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(5 points), history (30 points), physical examination (20 points), diagnosis(es) (15 points), and treatment (30 points).  
Each section is further broken down 
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example, perhaps you’ve initiated one or more of the following: 
 

Changes to the 
Curriculum or 
Pedagogies 

�x Course content 
�x Teaching techniques 
�x Improvements in technology  
�x Prerequisites 

�x Course sequence 
�x  

�x 



Appendix A 

(Student Form) 
 
 

Saint Louis University School of Nursing 
Case 1 - Casey 

    
 
Information for the Student:  
 
Chief Complaint: 
22-month-old female Casey has come to the office with her mother, Mrs. Smith.  The chief 
complaint is runny nose x 1 week that is starting to dry up, fever to touch x 2 days, and fussiness.   
 
Vital Signs:   

�x Temp - 100.0 ax 
�x HR – 110 
�x RR – 20 
�x Wt. 24 lb. 8 oz (40%) 
�x Ht. -32” (50%) 

 
Immunization Record: 

�x Up-to-Date 
 
Problem List: 

�x Gastritis – 11months old 
�x Bilateral Otitis Media – 15 months (Resolved with Amoxicillin x10days) 

 
Last Visit: 

�x 18 month – well child visit 
 
Task: 
You have 30 minutes to: 

1.  State the possible differential diagnoses at the onset after reviewing the case sheet. 
2.  Obtain a focused history  

 3.  Perform a focused physical assessment 
 4.  Re-examine the list of differential diagnoses 
 5.  State your final diagnosis 

6.  Develop a therapeutic plan including following as appropriate:  
a. pharmacologic  
b. lab/diagnostics if relevant 
c. nursing/supportive therapies 
d. health promotion 
e. health education 
f. follow-up  





(Student Form) 
 

Saint Louis University School of Nursing  
Case 3 – Kelton  

 
Information for the Student:  
 
Chief Complaint: 
8-year-old Kelton has come to the office with his mother.  The chief complaint is cough and cold 
for 2 weeks.   
 
Vital Signs: 

�x Temp:  101.6 orally 
�x HR:  90 
�x RR:  28 
�x BP:  90/66  
�x Wt.:  60 lbs. (75%) 
�x Ht.:  50” (50%) 
�x BMI:  16.9 (75%)  
�x O2 Sats:  98% (Room Air) 

 
Immunization Record:  

�x UTD for age; except no influenza vaccine for the last 3 years. 
 
Problem List:  

�x 3y/o:  BOM 
�x 4y/o:  Strep Pharyngitis  

 
Last Visit: 5y/o well child visit 
 
Task: You have 30 minutes to: 

1.  State the possible differential diagnoses at the onset after reviewing the case sheet. 
2.  Obtain a focused history  

 3.  Perform a focused physical assessment 
 4.  Re-examine the list of differential diagnoses 
 5.  State your final diagnosis 

6.  Develop a therapeutic plan including following as appropriate:  
a. pharmacologic 
b. lab/diagnostics if relevant 
c. nursing/supportive therapies 
d. health promotion 
e. health education 
f. follow-up 

 



(Student Form) 
 

Saint Louis University School of Nursing 
Case 4 – Brittany  

 
Information for the Student:  
 
Chief Complaint: 
11-year-old, AA, Brittney is at the office with her mother.  The chief complaint is frequent cough 
and wheezing in gym class.  Needs a refill on her inhaler.  
 
Vital Signs: 

�x Temp:  99.0ax. 
�x HR:  80 
�x RR:  14 
�x BP:  110/70 (50%+/50%+) 
�x Wt.:  130lbs. (>95%) 
�x Ht.:  60” (90%) 
�x BMI:  25.4 (>100%) 
�x O2 Sats:  94% (Room Air) 

 
Immunization Record:  

�x UTD, except needs annual influenza vaccine 
 
Problem List: 

�x 8y/o:  Intermittent asthma started, no hospitalizations. 
 
Last Visit: 

�x 10y/o well child visit 
 

Task: 
You have 30 minutes to: 



(Student Form) 

Saint Louis University School of Nursing 
Case 5 – Anna Marie 

 

Information for the Student:  
 
Chief Complaint: 
15y/o female here with her mother with complaints of painful urination x2 days. 

