Blood Pressure Flow Sheet

Name: DOB: M/F Ethnicity:

Allergies: Advance Directive Discussion Date:
Copy of Advance Directive in Chart: Y/N

Pharmacy: Phone:
Hypertension Diagnosis: Date HTN Dx.:
Diabetes Diagnosis: Date of DM Dx:

Treating Provider Name:

Date Blood Pressure Actions
(mm/dd/yyyy) Recording (Recheck BP if >140/90 mmHg)
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*HEDIS® Requirement



