Date ________________________

Time In ______________________


HERPES SIMPLEX I

ENCOUNTER FORM

Patient Name:________________________________________________DOB_______________________________

Statement of Illness/Accident______________________________________________________________________

Allergies________________________Current Medication________________________________LMP____________

Temp___________B/P_________________________Pulse_________________________Resp__________________ 

ASSESSMENT:

Yes
No
Soreness of the lips, mouth and/or salivation

Yes
No
Fever, malaise

Yes
No
Acute onset

Yes
No
Vesicular eruption of gingival mucosa or lips, breaking of vesicles, grayish ulceration's

Yes
No
Inflammation and swelling of the gums or lips, with/without bleeding

Yes
No
Enlarged, tender submandibular lymph nodes, tonsillar lesions

Yes
No

Yes
No
Recurrent infection






___ Tobacco Use












___ Weight Management












___ Injury Prevention

ANALYSIS:           Herpes Simplex Type 1 (oral lesions)



___ Drinking/Drug use












___ School Performance

TREATMENT:









___ School Attendance












___ Physical Activity

Yes
No
Tylenol 500mg x 2 tabs or Advil 200-400 mg



___ Sexual Behavior

Yes
No
Use a saline solution for a mouthwash or gargle



___ IZ's current

Yes
No
Apply a topical drying or soothing agent 3-4 times per day.

Yes
No
Apply a topical anesthetic to lesions, as necessary

Yes
No
Maintain adequate fluid intake to prevent dehydration.  Avoid citrus juices, soda, carbonated beverages.  Use

straws to avoid contact with affected areas.

Yes
No
Magic mouthwash (1/3 Benadryl, 1/3 Maalox, 1/3 viscous lidocaine) used  NP/MD_________________

Yes
No
Rx given ________________________________________

Instructions/Comments: Return visit in 1 week if no improvement or if any of the following develops:  Eye symptoms, secondary bacterial infection, inadequate fluid intake.

Discharge Instructions Given
   Yes
No

Return to Class   Yes
No
Adult

Parent notified (time) __________________
RTC __________________

RN_____________________________________________________________________

NP/MD__________________________________________________________________

FOLLOW-UP:
Date _________________________
Time _____________________

________________________________________________________________
________________________________________________________________

________________________________________________________________

________________________________________________________________

PROVIDER_______________________________________________________

