

3. Who fills the patient’s passport data in the “Medical card of a hospitalized
patient”?

a) Admission department nurse;

b) Admission department doctor;

¢) nurse in the treatment department;

d) doctor in the treatment department.

4. The title page of the medical card of a hospitalized patient should have:
a) information about the conducted examination and treatment;
b) passport data;
c) diagnosis;
d) results, time of medical examination;
e) information about relatives.

5.What information does the doctor write in the medical card of a hospitalized?
a) department of hospitalization;
b) transportation type;
¢) performed sanitization;
d) inspection of pediculosis, skin diseases.

6. The nurse writes into documents patient’s passport data:
a) true;
b) false.

7. In which departments of the hospital fill out the Statistics card?
a) therapeutic department;
b) admission department;
¢) surgical department.

Answers: 1 —a, b;2—a;3—a;4—b,c;5—b;6—a;7—a,b,c.



LITERATURE

Basic

1. Ocnogvi MequmHCKOTO yxoza = Basics of medical care : moco6ue / T. I1. IIponsKo,
D. D. Nomnasckas, E. M. Cypmau [u ap.]. — ['poxno : [pI'MY, 2019. — 206 c.

2. Lunn, P. Taylor’s clinical nursing skills: a nursing process approach / P. Lunn. —
Sth ed. — Philadelphia [etc.] : Wolters Kluwer, 2019. — 1095 p.

3. Kovalyova, O. M. Patient care (Practical Course) : textbook / O. M. Kovalyova,
V. M. Lisovyi, S. I. Shevchenko. — 2nd ed., corrected. — Kyiv : AUS Medicine Publishing,
2018.—320 p.

Additional

4. Ilponwko, T. I1. OcHoBsl yxona 3a 6oneHeIME = The basics of patient care : mocobue /
T. I1. Ilponsko, K. H. Cokonos, M. A. JIuc. — 3-e uza. — ['poxno : [pI'MY, 2016. — 216 c.

5. lllonkosa, M. B. HabmoneHne 3a MAlMEHTOM. YXOJ 3a MAI[MEHTaMH C ASPUINTOM
camoobcmyxuBanust = Follow up of patients. Patient care for individuals with self-care
deficiency / M. B. lllonkoBa, 3. A. Jlonenko, T. I1. HoBukoBa. — Munck : BI'MY, 2018. — 20 c.

6. 06 ymeepoicoenuu HopM TEPBUIHON MEANIMHCKON JTOKyMEHTAlWH B OpPraHU3alUsIX
37paBOOXPAHEHMS, OKA3bIBAIOIIUX CTALMOHAPHYIO MOMOLIb : NpUKa3 M-Ba 31paBOOXPaHEHHS
Pecm. benapycs ot 1 okt. 2007 . Ne 792.



Appendix 1

HEALTH MINISTRY OF BELARUS
BELARUSIAN STATE MEDICAL UNIVERSITY
DEPARTMENT OF PROPAEDEUTICS OF INTERNAL DISEASES

Head of the Department of Propaedeutics of Internal Diseases,
M.D., Professor of Medicine, E. A. Dotsenko

CASE HISTORY

Patient’s Surname, Name, Patronymic:

Clinical diagnosis:

1. Basic diagnosis

2. Complications of the basic diagnosis

3. Concomitant diagnosis (-es)

Student:

(Surname, Name, Patronymic)

(Group)

(Year)

(Faculty)

Teacher:

(position, scientific degree)

(Surname, Name, Patronymic)

Period of patient’s observation: from «__ » 20 to«__ » 20



PATIENT’S PASSPORT DATA
(the student should fill in all the gaps)

. Surname, name, patronymic:

. Gender:

Age:

. Marital status:

. Full home address:

. Occupation (specify if the patient is a pensioner or the disabled worker):

. Work place (name of establishment):

. Clinical diagnosis:

1. The basic diagnosis:

2. Complications of the basic diagnosis:

3. Concomitant diagnosis (-es):
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PATIENT’S COMPLAINTS
(the student should fill in all the gaps on this page)

1. Main complaints:

2. Additional complaints:




PRESENT HISTORY (ANAMNESIS MORBI)
(the student should fill in all the gaps on this page)

1. Onset, character and features of the basic disease course

11. Findings of the laboratory and instrumental tests carried out before current

hospitalization

111. Previous treatment and its efficiency
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PAST HISTORY (ANAMNESIS VITAE)

1. Patient’s Physical and Intellectual Development.
Patient born the first (second, third and so on) child in the family:

Patient born in time (if the patient knows about it):

Patient get breast or artificial feeding (if the patient knows about it):

When did patient start to walk, speak (if the patient knows about it):

‘What was patient general health condition and development in childhood and youth

(if the patient remembers about it):

Have patient ever lagged behind your peers physically or intellectually?

When did patient start to study? Was it easy or difficult to study?

What is patient education?

Have patient ever gone in for sports? Do patient have any sport category (rank)?

Additional questions for men:
Were patient in the army? (if not, what are the reasons of the deferment of military

service):




Additional questions for women:

At what age did woman patient have her first menstrual period?

What is the duration of each menstrual period?

How many children have woman patient borne?

Have woman patient had any abortion?

Was patient pregnancy(-ies) normal?

Habits. If the patient confirms that he smokes, and/or abuses alcohol, and/or uses
narcotics:
SMOKING:

— at what age did patient begin smoking?

— how many cigarettes do patient smoke a day?

ALCOHOL ABUSING:
— at what age did patient start to take alcohol?

— how often do patient take alcohol?

NARCOTIC HABIT:
— what narcotic do patient use?

— at what age did patient start to take narcotics?

— how often do patient take narcotics and in what dose?

11. Social History.
LIVING CONDITIONS:

— a flat, a private house, a hostel accommodation; conveniences (yes/no):
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— if the patient lives separately or with their family:
MARITAL STATUS:

— single, married:

BUDGET: wages and the general income of the family (it is unethical to specify the size of

a salary, the correct question is: “Is your income sufficient for your needs?”):

NUTRITION HABITS:
— how often, when and what meal the patient usually has:

— if he/she take food quietly or quickly:

— if it is masticated thoroughly:

— if hot food or drinks are consumed moderately hot or very hot:

— is diet rich in fresh vegetables and fruits:

DAILY REGIME:
— when the patient wakes up and goes to bed:

— his/her keeping of personal hygiene:

— what the patient does before going to work and after returning home (briefly):

— specify the distance from home to the place of work and means of conveyance
(approximately):

I11. Patient’s Labor Activities (note the patient’s labor activity in chronological order since
its beginning).
Term of job or occupation: from to

Occupational hazard
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Working day duration

Work schedule (at his last job place):

1) operation time

2) breaks

3) day or night shifts

4) time or piece-work

5) responsibility for the performed work (briefly)

EXPERT MEDICAL ANAMNESIS:

— whether patient has the sick-list concerning current disease (yes/no):
— total duration of the patient’s being on a sick-leave during the current year:

— permanent disability (disability group, when it was appointed):

1V. Allergological Anamnesis.

V. Hereditary Anamnesis.
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Appendix 2
PERSONAL MEDICAL CASE RECORD

Tpunoxenne 1
K [pHKa3y
MuUHHUCTEPCTBA 3APABOOXPAHEHHS
Pecny6auku benapyce
2008 Ne
Dopma Ne 003/y-07

MHHHUCTEPCTBO 3/IPABOOXPAHEHHS PECITYBJIMKH BEJIAPYCh

‘HalMEHOBAHHE OPTAHN3ALIHH 31PaBOOXPAHCHI

Buibl TpaHCTIOPTUPOBKH (MOAYEPKHYTD): TpeboBanus cykObl Ype3BbIYATHBIX CHTYaLHI
Ha KaTaJKe, Ha KPEec/e, MOMKET UATH HocunouHuiii (fata) Xonaunii (nata)
BOMMTESL | JIA HET