Vital Signs: 
�x Temp:  99.6 oral 
�x HR:  80 
�x RR:  14 
�x BP:  118/78 (50%/90%)          
�x Wt:  120 lbs. (60%)   
�x Ht.:  65” (75%) 
�x BMI:  20.0 (50%) 

 
Immunization Record: 

�x UTD for age 
 
Problem List:  

�x 5y/o:  Influenza A 
�x 7y/o:  Sinusitis 

 
Last Visit: 

�x 14y/o:  Well child visit  
Task: 

You have 30 minutes to: 

1.  State the possible differential diagnoses at the onset after reviewing the case sheet. 
2.  Obtain a focused history  

 3.  Perform a focused physical assessment 
 4.  Re-examine the list of differential diagnoses 
 5.  State your final diagnosis 

6.  Develop a therapeutic plan including following as appropriate:  
a. pharmacologic  
b. lab/diagnostics if relevant 
c. nursing/supportive therapies 
d. health promotion 
e. health education 
f. follow-up  



(Student Form) 
 

Saint Louis University School of Nursing 
Case 6 – Tia  

 
Information for the Student:  
 
Chief Complaint: 
11-year-old Tia has come to the office with her mother.  The chief complaint is runny nose and 
headache.  Also, my rash will not go away. 
 
Vital Signs: 

�x Temp:  99.0 ax. 
�x HR:  88 
�x RR:  21 
�x BP:  110/70 (50%/50%)  
�x Wt.:  80lbs. (45%) 
�x Ht.:  60” (75%) 
�x BMI:  15.6 (20%) 

 
Immunization Record: 

�x UTD at age 10y/o. 
 
Problem List: 

�x 24m/o:  BOM 
�x 5y/o & 7y/o:  Strep Pharyngitis 

 
Last Visit: 

�x 10y/o:  Well child visit 
 
Task: 
You have 30 minutes to: 

1.  State the possible differential diagnoses at the onset 



Appendix B 
Saint Louis University 

School of Nursing 
 
 

��  Telephone Conversation         Student  Name:___________________________________________________     

��  On Site Visit           Clinical Site:______________________________________________________     

     Preceptor:_________________________________________________________ 

     Date:_____________________________________________________________ 

     Faculty Completing Form:____________________________________________ 

Evaluation Form for Clinical Site 

A. The Student 
Professional behaviors of a NP exhibited: 
includes being punctual and timely 

 

Gives patient adequate amount of time 
for interview and exam 

 

Asks appropriate questions during HPI 
and exam – Develops appropriate 
history 

 

Formulates appropriate differentials 
 

Communicates data with preceptor in a 
logical, systematic fashion 

 

Formulates appropriate plan with 
rationale appropriate to dx 

 

Identifies appropriate diagnostic 
measures for problem/diagnoses 

 

Identifies therapeutic measures: 
Pharmacologic therapy, supportive 
nursing, health promotion/education 

 

Student is able to present appropriate 
follow-up in treatment plan 

 

  
 

 

B. 



variety of hours  
The student has adequate access to 
patient charts and information needed 
to evaluate and provide care  

 

The clinical site is supplied with 
adequate equipment needed for student 
practice 

 

The clinical site has adequate support 
staff 

 

 

C. Preceptor 
Preceptor is aware that course is taught 
online and has received preceptor 
information for course 

 

Preceptor has clear expectation of 
his/her role  

 

Does the preceptor know how to get 



Appendix C 

Cultural ly Sensitive Cases 2022 

Case 1 

A 3y/o female presents to the clinic with her mother for left sided ear pain.  After a thorough 
history and physical, she is diagnosed with LOM and prescribed Amoxicillin.  When the 
provider looks at the chart to determine her allergy status the provider notices the family is self-
pay.  The provider asks the mother if they have insurance, and she states “No”.  The provider 
proceeds to ask if she is aware of Medicaid.  Did the provider handle this case with cultural 
sensitivity?  Why or why not?  Could things have been communicated differently?  If so, what? 

Case 2 

The provider enters the examination room for a 4m/o well visit.  The mother is holding her infant 
while sitting in the examination room chair.  The visit starts with telling the mother how the 
infant is growing and showing the mother the infant’s growth on the CDC growth charts.  The 
infant becomes fussy and the mother states that the infant is hungry.  The provider proceeds to 
tell the mother she may feed the infant while the provider finishes up with questions/education 
before the provider is ready to examine the infant.  The mother becomes hesitant & demonstrates 
uncomfortable facial changes since the baby breast feeds.  Did the provider handle this case with 
cultural sensitivity?  Why or why not?  Could things have been done differently?  If so, what? 

