Regional Medical Center
PERIOPERATIVE EVALUATION FORM

Evaluation date: Info Collectad by:
Procedure:
Surg date: Arrival time:
Allergies:
Latex; OYss D MNo W Dye: OYes DNo
Preferred Name Transportation Home By
Local Phona # Caregiver at Home
MEDICATIONS |Dose & Frequency | Last Dose PRIOR SURGERY LIST MEDICAL HISTORY

SYSTEM REVIEW

Do you or have you ever had......

take natural/herbal medicinas? Type/dosage: .
ke ovar the counter medicines? Type/dosage: o

chronic headachas, stroke, $eizure or paralysis

heart or BP problems, i.e, heart attack, chest pain, mumur, R.F., heart surgery
lipid profile (2 yr} e e e

braathing problems, i.e. shortness of breath, asthma, emphysema e w o

cough, recent cold sympltoms

history of smoking? year quit a packs / years cessation info given by

drink alcohoVbeer Amount: — . in past 24 hours:

disbetes? insulin? OYes ONo FBS /Accu-check: self-testing? OYes LINo
Retinal + HA1C Exam 2yr COYes ONo Hemogloh HA1C Exam 1yr
any thyrold, kidney, liver prablams or history of canoer? .

Hx of Hapatitis?

hiatal hemia? vicar? acid or sour taste?

blood transfusion in past? reaction

Do you accept blood productsAransfusions?

axcessive blesding? __ you blood relative
any cortisone, ACTH, steroid medications in the pasl year? ASA in the past 2 weeks?
any mood altering drugs or street drugs?

reaction o local or general anesthesla, Including high fever, naussa, vomiting? You refative
immunizations up to date? Fluvaccine (Tyr) OYes DONo  Preumonia vaccine (5yv} [Yes HMNo
Spiritual Cuttural practices?

Advance Directivas? If yes, aro they on the charl? OVYes DO No
Patient intent: If no, info given to Patlent by

Salisfaction Survey info given
Patient Rights provided

YWOMEN ONLY: Is there ady possibility you could be pragnant? O Yes O No LMB: Last Marnmograrm:

oo UDDHDUEDDUDUUDEUDEGDEDDEC
00 gOogOoOouopOogoooocooooapnooodf

Are you lacteting? OYes [ONo

== - [Date H Wt BP HR RR Sa0; T

EEEn
= ANE-005 (10106) Page § of 3 information Ghllected by O Telephone [ in person



Check only if applicable: PHYSICAL ASSESSMENT
Self Concept Coping Communication Skin Integrity Haspiratory
0 Alert O Normal B Nomal 0 Regular 0O Clear
O Oriented, {Person, Place 1 Blind O Rash OLabored O Wheezes
& Time) 1 Deaf /Hard of hearing D Edema D Assisted OOther
I Calm/Reiaxed I Wears Hearing Aid O Blister DO Oxygen
O Disoriented ORight CileR 03 Open Areas D Shoriness of Breath
O Lethargic O Mute 0O Other
O Angry / Hostlle O Language barrder Cough
O Anxious / stressfid / tearful O Nons
O Depression / withdrawal Speech O Productive for___ wkimih.
O Eye Contact COClear D Siutred Blood in sputumn, Favear,
O Abuse Reporled 0 Gther Night Sweats, Welght Loss
O Falls in last 8 months Productiva cough > 3 wesks ¢ 2
other symptoms, Circle symptom
then notify physician,
MUSCULOSKELETAL CARDIOVASCLILAR GASTROINTESTINAL GENTOURINARY
Movement Haart Sounds Nutrition Appetite Urination
O Normal - upper, lowes 1 Normal O Digtant O Normal O Normal
O Diminished Rhythm J Increased O Frequency
L Contractures O Regular  [Jlregular O Decreased O Urgency
O Paralysis Color O Weight Loss [ Buming
Strangth OPink [ Cther ] Naysen 3 Vomiting O Difficuity Voiding
0 Normal Temperature O Difficulty Swallowing O Bleeding or Discharge
Ol Diminished DO Wam O Coo! Diet O Incontinent
O Numbnass/Tingling Edema O Regular Ostomies [Yes TONo
Back Problems O None 1] Special Diet Comments:
£ None [ Lacation Bowel Movements
O Pain - low, mid, high Chest Pain None 1 Regular O Diamhea
01 Radiation to Jeg O Associated symptoms: O Constipation O Incontinence
D Right DLef Dyspnea, Diaphoresis, €1 Bloodyftarry stools
Gait Nausea, Vomiting £1 Colostomy
O Steady O Unsteady O Radiation to LA, RA, back, Bowel Sounds
neck, jaw, other O Normat 0O Absent
O Hypoactive [ Hyperactive Information Collacied By:
Bowel Prep [1Yes [INo
DAY OF SURGERY
SAFETY & SECURITY PAIN ASSESSMENT
ltems removed Yas | N/A| Famity| Other | Pain & Pain Prevantion / Education Maasures Addressed [ Yes [0 No
Glasses / Qontact lenses Present level of pain (0-10) Site
Jowelry -ALL Is pain > 3 months duration O Yes O No  Pain goal for discharge (0-10)____
Ramovable lsath F o
Hearing Alds NPO:
Implants OYes (ANo Psrioperative teaching / Discharge planning complete
Clothing & Undsrwaar
Disposition of Meds VITALSIGNS: T__ P___ BP__RR___ S0
Pre-op Antibotics [ ¥=s O No HT cm WT kg
:
Vascular Polls
Nurses Notes:

ANE-005 (13408} Fage Z of 3

Information Collected by




Preferred Name:
Allergies:

NPO since

Comments:
Leval of Conasclausness: Orented DYes ONo
Other:

Communication Abllity/Limitations/Aides:
Eye:
Hearing:
Dentures:

Language:

Commenis:

Biood Consent: [OYes O No O Refused
Blood Bank Number;

Implants: OYes O No
OEye: ORt OLt

O Cardiac:

O Vascular/AV Fistula:

0O Spinal:

[ Cozmetic/Plastic:

0 Urology:

O Ortho: Left:
Other:

Right:

Mobility: [ Mo Limitations
O Other:

Skin Integrity: O intact
3 Do Not Use/Extremity: (Description)

Other:

Tubes/Drains: DO Urnary ONGT
DOChestTube DORL OLIL
0 Other:

Lings; DNone ([Peripheral ORL OLL
OSwan Gana DORt OLL
3 A-Line ORt. OLL.
O PrPIC OR:. OLt
Pre-Op Lab Check:
[ Mone Ordered O Yes
O HCG DO Paositive [ Negative O NA
O LMP: (if applicable)
{1 Comments:

Nursing pre-op Assessment reviewd by:

L
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REGIONAL MEDICAL CENTER
PERIOPERATIVE PLAN OF CARE
PAGE 1 Copy 1- Madical Records Copy 2-O.R.
Date:
]
35
€328 Criteria
> 5 £
O Confirms: patient identity, schedule, conseni(s),
pt. position, operative procedura, laterality, and
site mark.
O Review medical record for consistency in
CINA | identifying the correct surgical site or
procedural site
a imaging studies available - confirming patients
'5 ONA | identity and surgical site
uo_, O implant Systems avallable
= |ONA | Allograft implantation on consent
: - Special equipment available
é ONA
a TIME QUT TIME OF TIME QUT
& |who | Document members present for “TIME QUT"
g Initiated 0 MD-
& O Assistant:
O Anasthesia:
O CRNA:
B Scrub:
£ Scrub:
B RN Circulator:
O RN Circulator:
0 Other:
Who Reviewed this Sectlom:
Please Nole Any Changas Resulting from Pre-Op
Aszessment concerning Plan of Care:
Surgeon Notified:
-E E Action Taken:
o0
2w
]
£=
(¥]
O Discrepancy Noted
O Non-Applicable




PENINSULA REGIONAL MEDICAL CENTER
PERIOPERATIVE PLAN OF CARE

PAGE 2 OF 5 copy 7- medicat Records Capy 2. O.R. Copy 3 Office Copy 4 Phyaician

Date: BR#: PL. idantified By:
Admission; Anes: Ingjsion:
Operation End: Discharga Tima:
Pre-Op Dlagnosis:
Post-Op Diagnosls: [ Same
Operative Procedure;
I See implant Record
Complications.
Spacimans/Cultures:
Physiclans Signature: Wound Classification
O&lean O Clean Contaminated
O Contaminated O Dirty
Si—
Type of Anesthesla Tourniguet Times:
0O General O MAC [1 Regional O Local wf iV Sedation O Local} Clamp Times:
i o e
Surgeon Serub 1 R Saub Time R Scrub Time
Asslstant Cirg 1 R Cire Tima, R Cire Time
Anesthasiologhst G2 _ R Cirg Tima, —. XRayTechTime____._
CRIA XRay Tech X-Ray Yech Tims Reps
=== Observers Parfuslonist —— Reps__ _
]
= ﬂ Coeervers Student Shudent

OR-410 {9/08)




REGIONAL MEDICAL CENTER
PERIOPERATIVE PLAN OF CARE

PAGE 3 OF 5: Expsctad Quicomes
Capy 1- Medicsl Records  Copy 2- DR

Date;

Position; Type of Table;

Electrocautery:

O Supine Ol Lateral [ Leftd I Right &
OPone OJackknife [ Beach-chair
O Lithotomy 0 Other:

Arms: Loft Right
O 0O Tucked

v O O Padded Amboard
[ O [ Extremity Table
g O O Position of Comfort
= O O Other;
> | Safety Strap:
v [ ¥esfLocation O Mo
9 | Stimips:
G | O Allen {2 Swing/Candy Cane
= | O Knee/Crutch 0 Cther;
g L1 Padded with:
§ Peslitianing Devices: O Lateral Posiioner
i | O Gel Pads O Chest Rolls
5 O Blanket 1 Shoulder Rolls
o O Piiow O Tape
¢ | [ PilowDonutPadded L1 Maguet Fraciure Table
*_.'- O Aeel/Elbow Pads [ Andrews Spinal Table
< | O Sand Bay O Jackson Table
IE O Vac Pac O Wilson Frame
w | 01 Axiary Rol O Mayfield
o | O Bolsier 0 Skutt Ping
& 1 OKidaey Rest £ McConnet Positioner

O Foothoard Padded [ Lateral Thigh Post

[ Ortho Peg Board O Star Shoulder Traction

3 Other:

O Pasitioned under the Direct Supervision of the Surgeon:

Oesu#
£ Settings: Coag.

Cut:

O ESU Pad Lacation By:

Hair Removed: DOIYas [CINo By

Skin Clear & Intact Pre-Op.
Posi-Op:

OYes ONo
OYes CINo
BiPolar Cautary:

B Bipolar Type & #:

£ Seftings:

AEM Cautery #:

Marmonic Scalpel #;

Warming Units:
Bair Hugger. Type & &

O Upper Body [ Lower Body {0 Setting:
Warming Blankel: Type & #:

Hair Removal: ONo [JYes
OinOR. by
Skin Prap to Oparative site(s):
{J Betadine scrub [ lobarn
O Betadine solubon [ Hibiclens
O Duraprep 0 Alcohol
By
Reaction Noted: OJNe [ Yes: Type:

Lines (inserled in O.R} ONo [1Yes:
[JPerpheral CORt OLt Size: _ _
1 Arferial ORL Lt
1 Triple Lumen CIRL. O Lt
OSwanGanz ORL OL&
§ 0 Oiher:

DOYes CINo

POTENTIAL EOR
INFECTION

Wk

OR-411 (9/08)

OAdult O Ped. 3 Setting:
Antiembolectomy Devices:
Stackings: [ Thigh [ Knesg High
Sequential Stockings #:
OTrigh O Knee
Fool Pumpa #:
Arthrocare #: Settings:
Toumiquet #:
Location Applied By: | Pressure| Up Down |
MmiHg § Time Time
Dralns (inserted in O.R.)
OHemovac O Sm OMed. £JLg. Location
O Auto Transfusion Hemovac
0 Jackson Pratt O Flat D Round  Location
B Blake fr. Location
OPenrose OSm Dlg Location
{1 Ches! Tube # Localion
O T-Tubet Location
0 Salem # Fr. Location
T Mediastinal Location
0 Other,
Urinary Catheter:
InOR. £ fr, cc balloon cc residual
inseried by:
Total eulput {including residual) v
Remarks
Foley Removed at the end of the case: [ Yes




REGIONAL MEDICAL CENTER
PERIOPERATIVE PLAN OF CARE
PAGEA4QF 5 Copy 1- Medical Records  Copy 2- O.R.
Date:
MEDICATION DOSAGE METHOD/LOCATION TIME
z
Q
s
O
1]
U
=
o
2
. |
-4
-
2
i
=
o
[+ 8
PHYSICIANS SIGNATURE:
Fina! Count - Completed and comect: Circ. Scrub Blood products administered
2k| Sponge OYes ONo DYes DNo
E=|  Shamps OYes CINo (see anesthesia record)
z
g_li instruments (1 Yes CINo
o0 Packing DO No OYes Type: LOCALS:
| Dressing applied to operativa Site: ONo [ Yes Oxygen: OYes DONo
Vminute
EXPECTED QUTCOMES ACHIEVED: ONC. OMask
1= EX Optimal physiological funclion maintained  ClYes O No g If Cm‘guz Su?dag‘?" see
55‘ b. Patient maintained in a safe environment Civyes OiNo DO;:'%’:; ;‘gi:; By
E;t' c. Patient is free from injury OYes ONo
Transferedto: OPACU DOSDS DOICU# Onpt Holding OPt Room__

Method of transfer. [ Stretcher Side Rails Up: O Yes CJNo [OBed Side Rails Up: OYes [INo
O Wheelchair
Nurses Notes:

S

B

= : ,

== Nurses full signature and fitle: -

p—— = |

]

OR-412 (8/08)




REGIONAL MEDICAL CENTER

PERIOPERATIVE PLAN OF CARE

PAGE 5 OF 5 copy 1- Madical Racards Copy 7- 0.R. Copy > Offica Copy 4 - Physician

O No Implants/Allografts used

Date:

Allograft’s
Producy Description Referance # Lot# Expiration Time Alogrsh Pachaga Parson Person
Company Dals Impisnied Recontituted Inkegrity Trarsferring prepairing Graft
__chacked Grah
N| Durston | ves | ne
Other Implants
Producl Company Cesaiption Raference # Lot# Expiraiion Explanation Oste Reason for Explantalicn
Dats

OR-414 {908}




