Name: Age: Phone #: Date: Time:
Primary Physician: /Surgeon: Phone #:
Chief Complaints/Procedure: Height: Actual Weight (Ibs.):
Historian: Temp: Pulse: Resp: BP:
Religious Affiliation: [ Patient refuses blood/blood products Hospitalized within 30 days: 9
UNABLE TO OBTAIN HISTORY L] | GASTROINTESTINAL WOMENS HEALTH
Reason: Db oty s assiinssacis VB o it i
DYSPhaGIa ......ovvoivvsresessesseeesemss e semenesenees T [ o St i U
GCII Stones % LMLﬂdPﬂ/PIDr:?té:.“.u..‘.“.....‘.................'...................
Hiatal Hernia . BEHAVIORAL HEALTH
Hearing I-D-""M Liver Duause/]uundlce il | N History ...
:‘aor::h Sickness ... Pancreatitis .. e LJ Anxiety Drs.otdar
g Ostomy ... . | Depression ............cccc......

Fib
Spina

iu/Migruina

CM.DOOVASCMR!HEMATOLOGY

Denies History ... =
Bleeding Problems ... ossin
Blood transfusion in the pusf 3 months... o =
Chest Pcun/Anglnc | il
Heart Aftack/Dae: .. in
Heart Disease ... JEd
High Blood Pressure ... e ) T
Irregular Beats/ Paqemakar/AlCD ,,,,,,,,,,,,,,,,,,,,, L]
Mitral Valve Prolapse ... s 23

0l Veracolor DERIED vcosioioonomraniiis L]
Src Cell Disease .. L]

Venous Access waﬁype— Ij
Other:
RESPIRATORY

Danles MDY ....ccosonncmminonnssiiimsmssesssrsevines
PRI i v i s st sV
Bronchitis ...
COPD/ Emphysemo
Post Nasal Drip/Rhinitis/Sinusitis ..
PRI vt e opss b T s e e T

Tra

Other:

| Other:
. | GENITOURINARY /RENAL

Denies History ...
Kidney Drmu/Urognmfd...‘.“...............‘........
Prostate Problems ..
Voiding Problems...........cocoveniinnernieniccennenn:

Smide (thoughts/attempts)

o
CANCER

Dentes BRSIOTY «osisiiosociiaiiniusmireesserasriarviiets

T ~
R?d‘:oadiva Seeds/Implant ...........oceinicnniinns

O
]

1
Other: Chemo: Tx Date:
MUSCULOSKELETAL SOCIAL HISTORY
Denies History .. ... L] | Denies History ...
Arthritis ....c.coveee, E Tobut::‘oo oy
Back/Disc Problem _.. umber o yeors
o s O $d'°c§u°!‘r’wdw

ear

S Poseniial for aloahol wilhdrawd

Denies History .........coceenimiinnniciniinnenn
PR IVRET . vt ians veaspmsos oasrsssssazusmiassusnsnnys
Thyroid Diseas .. it
Other:
INFECTIOUS DISEASE
Denies Hlsinry
RncenfCold
Sexually Trunsmtll’ad Dlmsa/ rype ....................
'g:ercuios:s/ﬁ\dm
er:

(I

EREEEEN

o || oo

1. PT consumes al

Alcohol ...
Drinks. par duy

daily
2. PTi ;:ﬂ acutely mto}::u:uhd oot
3. PT has ous history of DT"
4, PTis humol olcohd user

Last drink taken:

Amount:

Type:
When quit drinking:

Recreational Drug .........cooovmiriviiiiinansiianns

An'loun!

Year Quit:

Detoxification Protocol Initiated......................... L]

ALLERGIES & REACTION [ Jlatex [ ]Latex Allergy Protocol Implemented None Known

[| Blood Reaction

Allergy Bracelet on []

Medications:

Symptoms:

"] Food/Shellfish/other allergies:

& Conhml’/Dyu

i mlf!-ehmrul Health)

CURRENTMEDICATIONS {include ﬁf
ointments, patches, eye rops,

A/Anticoagulant, over the counter medications,
|, vitamins and nutritional supplements)

Medication Dose

Last Dose

In-patient Prescriphion

YorN

YorN

YorN

YorN

YorN

YorN

YorN

North Broward
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| {Note: Additional medication can be listed on last page] [ | Attending Physician Notified of all medications L]

ADDRESSOGRAPH




i "3()@(“300

-----------

Ifyes, how long? Goal (0-10):
Location:
Radiation:
Duration:
Quality:

Aggravating [udors

Intemlty (0-10):

What medications/inferventions are effective in relieving your pain?

