


	[image: ]Admitting Dx:_________________________________
Admitting Physician:_____________________________________
Date:_________________________________________________
Time called:____________________________________________
Time to Unit:	
	
 

Pt label here

	[bookmark: Check1][bookmark: Check2][bookmark: Check3]Allergies:      |_| NKDA  |_| Yes   |_| Allergy bracelet    
List allergies:	

	[bookmark: Check4][bookmark: Check5]Code Status:  |_| DNR   |_|  Full Code 
[bookmark: Check6][bookmark: Check7] |_| MRP to assess    |_| TGLN


	[bookmark: Check8][bookmark: Check9][bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]Other Medical Conditions:  |_| HTN  |_| DM  |_|COPD  |_| CAD  |_| Substance abuse  |_| Mental Health  |_| Dementia 
[bookmark: Check15] |_| Other:_______________________________________________________________________________________


	[bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19][bookmark: Check20]Fall Risk: |_| Yes  |_| NO   Mental Status:  |_| Alert  |_| Confused  |_| Baseline

[bookmark: Check21][bookmark: Check22][bookmark: Check23][bookmark: Check24]Mobility:  |_| Independent  |_| Assistance |_| 1 person assist  |_| 2 Person assist |_| Physio Consult


	[bookmark: Check25][bookmark: Check26][bookmark: Check27][bookmark: Check28][bookmark: Check29]Recent Hospitalization:  |_| Yes  |_|No  |_| BGH  |_| KHSC  |_| Other:________________________________________

[bookmark: Check30][bookmark: Check31][bookmark: Check32][bookmark: Check33][bookmark: Check34][bookmark: Check35][bookmark: _GoBack]Isolation Required:  |_| No  |_| Yes   |_| Contact  |_| Droplet  |_| Airborne  |_| Reverse


	Vital Signs:              Time:	
BP:  	/	Pulse:	Resp:	 SpO2:	Temp:	   Pain Scale: 	              Accucheck: ___
[bookmark: Check36][bookmark: Check37][bookmark: Check38][bookmark: Check39][bookmark: Check40]Oxygen Required:  |_| No  |_| Yes    Litres:	   	 |_| Nasal prongs |_|  CPAP  |_| High Flow  
CPAP Settings:	____________________   |_| RT Consult


	[bookmark: Check42][bookmark: Check43][bookmark: Check44][bookmark: Check45][bookmark: Check46]Incontinent:       Bladder: |_| Yes |_| No         Bowel: |_| Yes |_| No               Unknown |_| 


	[bookmark: Check47][bookmark: Check48][bookmark: Check49][bookmark: Check50][bookmark: Check51]IV Access:  |_| Left  |_| Right  |_| Hand  |_| ACF  |_| Other Site:	 
[bookmark: Check52][bookmark: Check53][bookmark: Check54]Gauge: |_| 18 |_| 20 |_| 24   Other: 	
[bookmark: Check55][bookmark: Check56][bookmark: Check57][bookmark: Check58]Central line:  |_| Yes |_| No |_| Right |_|Left    Site: 	
IV Infusion:	 Rate:	


	[bookmark: Check62][bookmark: Check61][bookmark: Check59][bookmark: Check60]Has Patient eaten:   |_| Unknown  |_| NPO  |_| No   |_| Yes    Last Intake:	
[bookmark: Check63][bookmark: Check64][bookmark: Check65][bookmark: Check66]Diet: |_| DAT  |_| Cardiac  |_| Diabetic |_| Other: 	

	[bookmark: Check67][bookmark: Check68]Medications administered in ER:  |_| No  |_| Yes  	
	[bookmark: Check87][bookmark: Check88]Valuables:  |_| No  |_| Yes
List Valuables:__________________________________
____________________________________________
____________________________________________
____________________________________________

	[bookmark: Check69][bookmark: Check70]Medication Reconciliation completed: |_| Yes  |_| No    
	

	[bookmark: Check73][bookmark: Check74]Skin condition:  |_| Intact  |_| Wound(s)  
[bookmark: Check75][bookmark: Check76]Abnormal Test Results: |_| No  |_| Yes
 
	

	[bookmark: Check79][bookmark: Check80][bookmark: Check81][bookmark: Check82][bookmark: Check83][bookmark: Check84]Behaviour Concerns:  |_| No |_| Yes  On a Form 1 |_| No |_| Yes  1:1 required: |_| No  |_| Yes
List Behaviors:___________________________________
_______________________________________________

	_______________________________________________
	[bookmark: Check85][bookmark: Check86]Family, NOK or POA aware of transfer: |_| No  |_| Yes


	
Transferring Nurse:_______________________________

Department:_____________________________________

	
Receiving Nurse:________________________________

Department:____________________________________


*HTN – hypertension, DM – Diabetes Mellitus, COPD – Chronic Obstructive Pulmonary Disease, CAD – Coronary Artery Disease
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