
HOSPITAL #:

EMERGENCY ROOM #:

PATIENT Middle SEX:   F AGE: ADMIN TIME IN:

  M
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    N
CONDITION ON ADMISSION: BROUGHT IN BY: BROUGHT IN BY:
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PULSE
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TS LACTATING?     Y     N
USED ANY OF THE NURSING ASSESSMENT & HISTORY

THE PAST 72 HRS?
Yes No

OTC Meds
Herbs / Vitamins
Street Drugs
Alcohol
Tobacco
If "Yes", name & amount:

PROBLEM ORIENTED PHYSICAL EXAM:
 

  

  

 

DISPOSITION OF CASE: CONDITION ON DISCHARGE: MODE OF DISCHARGE:
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TIME: CURRENT PRESCRIPTION
MEDICATION

WHITE - Medical Records                         GREEN - Family Physician                         CANARY - Emergency Dept

D
IA
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I _____________________

O _____________________

NAME: DATE:

Good Fair Stable Guarded
Critical

Self Police EMS Family

Other___________

Amb Stretcher W/C Parent's Arms

Other________________

CURRENT:

________EDC

________FHT

FOLLOWING IN C/C:

Guarded
Critical

Transferred __________________
Admitted:    RM#_________

FACILITY Good
Improved

Critical
Stable

Deceased
Guarded

Parents Arms
Ambulatory

Other_____________________
W / C Stretcher

Ambulance
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CHEM_________
CBC

EKG
URINALYSIS  (Voided, CCMS, Cath)
CXR

OTHER:

Instruction Sheet Given

Attending MD of Transfer / Admit