PSYCHOSOCIAL ASSESSMENT
D hmulane L__l Lwos wllh 5po

I Shatus |:| Smgle DNhrned O Dworoed [J Widowed [ ] Separated

ADVANCE DIRECTIVES

Do you have an Advance Directive?

(must check one of the following)

[ Information provided to patient

Patient elects not fo receive information

No.
No.

Yes. :i Please check the applicable Advance Directivels)
O Living Will [J Health Care Surrogate [] Durable Power of Attorney

If yes, patient has an Advance Directive, must check one
[l Copy in chart now if patient does not have advance directive with them

Next of Kin: Phone #:
Supportive Adult/Guardian:
Phone #:
(Inform patient to provide guardianship form within 24 hours)

please request/check one of the following:
[J New Advance Directive obtained and on chart
[[] Verbalized intent (must nofify MD)
[[] Elects not to provide information
Are you an Organ Donor: [ IYes [INo
DEEP VEIN THROMBOSIS SCREEN

If the patient has restricted mobility with two other risk factors, please notify the Physician
Risk Factors:

Hip Fracture

sc.unhacomlmﬁ’u;e ...................... n
ysi Sepsis ]
i PLANNED SURGICAI.lN'IERVH’ﬂ'IOH._
i Abdominal Surgery ...........coo...... [ ]
Central Lin€........ccovusmemesssionees Gynecalogical ﬁw S W

Obesity Reduction
EUROBE -3t e e Total Joint Rt it
Hyper Coagulopathy ............ccouvecernenes Knee/Lower ty Surgery ....... Bit

(] Physician notified regarding above risk factors.

Has threatened/hit/abused you within the last year?
(refer to policy RA 004015) [INo
EDUCATIONAL LEARNING ASSESSMENT
Learner [IPatient  [IFamily [ Significant Other
Readiness to learn [ Eager to learn [] Asks questions
[] Extremely anxious [] Denies need for Education
Knowledge of current health status [ No knowledge
[l Partial understanding (] Full understanding
Barriers fo learning [ Physical [ Emotional
[Jlanguage [Religious [ Cultural
(] Reading Ability L] Changes in Short Memory
L1 None
Preferred Learning Method [ 1Reading [ Lecture

[]Video l_] Demo/Practice
Communication n%sh D Spumsh [] Crecle

(] Sign Language

NUTRITIONAL SCREEN: If any of the foﬁowmg are checked, requesf for
Nutritional Consult Ordered ...
Altered Mental Status
Nausea/vomiting > 5
No food/drink for 3 duys "
Recent unplanned weight loss > 10 15, ............om
Difficulty swallowing/dysphagia ...
Evidence of Stage Il - IV pressure uloer/ Comphcaied wounds ........
Feeding tube .. + s

New onset dlqbelas

Trauma ..
Bclnufrlc Dlei ................................................................................
Pregnant/lactating ...
Surgical patients > 70 yeclrs yof age ..................................................
Ethnic diet/special needs {'rlcludl in diet order and order for
Difficulty chewing {lnduda in diet order and order for

Do you have any religious/cultural prudwosﬂnimamporlurﬂloyouur
may alter your care or education? LI No [] Yes
[ Patient Handbook Provided
PERSONAL EFFECTS: Do you use the following:
YES WITH PT, FAMILY/SO

Purse R et o |
Wallet selslrie s Jelcis S ]
Wheelchair .. Tk S B e
Braces......... 5B = o B e =
Cane/Crutches ..o S =it =it ==
IR e e e i s & e i o e m
Prosthesis i e = S
Medications .. = B s s E led
Dentures: (Full) .. el Bl U me B Bes W, =)

Upper = il = == = =

Lower e e S o =
T el EEEemsis BN =it
Contacts ... =R 7 S e s O
Hearg AldS ... oo it B e, 8 B o B
Other:
Patient/Family Signature Date

i for the above.

