Supplementary Document 1: Doctor's Daily Case Report Form
Dear Doctor,
We kindly ask you to fill out the following form regarding your patient. Thank you for your collaboration.
Participant Number: ________
Day of Admission: __________
Age: ______, Year of Birth: _________
Weight: _______, Height: __________
Gender: M/F
Please fill in the following vital signs from the morning shift data:
· Body Temperature: _______
· Heart Rate: ________
· Respiratory Rate: ________
· Oxygen Saturation:
· Wake: _____
· Sleep: ________
· Oxygen Supplementation (L/min): _______
· Respiratory Work:
· Retractions: Yes/No
· Dyspnea: Yes/No
· Nasal Flaring: Yes/No
· Grunting: Yes/No
· IV Antibiotics: Yes/No
· Name of the Antibiotics: _________
· PO Antibiotics: Yes/No
· Name of the Antibiotics: _________
· Blood Test Withdrawn in the past 24 Hours: Yes/No
· WBC (k/µL): ________
· ANC (k/µL): ________
· CRP (mg/dL): ________
· Chest X-Ray Performed in the Past 24 Hours: Yes/No
· Pain VAS (1-10): ___________
· Frequency of Pain Relief Drug Administration in the Last 24 Hours (per day): _______
· Chest Tube Inserted in the Last 24 Hours: Yes/No
· Fluids Infusion Rate: _____
Patient’s Well-being:
· Patient Mood (VAS): 1 (lowest score) to 10 (best score)
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· Patient Vitality (VAS): 1 (lowest score) to 10 (best score)
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