 

Case 3 

A 17y/o Muslim female patient is at the office to be seen for a dry, itchy rash in her scalp.  The 
patient is wearing a headdress and appears to be reserved and nervous.  After obtaining the 
history, the provider asks the patient to remove her headdress so the rash can be examined.  The 
provider waits in the room while the patient removes her headdress.  Did the provider handle this 
case with cultural sensitivity?  Why or why not?  Could things have been done differently?  If so, 
what? 

Case 4 



 

Case 5 

A Hispanic mother brings her 2y/o son in for what appears to be a cough, runny nose, and fever.  
The mother speaks no English, the provider does not speak Spanish, and there is no interpreter 



states that she is like a mother to the patient, and she wants to stay in the room.  The girl looks 
frightened. You reply: 



Appendix D 

(Instructor Grade Rubric Case 1) 

 

Student Name:  __________________________________ 

Instructor: ___________________________________ 

Date:  ___________________________________ 

Case 1:  Casey   22-month-old  

Instructor solicited information 

Pre examination differential diagnoses before seeing the client 

1.  Upper respiratory infection 

2.  Otitis Media 

3.  Other viral illness with fever  

4.  Teething 

Grade:   

�x Differential Diagnoses (5 points)___________ 
�x History    (30 points)__________ 
�x PE:     (20 points)__________ 
�x Dx:     (15 points)__________ 
�x Treatment:   (30 points)__________ 

 
Total:    (100 points)_________ 

  





Physical Examination (20 points): 

Points Category Student Expectations Student Performance 
2 General 

appearance 
Well nourished, well developed, alert, 
playing with toys on mother’s lap, 
responsive & cooperative. 

 

2 Skin Warm, dry, no lesions, no rash, rapid 
capillary refill, & good turgor. 

 

2 



Tylenol (160mg/5mL) 1 tsp Q4-6 hours 
PRN. 

 

Heating pad/warm towel to right ear 
PRN pain. 

 

Cool mist humidifier at naptime and 
bedtime. 

 

NS and bulb suction PRN.  

Elevate HOB.  

1tsp honey Q4 hours PRN cough.  

Avoid second-hand smoke.  

Take all prescribed antibiotic  

Follow-up 2 weeks for ear recheck and 
well visit.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



(Instructor Grade Rubric Case 2) 

 

Student Name:  __________________________________ 

Instructor: ___________________________________ 

Date:  ___________________________________ 

 

Case 2:   Alisha     10-month-old  

Instructor solicited information 

Pre examination differential diagnoses before seeing the client 

1.  Upper respiratory infection 

2.  Wheezing 

3.  Bronchiolitis 

4.  Pneumonia 

5.  GERD 

6.  Fo2.29 0 M5 (l)3s5S.77 5eSn body Aspiration 

 

Grade:   

�x Differential Diagnoses (5 points)___________ 
�x 



 

 

 

(Instructor Grade Rubric Case 2) 

Physical Examination (20 points):        

Points Category Student Expectations Student Performance 
2 General 

appearance 
Well nourished, well developed, alert, 
resting quietly in mother’s arms.  
Momentarily interested in a toy, refused 
bottle of formula. 

 

2 Skin Warm, dry, no lesions, no rash, rapid 
capillary refill, & good turgor. 

 

2 Head/Neck H – normocephalic,  ½ cm anterior 
fontanelle that is soft & flat, posterior 
fontanelle closed. 
N – supple neck, no lymphadenopathy. 

 

2 Eyes PERRLA, EOM’s, conjunctiva without 
redness or drainage, bilateral red reflex 
present. 

 

2 Ears Canals clear with slight cerumen; left & 
right TMs both pearly gray, +light 
reflex, visible landmarks, & good 
mobility. 