FUNCTIONAL SCREEN: If any of the foﬂomng are checked, physrcmn
order for physical therapy consult requested ....
New onset of paralysis
New onsef simke/CVA/syncope/hypolenuon
New amputation ... 5

Unsteady gait
Dysphagia
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A = Abrasions

S = Surgical LU = Leg/Foot ulcers

Left L = Loceration BR = Bruising
Loteral B = Burns O = Other
ulcer only
I: Reddened area, does not resolve with pressure relief.
II; Blister or superficial break in skin.
: l: Full thickness wound info subcutaneous fissue.
IV: Full thicknass with muscle, bone or tendon fissue
exposed.
U = Unable fo stage: Necrofic

Right Foot

£ =
LN

* Label Wound Type

[] Skin Breakdown Present [ "] Not Present [ Photograph Taken If wounds present: [_] Acute/Chronic Wound Flow Sheet Initiated

PNEUMOCOCCAL VACCINE INFLUENZA VACCINE
*May be administered year round *May be administered September through March

ASSESSMENT ASSESSMENT
CHECK ALL WHICH APPLY TO PATIENT Al APPLY
[J Unable to determine prior vaccination status [[] Unable to determine prior vaccination status

For Pneumonia: For Influenza:
[ Patient has not received vaccine (order set on chart) [] Patient has not received vaccine (order set on chart)
[ Patient has received vaccination in past 5 years (<65 years old) | [] Patient has received vaccination this current flu season
[ Patient is 65 years of age or older and has received vaccination -

since the age of 65

| AT ISCHARGE [[] Social Services Consult entered in computer
[JTransportation  [] Placement needed
Medical Equipment: [] Oxygen [ CPAP  [] Nebulizer [] Blood Glucose Meter ~ Other;
Community Services: (Home Health, Reach to Recovery, Meals On Wheels, etc.):

Nurse Signature: Unit: Date: Time:
Nurse Signature: Unit: Date: Time:
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OUTPATIENT PRE-ADMISSION NOTE: Dateof Call/Visit_____ DateofSurgery:_____ Pre-op Work Up:
Autologous Blood [[] Direct Donor[]  Confirmed with Blood Bank [] # of Units Available__ semc ] Nemc] imc[d csmed
Pufeanmamhdudmm DP«Mrcﬁmbhod 33 5 : Orher

Nndn@lnmﬂ e

_mngainm H

= e

w"u actual h““/""“dﬂ‘ deficit 8 g.:'ﬂ/ﬁmﬂy Inur:fhg neads/level of understanding assessed. O m m dwm
i "’“‘." explanation of pre-operative roufine given. :
planned surgical infervention, 8 Inslrwhm:nh;mrg, coughing, deep breathing, leg exercises given. E Pahmronpeawﬂr:mle:r;mrdmmd&hd
Procedure LT e s Demonsirates understa axplanation
O Wm«d&mﬂmhmphmd. [ Poti rv;h:hmundmmdmofpummmmﬂ
Anxiely Pain scale goal [] Needed referrals /arrangements mode.
Dmadpwopimmmdpuﬂwmpmulaiuuﬁmd, [] Care individualized fo meef patients needs.
Paycho/Social copy provided, (] patient verbalizes understanding of discharge plan.
[ Allow to express feelings, ask questions.
Actual/Potential [[] Sense of wellness promoted. Standard of Care/Protocol: [] Yes
Individual Needs [ Cultvral/Spiritual Needs:
Self Care/Discharge Planning [CJ Discharge plonning initiated/home care assessed.
(] Supportive adult post discharge confirmed
(] Needs identified/Action:
Nurse Signature: Unit: Date: Time:
Nurse Signature: Unit: Date: Time:
_ DATE & TIME - ~_INTERDISCIPLINARY NOTES/ADVANCE DIRECTIVES |NFORMA]1°N

Education: [ ] Smoking cessation information provided [_] Food/Drug Inferaction Information provided
[ Acute pain management rights brochure provided [_] Micromedix CHF Education provided

MNurse Signature: Unit: Date: Time:

Nurse Signature: Unit: Date: Time:

Current Medications: (Confinued)

Medication Dose Frequency Lost Dose In-patient Prescripfion

YorN
YorN
YorN
YorN
YorN
YorN
YorN
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