KATEFOPHA

MEJHMUINHCKAS KAPTA CTAUHOHAPHOI'O ITAIIMEHTA

Ne
Ornenenue Ne Ne
Ne Ne

Damunns:
Hwmsi:

OtuecTBO:

JIHATHO3 ocHoBHOTrO 3200.1¢BAHMS (TPOCTABIISETCS MOC/E BBIMUCKH)

Kon no MKb 10

Jlata noctyrnienns:

ACHE MecAl Tox

Jlata BbImUCKH:
(cmeptH)

aeHk MecsiLL [

[ Apxue Ne |
[ Tox |
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Mecto NOAKJICHBAHNA HANPABIICHHA Ha rOCIHUTAIIA3aLHIO

Hudopmanus

Toanuck nanueHTa
JlaTta

Paspemaio npeoctasisth HHGOPMALMIO O (haKTe FOCHHTANU3ALMH, COCTOS-
HUSL 310POBBsI, AMArHO3¢ 3a00/1€BaHU, IPOTHO3E, PE3y/IbTaTax 00C/Ie10BAHNS U
nedenus cneaywomum gutam (O.H.0., crenens pojacrsa):

C npaBuaamMu BHYTPEHHEIO PACMOPsAKA CTALMOHAPA /1S MALMECHTOB O3Ha-
KOMJICH, 065!3)/}06]: BBITIQOJIHATH

TIpenynpexncH, 4To 3a HapYLUICHUE 3AMPETA KyPEHHs B 3aHUsX OOIbHULIBL
NaLMeHT NoUIKUT Bbinucke (rpuka3 M3 Pb Ne 603-A ot 28 .12.2000r.)

C HOpﬂ}lKOM W OyTAMH 3BaKyaLl14[/l U3 31aHUus Hp[/l ‘{pe3Bbl‘iaﬁHle CHUTYaUUAX
03HAKOMJICH

Caenenus 0 nepezade HHGOPMaLUH O NALUEHTE

Kyna nepema- | NeNe renedonos | Jlata u Bpems me- | ®.M.O. npunsasmero un- | ®.M.0. u noanucs ne-
Ha penayuu (popmaio pefiaBIIero HHpOPMALHIO

MBJI
(POBJI, TAH)

rurad

[Tpokyparypa

BPHC

Popurenn,
POACTBEHHHKH,
cocean
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Bupycupim renarutom [ToGounoe neiicTBUE eKapCTB (HENEPEHOCUMOCTD)

Gonen(a), He Gonen(a)
(noguepKkHyTL)

['pynna kpoBu:
0IT) A(II) B(II) AB(IV)

Pesyc ¢pakrop: Rh- Rh+
®ILO. spava TaSBAIHE TENAPATa, XADAKTEp TOGOTHOrG ASHCTAIA

JBHiKeHHe NAIHEHTA B CTAHOHADE (BK/II0YAS NPHEMHOE OT/Ie/IeHHE):
Otnenenne Jara, Bpems nocryn- | Hara, spems nepeso- | ara, Bpems | Jlata, Bpems
JIEHHs na BBIITHCKHI CMEpTH

Meaununckas KapTa CTAllHOHAPHOI0 MAITHEHTA Ne

1. DHO M/ X
He MAeHTUUINPOBAK

2. JIuynblii HOMep 6e3 nmacriopra

3. Bozpacr (monHbIX JeT, A1 geteit: 1o 1 roga — Mecaues, 10 1 mecsna — aHeit)

4. lomawnuii agpec
ajJIpec 10 NacmoPTHRIM JIAHHBIM: FOCY/IAPCTBO, 00N1ACTk, paiioH, HaCceIeHHBIH TTYHKT; HOMEp Tele(oHa, aPeCc POICTBEHHHKOB