 

2 Nose Dried clear mucus with scant clear nasal 
discharge from both nares present with 
congestion. 

 

2 Mouth/ 
Throat 

M – moist, 8 teeth present 
T – pink, tonsils 2+, no exudate 

 

2 Heart S1 and S2, RRR, no murmur, pulses 2+ 
& equal to upper & lower extremities, 
HR 132 

 

2 Lungs** Slight subcostal retractions, wheezing 
on expiration & intermittently on 
inspiration in all lobes, unable to 
appreciate any crackles due to the 
wheezing, fair aeration, O2 sats 92%, 
RR 54. No stridor, sporadic dry cough 
in office. 



** (IF STUDENTS DECIDES):   

After Albuterol nebulizer treatment:  O2 Sats:  97%, HR:  154, RR:  40.  No retractions, good 
aeration, intermittent faint wheezing on expiration, no crackles. 

If student elects to get CXR:  negative, except for slight hyperaeration. 

If student elects to get RSV, COVID-19, & FLU testing:  negative. 

Diagnoses (15 points): 

Points Category Student Expectations 



Encourage formula, Pedialyte, no bottle 
in bed. 

 

Follow-up 1 week to reassess lungs – 
sooner for any acute changes. 
Needs 9m/o well child check-up, 
FLU#2, Hgb, lead level. 

 

  

Return to office/ED if develops: RR > 
60 with difficulty breathing, retractions, 
or will not drink fluids, no urine output 
q 6-8 hours, dry eyes, dry mouth. 

 

10 



(Instructor Grade Rubric Case 3) 

 

Student Name:  __________________________________ 

Instructor: ___________________________________ 

Date:  ___________________________________ 

 

Case 3:   Kelton     8-years-old  

Instructor solicited information 

Pre examination differential diagnoses before seeing the client 

1.  Upper respiratory infection 

2.  Sinusitis 

3.  Seasonal Allergies 

4.  Pneumonia 

 

 

Grade:   

�x Differential Diagnoses (5 points)___________ 
�x History    (30 points)__________ 
�x PE:     (20 points)__________ 
�x Dx:     (15 points)__________ 
�x Treatment:   (30 points)__________ 

 
Total:    (100 points)_________ 

 

 

 
 
 

 



(Instructor Grade Rubric Case 3) 

Differential Diagnoses (5 points): 

Points Category Student Expectations Student Performance 
5 Differential 

Diagnoses 
List 3-4 differential diagnoses 1. 

2. 

3. 

4. 

History (30 Points): 

Points Category Student Expectations Student Performance 
20 History of 

Present 
Illness 

Confirm chief complaint  

Onset  

Progression of symptoms  

Alleviating factors  

Aggravating factors  

Medications  



Physical Examination (20 points): 

Points Category Student Expectations Student Performance 
2 General 

appearance 
Well nourished, well developed, alert, 
awake & sitting next to mother with his 
head against her shoulder, looks tired 



Treatment (30 points): 

Points Category Student Expectations Student Performance 



(Instructor Grade Rubric Case 4) 

 

Student Name:  __________________________________ 

Instructor: ___________________________________ 

Date:  ___________________________________ 

 

Case 4:  Brittany   11-years-old  

 

Instructor solicited information 

Pre examination differential diagnoses before seeing the client 

1.  Intermittent asthma 

2.  Exercise induced asthma 

3.  Allergic Rhinitis  

 

Grade:   

�x Differential Diagnoses (5 points)___________ 
�x History    (30 points)__________ 
�x PE:     (20 points)__________ 
�x Dx:     (15 points)__________ 
�x Treatment:   (30 points)__________ 

 
Total:    (100 points)_________ 

 

 

 

 

 



(Instructor Grade Rubric Case 4) 

Differential Diagnoses (5 points): 

Points Category Student Expectations Student Performance 
5 Differential 

Diagnoses 
List 3-4 differential diagnoses 1. 

2. 

3. 

4. 

History (30 Points): 

Points Category Student Expectations Student Performance 
20 History of 

Present 
Illness 

Confirm chief complaint  

Onset  

Progression of symptoms  

Alleviating factors  

Aggravating factors  

Medications  

Changes in activity  

Changes in diet  

Smoking  

School  

Sports  

Immunizations  

ROS (general, resp., eye, nose, ear, GI, 
skin) 

 

5 Past 
Medical 
History 

Previous illnesses  

Allergies (meds/food)  

ED visits/Hospitalizations  

5 Family 
History 

Mother, father, siblings, grandparents  

 



Physical Examination (20 points): 

Points Category 



Treatment (30 points): 

Points Category Student Expectations Student Performance 
20 Office Tx  Spirometry ordered?  

