	Identifying Information


WINONA AREA INTER-FACILITY FORM

Admission/Discharge/Transfer

PHYSICIAN PLAN OF CARE

Attending Physician _____________________________________

Primary Physician ______________________________________


General Condition
Rehab Potential
Admitting Dx:
________________________________________
 FORMCHECKBOX 
 Stable
 FORMCHECKBOX 
 Excellent



 FORMCHECKBOX 
 Unstable
 FORMCHECKBOX 
 Good

Discharge Dx:
________________________________________
 FORMCHECKBOX 
 Improving
 FORMCHECKBOX 
 Fair



 FORMCHECKBOX 
 Declining
 FORMCHECKBOX 
 Poor

Secondary Dx:
_______________________________________
 FORMCHECKBOX 
 Terminal
 FORMCHECKBOX 
 Other

Discharge Plan
If being admitted to Home Care, Assisted Living or Skilled Nursing:
 FORMCHECKBOX 
 Home
A.
Probable Length of Stay
B.
Discharge Potential
C.
Standing Orders per facility

 FORMCHECKBOX 
 Home with Home Care

 FORMCHECKBOX 
 30 days or less

 FORMCHECKBOX 
 Excellent

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Assisted Living

 FORMCHECKBOX 
 31-90 days

 FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 Skilled Nursing Facility

 FORMCHECKBOX 
 91-180 days

 FORMCHECKBOX 
 Fair

      ( Admit to Medicare Bed

 FORMCHECKBOX 
 Over 180 days

 FORMCHECKBOX 
 Poor
	PHYSICIAN ADMISSION ORDERS

	A.
H&P Reviewed & Current
Other Orders:
_____________________________________

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No




________________________________________________
B.
Diet


 FORMCHECKBOX 
 NSS     FORMCHECKBOX 
 CHO     FORMCHECKBOX 
 Regular     FORMCHECKBOX 
 Other: _________________

________________________________________________
C.
Oxygen

________________________________________________

 FORMCHECKBOX 
 __________ Liter/min via _____________.




________________________________________________
D.
Resuscitate Status


 FORMCHECKBOX 
 Resuscitate   FORMCHECKBOX 
 DNR   FORMCHECKBOX 
 POLST up to date   FORMCHECKBOX 
 Patient Undecided

________________________________________________
E.
Therapies to Evaluate and Treat

________________________________________________

 FORMCHECKBOX 
 PT     FORMCHECKBOX 
 OT     FORMCHECKBOX 
ST




________________________________________________
F.
Activity level: ____________________________________________
G.
Medications:


_________________________________________________________________________
Dx for med: ________________

_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________


_________________________________________________________________________
Dx for med: ________________

    M.D. Signature______________________________________________Date_____________________Phone____________________
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PATIENT/RESIDENT CARE SUMMARY
Name:
____________________________________________
Attending MD: _____________ Primary MD:
_____________
Previous Living Situation:
_____________________________
Anticipated D/C:
____________________________________

	ACTIVITIES OF DAILY LIVING

	AMBU-LATION


	1.
Independence w/wo assistive device

2.
Walks with supervision

3.
Walks with continuous physical support

	
	4.
Bed to chair (Total Help)

5.
Bedfast

	USES:  FORMCHECKBOX 
Walker Ht.______   FORMCHECKBOX 
Crutches   FORMCHECKBOX 
Cane Ht. ______   FORMCHECKBOX 
Wheelchair

	TRANSFER


	1.
No assistance

2.
Equipment only

3.
Supervision only

4.
Requires transfer w/wo equipment:  FORMCHECKBOX 
EZ stand   

                                                                 FORMCHECKBOX 
EZ lift
5.
Bedfast

	DISABILITY
	 FORMCHECKBOX 
 Amputation    FORMCHECKBOX 
 Foot drop     FORMCHECKBOX 
 R    FORMCHECKBOX 
 L

 FORMCHECKBOX 
 Prosthesis______________________________

 FORMCHECKBOX 
 Paralysis (describe)
______________________

 FORMCHECKBOX 
 Contractures (describe)
___________________

 FORMCHECKBOX 
 PT    FORMCHECKBOX 
 OT    FORMCHECKBOX 
 ST

	BLADDER CONTROL
	1.
Continent

2.
Incontinent

a. Usually continent-bladder, incontinent episodes 1X week or less.

b. Occasionally incontinent-bladder, 2 or more times a week, but not daily.

c. Frequently incontinent-bladder, tend to be incontinent daily but some control present

d. Incontinent-had adequate control bladder, multiple daily episodes.

