
 

 
 

 

 

 
 

 

 

 

 

 

 

Documenting PCSP 

Information 
 

 

 
  



 
 

2 
 

Start your visit 
Double click on your patient from the schedule view, which should tak you to the ‘pre-charting’ activity. 
Once the patient has arrived, click Start the Visit 

 

 

 

 

 

 

 

 

 

Completing the Intake activity 
This will open the ‘Intake’ activity which is where you normall enter the details of the appointment 

including  ‘Reason for Attendance’, ‘Maternal Vital Signs’,  and ‘Antenatal Examination’ 
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Towards the bottom of this screen is ‘Care Plan’ – in order to see the available fields you need to fill in you 

will need to either click on any of the 3 places within the red boxes below 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Once you have clicked on one of these 3 places, it will open the following flowsheet documentation. 

Ensure you document the first 3 questions highglighted in the red box at every antenatal appointment.   

 

 

 

 

 

 

 

 

 

 

 

You should also write about the details of  any discussion you had, by clicking on the note icon which will 

bring up a text box where you can document the conversation 
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To ensure this is easily visible for others to see you can create a note without having to retype the 

information later on. To do this, click create note at the top of that section. 

 

 

 

 

 

 

 

 

This will open a pop up box, and if you click on ‘Insert Data’ at the top of the screen it will paste in 

everything you have just documented. You could either copy and paste this to put it in a note that you are 

already working on or click ‘sign when signing visit’ which will save it as a separate note. Sign when signing 

visit will save it until the end in case you wish to go back and edit before the end of the visit. Also, make 

sure the My Frimley Health Record icon is green so that the woman can read this in her app. This is 

important for personalised care that women are aware of what is being shared in her clinical record.   



 

 
 

 


