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A ..... toLAllex: D Yes ~NO 
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o.u...uon: _ 1-'--"-l J.LID:f'-__ __ 

Ct\.~ aUes Adm,tting MD: ____ -'--'-__ 

Code Gray; 0 Yes .l!J No 

o DNR Bracelet Applied 

o Allergy Bracelet Applied 

5'l ID Bracelet Applied 

Caballes,Freder rcu rCU06-0 

PART OF PATIENT'SPERMANENT RECORD 

_ : 0 Yes }!rNa 

Special Precautions Type ' 

o Airborne o Neutropenic 

o Contact o Droplet 

Private Room indicated: 

MYes D Na 

Ne~d5 Bed Near Nursing Stat ion 

Wes O No 

CODE STATUS: )Eli Full Code 0 DNR Ba __ I Status: I AT>N} <; <' ' f . (1-1-''0 r 
o Limrted DNR 0 MOLST V\I'--') D Z; " 'r1 '> li ' 

~MHfPast SU rgical ~-wIlh'm.MJ.l1 _ ImpairedMoblltty: O YesXD No r A . . ,' I...:I" r -~ 
I?1 f t'.,0·Yj h_ .f6J-~-1ti1 NeedsAssistance:J!lI Yes D Na '>S~ J l'I"'. 
~: 0 Yes ~No Mob"rty A,des' 0 WC 0 Crutches 0 Cane 0 Walker 

o Insulin 0 Oral Meds 0 Diet 0 Insulin Pump Fan Risk: 0 Low 0 Medium ,aJ High Risk 

Patient From.J<EI Home 0 Nursing Home 

o Faclhty: 

Cardiac Rhythm (if mOnitored): /\J.., I-- IAA fl.-M., 
Vital Signs (most recent): ____ ______ _ 

T , P , R , BP ___ I __ 

Oxygen; , V SP02: % 

Pain: D Ye; D Na Location: ~ po~s ,u;t, 
Last Pain Intervention: __ --,"-Z ________ _ 

7 

Explain: ____ _____________ _ 

S a..~ I1A ~-h" 
#1 __ ~ O ED 

IV Acce~SS' (Loc!ation I Catheter size) 

#2 WYI sF O ED 

#3 O ED 

IV Infusions: 7 '/ "'/'_ 
#1 fJ S :;, " 

O EMS 0 ___ _ 
O EMS 0 ___ _ 
O EMS 0 _ __ _ 

#2 ________________________________ _ 

A Lung Sounds: _(,-",r",L",-"t{,-",->'l~ _ _ _____ _ __ 

Abdominal: --"rl::;-o-----------
Assessment Last BM f Void: __ 'L1LI..:7-'o'-___ ______ _ 

#3 ____________________ ~~---------

Meds G,ve,), (Faxed ED MAR acceptableD=I:?' ______ __ pt gi.J vb rue, 

R 
Recommend 

Foley: 0 Yes J() No 
Foley Reason : _____________ _ Medication Patch Present 

O NPO O PEG O NGT D Yes 0 0 Unknown 

Skin Intact: 0 Yes ~ No (_ - L, 
~k: Comment I Treatment. ~ a1 a til 'y7 C-"(,, 
i!mIlUS 

Pertinent Abnormal Labs: ---7"/'-----------
/ 

Radiologic Test ing done: 7'/'-------------­
/' 

Medication Reconciliation Completed: 

D Yes 0 No 0 Needs Follow-Up 

Personal Be longings: 

o Form Completed 0 NfA 

o Sent Home with Family 

P~t~t Own Meds: 

'" N/A 0 Senl Home wrth Family 
o Sent to Pharmacy l in Un it Safe 

o Tran sfe r w ith Patient to Unit 

Orders I Pending Orders That Need to be Completed: 

o Meds: I 

o Labs I Specimens: / 

/ 
o Procedures I Diagnostic Testing: .:../ _________ ____ __ _ 

o Family Notified of Transfer I Admission: 0 Yes 0 No 

SBAR F (RH'. H_): Co yt VI ~ RN Extenelon: 0~ p D ., - .. ·--~~7~.. --
45 Fax # (431-453) 274-4560 4N FaX# (401-422) 274.4662 555U Fax # 274-4533 ICU : No change in process 
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........ ___ .--.... 1"\, Q ~,"I.IM1"'·CI~ I r\"l::v on-d 