3.
Catheter – indwelling:


Last chg. _________  Date DC’d
___________

4.
Intermittent cath: Freq.
__________________

5.
Ostomy

6.
Dialysis   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	BOWEL CONTROL
	1.
Continent

2.
Incontinent

a. Usually continent-bowel, less than weekly.

b. Occasionally incontinent-bowel, once a wk.

c. Frequently incontinent-bowel, 2-3X’s a wk.

d. Incontinet-bowel, all (or most of the time.)

3.
Ostomy

4.
Last BM date:
_________________________

	BATHING
	1.
No assistance

2.
Supervision only

3.
Assistance in shower/tub

4.
Is bathed: shower/tub/bed bath

	DRESSING
	1.
Dresses self

2.
Minor assistance

3.
Partial help, completes ½ dressing

4.
Has to be dressed

	FEEDING
	1.
No assistance

2.
Help in feeding/encouraging

3.
Is fed

4.
Appetite:  FORMCHECKBOX 
 Good   FORMCHECKBOX 
 Fair   FORMCHECKBOX 
 Poor


 FORMCHECKBOX 
 Difficulty swallowing

5.
 FORMCHECKBOX 
 Thickened liquids


       FORMCHECKBOX 
 Honey   FORMCHECKBOX 
 Nectar   FORMCHECKBOX 
 Pudding

6.
Diet:__________________________________

	GROOMING
	1.
No assistance

2.
Minor assistance/supervision

3.
Help in grooming (oral care, shaving, hair, nails)

4.
Is groomed

	COMMUNI-CATION/

ORAL NEEDS
	 FORMCHECKBOX 
 Dentures/partial     FORMCHECKBOX 
 Upper    FORMCHECKBOX 
 Lower

 FORMCHECKBOX 
 Eyes:   FORMCHECKBOX 
 Glasses  Indicate R/L for: Blind
____

 FORMCHECKBOX 
 Hearing Aid   FORMCHECKBOX 
 R   FORMCHECKBOX 
 L     FORMCHECKBOX 
 Deaf   FORMCHECKBOX 
 R   FORMCHECKBOX 
 L

 FORMCHECKBOX 
 Speech:________________________________


	MEDICATION INFORMATION – See attached Medication Record

ALLERGIES
___________________________________________

FLU VACCINE GIVEN _______  PNEUMOVAX GIVEN
_______

RECENT MANTOUX TEST DATE ________ RESULTS
_______

VS.   T__________   P__________   R__________   BP__________

WT________________


During current hospital stay, the patient received the following  therapies:  FORMCHECKBOX 
 IV   Date DC’d _______   FORMCHECKBOX 
 O2   Date DC’d
_______

 FORMCHECKBOX 
 IV Meds  Date DC’d _____   FORMCHECKBOX 
 Transfusion  Dates
__________

 FORMCHECKBOX 
 Skin Impairmemt______________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

Infectious:  FORMCHECKBOX 
 MRSA    FORMCHECKBOX 
 VRE    FORMCHECKBOX 
 Other
_______________________________________________________

	BEHAVIOR/ORIENTATION (circle all which apply)

	ORIENTATION:
1.
Orientation to person, place and time.


2.
Minor or periodic forgetfulness


3.
Partial disorientation


4.
Total disorientation


5.
Nonresponsive

	BEHAVIOR: Indicate all that apply – describe in comments

1. No problem.

2. Minor problem, easily redirected.

3. Moderate problem, needs redirection.

4. Verbally abusive.

5. Physically aggressive.

6. Sexually inappropriate.

Comments:
______________________________________________

________________________________________________________

________________________________________________________




PERTINENT INFORMATION OF CARE: 

Chief complaint:
__________________________________________

________________________________________________________

Pain:
___________________________________________________

________________________________________________________

Past Surgical Hx:
_________________________________________

________________________________________________________

Past Medical Hx:
_________________________________________

________________________________________________________

________________________________________________________

Pertinent Lab:
____________________________________________

________________________________________________________

________________________________________________________

Pertinent Radiology:
______________________________________

________________________________________________________

________________________________________________________

Respiratory Issues:
________________________________________

________________________________________________________

Cancer Treatments:
_______________________________________

________________________________________________________

 “Have you ever been convicted of a crime?” ____________________

 FORMCHECKBOX 
Drug related   FORMCHECKBOX 
Sex related   FORMCHECKBOX 
Violent crimes  FORMCHECKBOX 
 Domestic abuse

 FORMCHECKBOX 
Child abuse   FORMCHECKBOX 
Other____________________________________

Nurse signature __________________________ Date
____________
