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STRONG m HEALTH

Palliative Care Consult Service
Health Database Form

SMH 1557 MR
Reconsult / same admit: ® ®
Reconsult / new admit: @ ®
|||/|||/||||||||||||||||||||||/|||/|||||
Consult Date (mm/dd/yy) Time (24hr) MR # Date of Birth (mm/dd/yyyy)
Requesting MD |:| Site: . O Resident
LasﬂNl:me, Flirst?nitial | | | | | | | | | | | O Inpt. Floor / Area: ::::?)': leted NP
Consultant MD [T T T T T [ [ [ [ ] [ ] D O Outpt. - 00| >omPIEIEA O Student
Last Name, First Initial , O Home By: O Fellow
Reason for Consult (ubbie in all that apply) QO Pain / Sx Mgt. QO Goals of Care O End of Life O Pt/ Family Support
Main Diagnosis OcCancer OCHF OcoPD OCVA ODementia O Lung ORenal O HIV/AIDS
(bubble in all that apply) .
O Multi-system Failure O MVA O Neuro Other: | | | | | | | | | | | | | | | | | | | |
HPI Summary
What bothers you the most?
Palliative 0 = None, 1 =Mild, (1-3), 2 = Moderate, (4-7), 3 = Severe, (8-10), U=Unknown, Y=Yes, N=No,
Care Pain @ @ @ @ @ Depression @ @ @ @ @ Airway Secretions @ @ @
Review Nausea (© () @ (® (U Shortness of Breath ©®© O ® G (@ Cconstipation ® ® O
of Anorexia © (O @ (® (© Tiredness / Fatigue ©®© @O ® @ (@ unabletoRespond ) » ©
Systems | anxiety ©® O @& G (@ Drowsiness/Sleepiness (@) () @ () (© Delirium ® ® @O
over | | [ [ [ [ | [ | [0 [ [[[[[][][][]|][]]/©000
Symptom Details:|
Palliative Care Performance Status Scale
Scale: OO0 o 10 O 20 O 30 QO 40 QO 50 O 60 Q70 O 80 O 90 O 100
Dead Bedbound Bedbound Mainly sit and lie Decr. Activity Normal
Total Care Total Care Assisted ADL’s Cares for self
O Vented Sedated Drowsy Reduced Intake NI. Intake / mostly alert Normal Intake / Alert
Patient Capacity O Full O Partial O Incapacitated
Advance Directives | R o
DNI @ @ Health Care Proxy @ @ @ Relationship /
DNR ) (® Living Will ®» ® (@ |Comment
Current Therapies Include Time(I:I_irEigl_et)iTrial If T.L.T., Re-eval Date |Current Therapies Include Time(I:I_iTigl(_et):ITrial If T.L.T., Re-eval Date
Ventilator ® ® ®® || | |[/] | || FeedingTube ® ® oo LI/
Diaysis @ ® | @ @ || | |/[ | ]| e~ ©o® | oo [ | ]/ ]]
(month) (day) (month) (day)
——————————————————————————————— Palliative Care Office Use —————————"—""—""—"—""—"—"——————————————— —
l SMH #1557 R%\;g/'%o%] Scan Initials Date Scanned (mm/dd/yy)| | |/| | |/| | |




STRONG W HEALTH

STRONG MEMORIAL HOSPITAL

Palliative Care Consult Service

SMH 1557 MR

Page 2 of 4

MR#:

DOB:

PMH

Medications:
PALLIATIVE Medications

OTHER Medications

1

N

10

11
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13
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15

16

17

2
3
4
5
6
7
8
9

© [0 [N [ o [ |W N

18

Psychosocial History:

Family History:

Review of Systems: See page 1 for PC Review of Systems.  All other systems reviewed are negative: Yes[ | No[ ]
Physical Examination: BP: T: Pulse: RR: O,sat:
General Appearance: [ 1 Awake and Alert [
Check if normal:
HEENT [ Cardiovascular | GU 1] Hema/Lymph. 1
Neck 1 Pulmonary 1 Skin ] Neurologic 1
Breasts || Gl/Abdomen 1 Musculoskeletal [ Psychiatric 1
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MR#: DOB:
Laboratory: Radiologic / Other:
Na | cl |UN

Hgb K | coz lcr Glucose
WBC
Plts Other:
Alb

Assessment Summary and Recommendations:

Family meeting scheduled: [ lves[_INo Date/Time:

SIGNATURE: [If NP or student, Attending MUST complete the Consultation Summary Form]

Please print Signature

Date

Rev. 6-12-06
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MR#:

L1 Patient seen and examined. | agree with the 1557MR database assessment and plan as recorded except as follows:
(Complete all * areas for patients seen by NP or medical student)

Consult Date:

Time:

* Reason for Consult:

* HPI:

Please see Palliative Care Database Form SMH 1557 MR for past medical history, psychosocial and family history, palliative care review of systems,
performance status, medications, current treatments and lab results.

Abnormalities:

T: Pulse:

* Physical Examination: BP:
Check if normal:

HEENT - Pulmonary

Neck _ Cardiovascular
Hema/Lymph ___

_ Gl/Abdomen

GU
Musculoskeletal

RR: 0O, sat:

Skin
Neurologic
Psychiatric

* Attending Assessment Summary:

* Attending Recommendations:

(1)

)

®)

(4)

©)

TOTAL timespent _____ minutes.

|:| Check if > 50% of time was spent in counseling and/or coordination of care.

SIGNATURE:
Attending

Please print

Signature

Date

Rev. 6-12-06
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