5. Anpec MecTa NpOKHBAHHSA
aj|pec BPEMEHHOI0 NPOKMBAHHS: TOCYAPCTBO, 00J1ACTh, PaiioH, HACE/IGHHBIH MYHKT; HOMEp Tele(oHa, apec POICTBEHHHKOB

Anpec n hamunus Gmpkaifiinx poacTBeHHUKOB:

6. Bua onuiarei: 3a c4eT OIOIKETHBIX CPEICTB, COOCTBEHHBIX CPEACTB, MEIUIMHCKOTO CTPAXOBAHUS
(106poBONILHOTO, 00513aTEBHOI0) (HYKHOE NOJYEPKHYTH). CrpaxoBoii noumc: cepus s
HOMEp CTpaxoBLIHK:

7. Mecto padoTel, npoeccust Hian 10/1KHOCTH

Juisi JieTeii — Ha3BaHHe JeTCKOro YUPEKACHHS, WIKOJBL; U1 YHAIIHXCS — MECTO yqeﬁu
. MuBanua wan Berepan Boiin; uusanug BC; BOMH-MHTEPHALMOHAINCT; I0CTPA/IABIINII(as) OT KaTacT-
8. " BC
podst na YADC; pebenok-unBanu 10 18 jer (Hy:KHOe NOTYEPKHYTH), Apyroe (yKasarh)

Ne ynocrosepenust

9. Kem nanpasien

10./locTaB.ien B cTanHOHAP (HY#HOE NO4EPKHYTh) O YIKCTPEHHBIM MOKA3AHUSM: YEPE3  4aACOB M0-
CJie Ha4al1la 3360}]633}{”5{, NOJIy4€HHA TPaBMBbl; TOCIIHTAIM3HPOBAH B IJIAHOBOM MNOPALKE
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11. Jlnarao3 HanpaBuBLIeH OpraHUu3aLuH 3PaBOOXPAHEHHH

12. Jluar€os npu nOCTYIICHHH

13. Jlnaruo3 KiIMHHYECKHIT ( .

20 1)

14. luarno3 3akIH09UTEIBHBI KITHHUYSCKHIL:

OCHOBHOMH

Kon no MKB-10

OCJIOKHEHWUS OCHOBHOTO

COMYTCTBYHOLIKE 3a00/1€BAHMS

15. Focnuranu3upoBad B JAHHOM FOJY 110 NOBOAY JaHHOIO 3a00/I€BaHMs: BIEPBBIE, HOBTOPHO
(Hy’KHO€ HO4€PKHYTh), BCErO pa3s

16. Xupypru4eckue onepauru | N0cjeonepaudoHHbIe OCTI0NKHEHUS

Jlara, Bpemst
Havana u
OKOHYaHHUA
onepauuu

Ha3panue onepaiun

D®UO onepu-
PYHOILEro Xu-
pypra

OcJioxKHeHus

Buj ane-
cre3uu
(obmas,
MeCTHasi)
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17. BpemeHHast HETPYA0CIOCOOHOCTD (B IHAX): 10 MOCTYIIIEHNs , B CTallHOHApPe s

MOC/IE TOCHUTATH3AIUH (Jutst IPOJIOIKAIOLIMX DOJIETE HPH OTKPHLITOM GOILHHYHOM JIHCTE)
OTMeTKa 0 BbIIAUE JIMCTKA HETPYA0CTOCOOHOCTH HOMeE cr?om no ?OEMG 16-BH
Ne c no 5 Ne [ mno ;
Ne c no 5 Ne [ mno

(HOMeEp, YKCII0, MECHLL, TOJ1)
Ktpyay « » 20 I.; IPOJIONKAET OONIETh

18. Hcxon 3aBonesanus:

a) BLITMCAH C BBI3/IOPOBIIEHHEM, C YiIydllleHHeM, 6€3 nepemMen, ¢ yXyleHuem (HyKHOe NO4EPKHYTh);

