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Patient/Resident Name: (First)

(Last)

(Middle)


Patient/Resident#:

________________________________________________________________________________________________________________________Admit To (Facility Name):







Room #/ Wing:

________________________________________________________________________________________________________________________Nursing Facility Attending Physician: (First)


(Last)

(Middle)


Date:

________________________________________________________________________________________________________________________

WEIGHT

HEIGHT

______________________________________________________________________________________________________________________

Diagnosis- Causing Hospital Admission

_______________________________________________________________________________________________________________________

Diagnosis- Other Medical Problems

_______________________________________________________________________________________________________________________

Medication Allergies (include past reaction)

_______________________________________________________________________________________________________________________

Generic equivalent is authorized ٱ yes   ٱ No

Routine Medications (state diagnosis or rationale)


RX NAME
       
          STRENGTH
    DOSAGE
      
       ROUTE

                          FREQUENCY
               DIAGNOSIS/RATIONALE FOR DRUG     

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


PRN MEDICATIONS ( (May DC after 60 days for non-use)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


INJECTABLE MEDICATIONS (IM,SC)






( Fingerstick blood sugar _____________________________________(state frequency)
Parameters










Call MD < _______________________ > __________________
	
	
	
	
	
	

	
	
	
	
	
	


TREATMENTS, P.T., skin care, etc.  (state diagnosis or rationale)

( Turn and reposition every two hours

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________
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Patient/Resident Name: (First)

(Last)

(Middle)


Patient/Resident#:

________________________________________________________________________________________________________________________ Facility Name:







Room #/ Wing:


D.O.B.:

________________________________________________________________________________________________________________________

Attending Physician: (First)


(Last)

(Middle)

Date:

________________________________________________________________________________________________________________________

Diet

( Regular

( Full liquids

( 2 GM Na+ / NAS (circle level)

( Renal


( Clear liquids

( No concentrated sweets

( Mechanical soft

( Pureed


( Taste therapy/ Pleasure feeding

( Tube feeding (Use Enteral Protocol Sheet)

( Thickened liquid, consistency _____________________


( Other _______________________________

Dietary Supplements Type _______________________
Frequency _________________       Record % Consumed ( Yes (No
( Intake & Output
 q shift
( Fluid Restriction _______cc/24 hr

Activity/Social Services

( May be up ad lib


( Limited weight bearing 
Limitations: _______________________

( May be up with assistance

( Up with assistive devices- type: _____________________________


( LOA with meds


( May lift diet restrictions at special events

( May participate in activity and general conditioning program as desired
( May have alcoholic beverages at activities and special events


MISCELLANEOUS ORDERS ( Resident may administer own meds
( Other ________________________________________________

REHAB POTENTIAL

REHABILITATION SCREEN ONLY

May evaluate 

( Good
( Fair


( PT   ( OT   




( PT   ( OT   
( Poor  ( None


( Speech Therapy  ( Respiratory therapy 

( Speech Therapy  ( Respiratory therapy

Functional Level (assistance needed with):


( Bathing
( Dressing
( Eating

(Mobility
( Continence
( Weight-bearing
( Independent

OBJECTIVES/GOALS (Check ALL that apply)

( Improve nutritional status
   
  ( Prevent self injury
   ( Return home after rehabilitation

( Promote good skin care

  ( Improve physical function  ( Maintain current status
( Other ________________________________

foley catheter

( Foley
Catheter
___________FR/Balloon Size ____________ML     Change catheter every _________ Change drainage bag every_________

Reason for use:


( Super Pubic  ( Retention 
( Neurogenic bladder   ( Other ________________________________________________            ( D/C Foley

OSTOMY 

( Colostomy
( Ileostomy
( Tracheostomy & size __________
( Ostomy Care Q ________

VITAL SIGNS
( Routine

( Specific ______________________________________________________________________

WEIGHT
( Weekly

( Monthly

( Other ________________________________________________

IMMUNIZATIONS

( PPD- 2 step 0.1 ML 5 TU PPD intradermally, administer one week apart, if positive, obtain chest x-ray.

     If negative, administer 0.1 ML 5 TU PPD (1 dose only) annually.


Date of administration ______________ (Month  only)

( Pneumococcal vaccine 0.5 ML IM one time only on admission (if no history) 










Date of administration ______________ (Mo/Day/Yr)

( Flu vaccine 0.5 ML IM Q Year



Date of administration ______________ (Month  only)

ADVANCE DIRECTIVES/
Other Healthcare Decisions: ( No
( Yes, Specify: __________________________________________________

( Yes CPR
( No CPR 
( Yes PEG tube feeding
( No PEG tube feeding   

( Yes further hospitalization 
( No further hospitalization   Other:__________________________________________________________

(Attach copies)

PROGNOSIS
( Good
( Fair
( Poor
( Guarded
( Undetermined at present
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Patient/Resident Name: (First)

(Last)

(Middle)


Patient/Resident#:

________________________________________________________________________________________________________________________ Facility Name:







Room #/ Wing:


D.O.B.:

________________________________________________________________________________________________________________________

Attending Physician: (First)


(Last)

(Middle)

Date:

________________________________________________________________________________________________________________________

LABS (State frequency & month(s).)

( CBC ________ 

( CBC with Diff ______  

( BUN ________________________________

( SMA-12 ______

( Creatinine level ____

( Lytes ________________________________

( Anticonvulsant level q__________



( FBS _________________________________

( Digoxin level  q_______________



( HGB_________________________________



( Peak & Through _______________

( INR ______ (at least Q 30 days if on warfarin) maintain INR Range _____________


( Serum K (at least Q 6 months if on diuretic) _________

( Other lab tests _________________________________

( EKG _____________

( CXR _________________

PLAN OF CARE




Resident ( is
( is not
aware of diagnosis due to___________________________

Restorative nursing care per protocol
( Yes
( No



Resident/Family aware of plan of care:
Date ______________  Time ________________

CONSULTS (with family permission)

( Podiatry consult, reason: _________________________________

( Physiatry consult, reason: ______________________________

( Dental consult, reason: __________________________________

( Psych consult, reason: ___________________________________

( Other: ______________________________________________

DISCHARGE PLANS

( No plan at present





( Discharge home after rehab/recuperation

( Unable to care for self in community, needs continued nursing facility services
( Other_______________________________________


CERTIFICATION ORDERS Resident is certified as ( Intermediate level of care  ( Skilled level of care  ( Domiciliary 

 ( Assisted Living  ( ACR  ( Respite

IV THERAPY ORDERS
-Use IV Order Sheet.

ENTERAL ORDERS – Use Enteral Protocol Sheet.

Other: __________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