TO BE COMPLETED BY NURSE: 
ALLERGIES: (See other forms for specific reaction) 

tvkflA-

Isolation or special precautions: 0 Yes No Allergic to latex? JJ_Yes ~ Allergy Bracelet on : 0 Yes ~ 
ID Bracelet on : 'm"es 0 No Type/Source: 

DNR 0 Limited DNR Impairments/Barriers: 0 Hearing 0 Vision 0 Mobility 
o Language Barr!er ~arning / Comprehension 
Diabetic 0 Yes ~How Managed: 0 Insulin 0 Oral Medications 

~ . Insulin 
Baseline Mental Status! ~Iert & 

19-1/'i$~ T Last CLEARS Ot-{QO 

oL/ DO 

IV Intake Today : pt has had today: 0 Pre·op Meds 
."...,.::,..-,..,-:-,.........,....._ D Olher Meds· . 
IV Flu id Hanging N 5 e I -z. S "" l{ h'r 
""-:-...... UB: _ Anti· tiCS. Last dose ~-;-_ .... -=-_ 
Site: 2.0 Gauge : / ~Iv<v-J 

Date In se rted -:-_Cf-"-o""""....J...~ ..... ~'-'" 
o Catheter in place· Urine color / consistency: ___ _ 

~!!~'f[~tiC:kGlucose , if diabetic: 0 0 2 in use @ transfer 
Pert inent Abnormal Labs : __________ _ 
History of Post·op 0 Yes 1~:i:,;:~;;:;~~"!"!<:_JG;;~:;;I;;;"""" at - ..,,-.,---

.,..-JIT~:lJr~[Jt~~;;;-C Nausea & vomiting p o 
It: 0 Yes 0 No 0 Comment 

Date: Report given to: 

o Routine pre·op J procedure preparations 

o Expedited transfer direct 10 OR Time: RN Signature: 

Anesthesi~ General 0 Spinal 0 Epidural 0 Regional 0 Local MAC Anesthesiologist: ...:..!.:::..;= :..:....-=-____ _ 
o Moderate Sedation 

~[~'}U,,,~--u ,,1 Code D DNR D Limited DNR 
Dressing Location: ~d<,J)----
o Dry and Intact )V 
o Stable· min . • med. drainage p _...;...(l~5_ 
D Other: _ ____ _ _ 

Incision : . ....,-_____ __ _ 
DrainS / Tubes· 

Bracelets on: 
CMS/N~ ____ _ 

Comfort: Pain rating at tranfer: 
Meds given · ______ _ 

PI has in use at transfer: 
o Intermittent Compression 

Stockings 
D PCA 
D eEI 
o Duramorph precautions 

Background T 
(see above) 

D Foley 

(], .u......... D JP 
o Cryotherapy 

A 

R 

0 1 sat7f.l_ on_Yo 0 Hemovac / Autotransfusion drain Other medications given in PACU: 
o Order written for 0 Others : ____ ___ _ 

Card iac Rhythm (if monitored: 
= :-...,-___ -:-;::c--;c-_ _ _ _ Most recent fingerstic k Glucose, 
Other Assessment Findings: if Diabetic: at __ _ 

D Other: _ ______ _ Last insulin __ units at 
Lung Soungs (if abnormal): =;-___ ____ _ 
PO INTAKE IV INTAKE 

1&0 Summa OR + PACU :'J Ice chips IV Flu id hanging· _ __ _ 

o Sips clear Left in bag: --r ..... - --- IV Total In Foley OUT EBL Drains 
D JP D Crackers IV to folt9l" : -:LJC-=::'7~-""""­

Site: 1Lhf1£iLt- d O 
o Nausea Insertion Date: _ _ _ _ _ 
o Vomited Diet : 

post-op care 

3(70 o Hem-o-Y-a-c-

D Other: 
Color: -;-_ _ 
Consistency : ____ _ _ _ 

D Urgent to be done: ;-;;;~-----------7r-:-irr---- Next dose @ (specify med) _ _____ _ 
Date: 9·; - ( Transferred 10: ....,......,..'-'-'''''--1--_ -:;::;,---:-; 
Report given to at (time) by _ _ ..".J'-I.l'-'-'O"-'4,-_____ _ _ (signature of PACU nurse) 

Post-op I procedure orders co.~gleted 0 slip sent to Pharmacy Belonging Sent with pt 0 Other: _______ _ 
IR,ec,orr.menld l private Room Needed: 0 Yes ~o Family Notified: 0 Yes ,0::No 

Bed near nursing station required: 0 Yes 
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