0) nepeBejieH B APYIYIO OPraHUu3aLuio 31paBOOXPaHEHNs

HaMMEHOBAHHE OPraHU3alUH 3PAaBOOXPAHEHHS, B KOTOPOE NEPEBE/ICH MALMEHT
B) yMep (B IPHEMHOM OT/ENEHUH, YMepIia OepemenHas 10 22 Heflellb GepeMEHHOCTH, ymMepia nocie 22

HeJeNb OepeMeHHOCTH, POKEHHLIA, POAHILHALA (HYKHOE TOAYEPKHYTD).

19. Ing nocTynMBIIKMX HA DKCIEPTH3Y — 3aK/II04EHHE

20.0co6ble 0TMETKN

Jlewammii Bpau

noAMUCh HHHULHATBI, (balelJIl/lH

3aB. oT/Ie/IeHHEM

NOAIMHCH HHHULHAIBI, (llalelJIlle
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Jluer na

ii kapre Ne

DaMuIA, MM, OTYECTBO MALMEHTA

TloGounoe aeficTBuE JIEKapCTB (HENEPEHOCUMOCTD)

mamara Ne
[Pesim | Ta | 16 | Tla | 116 [ Tla | 1116 | v [ Cron | | [
[Jara [ [ [ [ [ [ [ [ Jlara I [ [
JlekapcTBeHHBIC HAZHAYMEHHST
‘Hasnauenis mirbekunonbx npe- | Jata na- | Hoamics | Jata ot~ | Hoamics Tlata nasna- | Hommucs | data Tloamucs
HasnaueHus npoumx npenapatos
naparos sHavcHns Bpaua MeHb! pasa enus spasa | oremst Bpasa
(oGopoTHast CTOPOHa) Hasnavenns Ha oGcaenoBanus
- Bpad, nasna- - Bpav, nasna-
Hasnauenns Ha KimHiKo- Jlara na- Jlara pbi- Hasnauenns na unetpymentanbibie | Jlata nasia- Jlara Bhi-
aBIIHi He- quBLIH HeeTe-
aGopaTopHble HCCIIOBaHHs Jnasenis noanens HeenenoBa s wenmst osaime noaHenis
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OCMOTpEH Ha 4eCOTKY, MUKPOCTIOpHIO, NeinKyne3. OmpomleH Ha TeHHHI03.

«_» 20 r.

MOJMNNCH

MHULHANBI, (haMims,
TIPOBOAMBILIETO OCMOTP

CAHUTAPHASL OBPABOTKA

BeoinonueHa (MOAYEPKHYT):  HOJIHAs, 4acTU4Has
Jlara 200 r.
TNOAINKUCH
OHKOOCMOTp TPOHU3BENEH Jlata

Koska, ry6a, S3bIK U CIM3KUCTAS PTa
IInmeBon, xenya0k

IIpsamas kumka

Jlerkne

MornouHnas xene3a, MaTka

Bpau

[Toamuch MHHULHAJIBI, CbaMl/lﬂHS{

He Bbinonusnace

MHULIHMATIBL, haMuims,
NPOBO/IMBILETO CAHHUTAPHYIO 00PabOTKY




(HaMEHORAIHE OpFaMIISAILI 3PABOOpaIIA)