Home Tx 

Albuterol Inhaler 2puffs Q4-6 hours 
PRN cough/wheeze (#2 home/school). 
Use with aerochamber. 

 

Take 2 puffs of Albuterol 10-15 
minutes prior to gym class or any 
activities. 

 

Loratadine 10mg 1 tablet QD or Zyrtec 
10mg 1tablet QD at HS. 

 

May need to add inhaled corticosteroid 
or Singulair. 

 

Avoid second-hand smoke.  

Keep track of possible asthma triggers.  

Administer Influenza vaccine today.  

10 Obesity 

Encourage healthy diet and drinks.  

Increase exercise to 5-6 days per week 
for 60 minutes. 

 

Reduce 
TV/computer/tablet/phone/games to <2 
hours per day 

 

Obtain universal lipid testing since she 
is 11y/o. 

 

Follow-up 3-6 months to recheck 
weight and BP. 

 

Follow-up phone with 



(Instructor Grade Rubric Case 5) 
 
Student Name:  __________________________________ 
 
Instructor: ___________________________________ 
 
Date:  ___________________________________ 
 
Case 5:  Anna Marie   15-years-old  
 
Instructor solicited information 
Pre examination differential diagnoses before seeing the client 
 
 
1. Urinary Tract Infection  
2.  Urethritis/vaginitis 
3.  Sexually transmitted disease 
 
 
 
Grade:   

�x Differential Diagnoses (5 points)___________ 
�x History    (30 points)__________ 
�x PE:     (20 points)__________ 
�x Dx:     (15 points)__________ 
�x Treatment:   (30 points)__________ 

 
Total:    (100 points)_________ 

 
 
 
 
 

 
 

 

 

 

 

 





Physical Examination (20 points): 
 

Points Category Student Expectations Student Performance 
2 General 

appearance 
Alert & cooperative, sitting on exam 
table.  Well nourished & well 
developed. 

 

2 Skin Warm, dry, no lesions, no rash, rapid 
capillary refill, & good turgor.   

 

2 Head/Neck H – normocephalic, even hair. 
N – 



Treatment (30 points): 
 

Points Category Student Expectations Student Performance 
30 Office Tx UA ordered? 

Pregnancy test ordered? 
STI testing ordered? 

 

Home Tx 

Bactrim DS (800mg/160mg) 1 tablet 
BID x3-10 days 
Cefdinir 300mg 1 tablet BID or 2 
tablets QD for 7-10days. 

 

Send UA for C&S, CT/GC.  

Discuss testing for other STIs such as 
HIV & syphilis if in high prevalent area 

 

Wear cotton underwear.  Avoid thong 
underwear & leggings. 

 

Use condoms with all sexual 
encounters. Use oral barriers such as 
dam when performing oral sex. 

 



(Instructor Grade Rubric Case 6) 

 

Student Name:  __________________________________ 

Instructor: ___________________________________ 

Date:  ___________________________________ 

 

Case 6:  Tia   11-years-old  

 

Instructor solicited information 

Pre examination differential diagnoses before seeing the client 

1. Upper Respiratory Infection 

2.  Sinusitis 

3.  Allergic Rhinitis 

 

Grade:   

�x Differential Diagnoses (5 points)___________ 
�x History    (30 points)__________ 
�x PE:     (20 points)__________ 
�x Dx:     (15 points)__________ 
�x Treatment:   (30 points)__________ 

 
Total:    (100 points)_________ 

 

 

 

 

 



(Instructor Grade Rubric Case 6) 

Differential Diagnoses (5 points):         

Points Category Student Expectations Student Performance 
5 Differential 

Diagnoses 
List 3-4 differential diagnoses 1. 

2. 

3. 

4. 



Physical Examination (20 points): 

Points Category Student Expectations 



Treatment (30 points): 

Points Category Student Expectations Student Performance 
15 URI/AR Loratadine 10mg 1 tablet QD or Zyrtec 

10mg 1 tablet QD at HS 
 

Singulair 5mg 1 chewable HS  

Flonase (or other steroid nasal spray), 
1-2 squirts to both nostrils QD



Appendix E 

(Instructor /Patient Background Script) 
 
 
Case 1 – Casey - Background - Script       
 
Casey S.  - 22-month-old Casey has come to the office with her parent, Mrs. Smith.  The chief 
complaint is runny nose, fever, and fussiness x1week.  Temp at office is 100.0 ax.  
 