Jlnctox

YHETA ABITACHIS TALLAENTOB 1 KOE4HOTO OAA CTaMONapa

HAIMCHOBANNE OTACTICHHA

Jaa« __»______ 200

Tpunoskenne 2
K IIpHKa3y
MUHHCTEPCTBA 3APABOOXPAHEHHS
Pecnybamku benapycn
2008 Ne

opia Ne 007/y-07

JIBIKCHIE NALCHTOR 32 HCTEKIIHE CYTKH Ha Hasazio Tekymero s
C0CTOR0 niepeseicio
@akrwaeckn | BToM | nawsentos | nocrymwio naumenros (Gesne- |  mawenton
" BRITHCANO MALH- coctonT nat-
passephyro | uMcieKo- | Wamauaio | pemelenmbix BHYTD CTawnona- | BHyTH G- s auron
KOK, BKIO- | €K, cBep- | mereKumx pa) HHHOI Opra-
uas KojikM, | HyTBIX Ha HH3aLN
chepyThie Ha | pemonT eero 3 L2
penonT = = - FEE « coctont
= |52 H g SE 5 H matepeii | cBoGoaHbIX
2 |23 g 2 g PR 2 npu Go-
3 AR 3 3 2EE| 5 5= |
E|EE|lsz| £ 2 s | 285 o | % | mexaemx
R |25 532] ¢ 5 5 | 298 5 |23
z | 28| z%| 2 2 g2 |33 2 | 25
H 22| .. g E £5E ]
21231 835] 2| & FEz
2zl =8| B | & 32 H
3 | %% El 2 g e 3
3 H . g2 L] gz =
% =z
! 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
Beero rock
' ToM e
0 npodunM
Koe (ykasars)
ok HA HAYAI0 TEKYIIero s 06 cropona
Dasta, nHHATE
nepeBCICHHbIX
Damins, Damins,
Damwins, MHHLHA MHHLHAIIBE
Damins, 2 £
MHMIAIL NEpeReTen- [ P s 5 yMepuin
o £52 23
Tpodub kock HBIX %= 58
noCTymBIIIX SE%: Esg
13 ApyTIX sE:i s S
otaenchuii E=fg £E22
EE- ElE
EEEE] PEN
553 =z
=28E =58

Crapuas eacectpa ovzes
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PATIENT ADMISSION AND REFUSAL
OF HOSPITALIZATION LOG

(HAINCHOBIHHE OPFAHI3LIH 3APABOOXPAHEHILR)

Kyphan

Tpunoxenue 6
K npHKazy
MUHHCTCPCTBA 3ApABOOXpaHCHIs

Pecny6niku Benapycn
2008 Ne

y4erTa npHemMa NaiueHToB H OTKA30B B FOCTTHTAIH3ALHK

~ dopvia Ne 001/y-07

Hauar « »

Oxonuen « »

2001

200r.

Hamumenosanue

HauwmenoBanue

Toctynnenne

IlocTosnnoe MecTo Kaxoii opra- | (Homep) obcnyxu- | Jluarnos Ha- | OTAEJEeHNs, Kyaa
N Damunns, JKMTENBCTBA MM | HU3auMell  31paBo- | Batomieii  amOyna- | NpaBuBlIeH Op- | FOCHHTATH3HPO-

n.’n MM,  OTHe- Jlata AJIPEC PO/JICTBEHHH- bl pi TaHH3aIHK BaH NALMCHT,

" | nata BPEeMs | CTBO Talu- | POKIACHHS KOB, OJIM3KHX, HanpasJieH WM KeM | 4ecKoil  OpraHmsa- | 3/[paBooxpa- Ne ment. kapTht

enra HOMep Teneona JlocTaBlien UMM 31PaBOOXpA- | HEHHs (ucTopHu po-

HeHHSs. J10B)
1 2 3 4 5 6 7 9 10
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Tponomkenue TaGamubt

HecocTosBuascs rocnuTai3aniu

Otka3zano Damuus, HHHLHATBI
Tpuunna oOTKa3a, NPUHATHIE MEPbI ( BPEMst OCMOTPa, 3kaoOkl, JaHHbIE 00BEKTHBHOTO OC- Mecto nepena- Bpaya MpHeMHOro
MOTpa, 1aHHbIC ). NeHHeE, TI0 JICYCHHIO 1 APYToe Hep- o- npaBIeHHs oTjienenus
BHYHO | BTOPHO
11 12 13 14 15
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