Hx of Present Illness: 
She started with a clear runny nose a week ago and then the last 2 days she acted like she didn’t 
feel well and she felt hot yesterday and today.  Last night she was rubbing at her right ear.  She’s 
been irritable the last couple of days. She is still drinking but eating less. 
 
Previous Illness visits: 



Hearing:  Seems to hear ok. 
Immunizations:  UTD.   
Screenings:    Normal at 9m/o and 18m/o.  
       
Do you have any other concerns about her? 
She doesn’t seem interested in toilet training yet.  I put her on the potty, and she just laughs.  She 
does pull off her wet diapers when we are home.   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



(Instructor /Patient Background Script) 
 

Case 2 – Alisha – Background Script: 
 
Alisha M.  10-month-old female here with her mother who gives a chief complaint of coughing, 
trouble eating, and “sounds congested in the lungs” x1 day.  Temp at office is 101.8 ax. 
   
Hx of Present Illness: 

�x Cold for 3 days then her cough got worse yesterday – she’s coughing a lot.   
�x Sounds congested and sometimes she vomits when she coughs. She has vomited at least 2 

times a day – 



Family Hx:  Mother, father, & siblings are healthy.  Maternal Aunt (mother’s sister) has asthma. 
 
Social Hx: 

�x She attends daycare full time at a licensed facility with 9 other children in her room. They 



(Instructor /Patient Background Script) 
Case 3 – Kelton – Background Script 
 
Kevin T.  8y/o male is at the office with his mother with the chief complaint of cough and cold x 
2 weeks. 
 
Hx of Present Illness: 
He started with a clear runny nose about 2 weeks ago that changed to green mucous after 1 week 
but is now drying up.  I thought he was getting better but now he seems worse.  His fever started 
2 days ago with a Tmax of 102F this morning.  About 3 days ago he started with a cough, and it 
seems to be worse at night.  It is productive and he is coughing up greenish-yellow phlegm.  His 
appetite is decreased but he remains drinking fluids and urinating.  Kelton’s brothers have all had 
this cold but they “shook it off” after 5-7 days.   
 
Previous Illness Visit:  

�x 3y/o:  BOM 
�x 4y/o:  Strep Pharyngitis 

 
Allergies:  Amoxicillin (Hives – Broke out on 3rd day while taking for strep throat at 4y/o). No 
food allergies. 
 
Review of Systems:   

a. General:  Laying around more the last 3 days & unable to go to school yesterday & 
today. 

b. Fever:  For the past 2 days he has had a fever of 101-102F.  It goes down after Tylenol 
then back up at the 4-hour mark.   

c. Eyes:  He has some circles under his eyes. No eye drainage. No eye redness. 
d. Ears:  No complaint of ear pain or discharge. 
e. Nose:  At first it was clear runny drainage that changed to green and now it is drying up 

with mild congestion.  
f. Throat:   Kelton has not complained of his throat hurting. 
g. Cough:  He’s been coughing a lot the last 3 nights and some during the day.  Coughing 

up green-yellow phlegm (especially the last 2 mornings). No SOB, no chest pain, no 
difficulty breathing, no wheezing.    

h. Urination:   Yes, he went just before we left for the clinic.  Pale yellow with no odor. 
i. Sleeping:  Kelton has been sleeping more but the coughing wakes him up at night.   
j.  GI:   No vomiting or diarrhea. No abdominal pain. 
k. Rash:  No. 
l. Appetite:  He has lost his appetite.  He just eats a tiny amount.   He is drinking only 

water and juice.   
 
Family Hx:  Mother, father, & 3 older brothers are all in good health.  PGF has T2DM. 
 
Social Hx: 

�x Kelton lives at home with his mother, father, and 3 older brothers (10y/o, 12y/o, & 
15y/o). 



�x Kelton is in 3rd grade & likes school.  Has many friends. 
�x No second-hand smoke exposure. No travel, no COVID exposure. 
�x 2 indoor dogs 

 
Other Concerns:  I was wondering if he could have allergies to pollen or something?  He 
frequently has a clear runny nose and sneezes a lot in the spring. 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



(Instructor /Patient Background Script) 
Case 4 – Brittany – Background Script 
 
Brittany A.   11-year-old Brittney has come to the office with her mother, Ms. Allen.  The chief 
complaint is frequent cough and wheezing in gym class.  (Mom is going to let Brittney answer 
the questions). 
 
Hx of Previous Illness: 
I have had a history of asthma for the last 3 years that seems to act up when I am sick or a 



 
Family Hx:  Mother & 9y/o brother are healthy.  Father suffers from seasonal allergies.  MGM 
has T2DM. 
 
Social Hx: 

�x Brittany is in the 6th grade & has 2 close friends.  She makes A’s and B’s. 
�x Mother & father are separated.  Brittany lives with her mother and 9y/o brother & lives 

with dad every other weekend. 
�x Pets: 1 inside dog that is 7y/o at mother’s house. 
�x No smokers at mother or father’s house. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



(Instructor /Patient Background Script) 
 
Case 5 – Anna Marie – Background Script 
 
Anna Marie T.  15y/o female here with mother with complaint of painful urination x2 days.   
 
Hx of Present Illness: 
For the last couple of days, it has hurt to pee, and it really hurts now.  I must go frequently.  It 
kind of smells.   I had to get up twice last night to go to the bathroom and I never do that. 
 
Allergies:  None to medications/food. 
 
Review of Systems: 

a. General:  Feels more tired the last 2 days.  
b. Fever:  I do not think so. 
c. Eyes:  No drainage. 
d. Ears:  Denies pain or drainage. 
e. Nose:  Denies congestion or discharge.   
f. Throat:   Denies sore throat. 
g. Cough:  Denies cough or SOB. 
h. Abdomen:  Only hurts when I must go to the bathroom, pain is below my belly button. 
i. Back:  Denies back pain. 
j. Urination:   I must go almost every hour or 2 now.  Denies blood in urine. 
k. Sleeping:  Denies any changes to sleep.  Goes to sleep at 11pm and awakes at 6:30am. 
l. GI:   No vomiting or diarrhea. 
m. GU:  denies vaginal discharge. 
n. Rash:  No. 
o. Appetite:  I do not want to drink much since it will only make me go to the bathroom.  I 

have been eating a little bit. 
p. Activity:  I did not go to school today.  My favorite activity is to go to mall/ hang out 

with friends.  
q. Hygiene:  Does not use bubble bath, takes showers, uses Dove soap, has thought about 

douching.  
r. Sexual Activity:  



(Instructor /Patient Background Script) 
Case 6 – Tia – Background Script      
 
Tiffany J.  11-year-old Tia has come to the office with her mother, Ms. Jones.  The chief 
complaint is runny nose and headache.  Plus, her rash will not go away. (Mom is going to let Tia 
try to answer any questions). 
 
Hx of Present Illness:  
I have this runny nose that does not ever go away.  Sometimes I feel stuffy, and my head starts to 
hurt.  I also have a rash that will not go away on my belly and arms.  It itches. 
 
Previous Illness Visits: 

�x 24m/o:  BOM 
�x 5y/o & 7y/o:  Strep Pharyngitis 

 
Allergies: None to medications/food 
 
Review of Systems: 

a. General:  Tired the last 2 days.  I have had a headache off & on for one week.  When I 



�x Does sleep with windows open when the weather is nice. 
 

 

 



Appendix F 

N5330-22 PNP Residency Evaluation Spring 2022 

 

1. The session/content on pediatric x-rays contributed to my learning. 

 

 
Yes 

 

 
No 

 

 
Not applicable 

3. The class on Common Pediatric Procedures contributed to my learning. 

 

 
Yes 

 

 
No 

 

 
Not applicable 

 

 
Not applicable 

5. The session on Cultural Cases contributed to my learning. 

 

 
Yes 

 

 
No 

 

 
Not applicable 

6. he Clinical Patient Simulation Cases allowed me to demonstrate my clinical reasoning skills. 

 

 
Yes 

 



 

 
No 

 

 
Not applicable 

9. Overall evaluation of the Residency: 

 

 
Excellent 

 

 
Good 

 

 
Average 

 

 
Poor 

10. Please provide any additional information that would improve future residencies. 

 


