
Carle Foundation Hospital 
Urbana ,  Illinois 

Obstetrical 
PATIENT CARE DATABASE x5594-090, 

Essential Elements 
Standardized Screens I Outcome I Referrals: iZl the box preceding each screen to indicate it has been completed 

- Circle any applicable items and make referrals as directed for any + responses. 

- & Immunization? - - __ Yes %NO Is the patlent a cand~date for lnfl 

- n If Yes, and requested, order Influenza p 

- Pain Screen - IS the patlent in pa~n? Y N - If Yes, Chronic? (> 3 months) Acute? - Location: 
-- - - - - Frequency: Continuous lnterm~ttent - Continuous Intermittent 

Duration: Minutes Hours ,Days Minutes Hours ,Days 
Reliefllmproves with: Meds Meds - 

Heat Cold Rest Position Heat Cold Rest Position 
Effects on ADL's None Moderate Severe None Moderate Severe 

Educational Needs - What questions/concerns do you have about hospitalization/illness? (tests, surgery, diagnosis, etc.) 
Has no questions 

How do you learn new information? Reading Watching TV / Video Touching / Doing Listening 

G i f t o f H o p e n Y e s  Gift of Hope # Date: Time: 
(Indicated if stillborn 8 800-545-4438) 

q Advanced Directives / Care Preferences Addressed 

q Yes No Do you have any cultural/religious practices that we can support while you are here? Specify: 

q Yes q No Do you have any emotionallspiritual needs that we can help you with? If so, tell us how we can help. 

q Yes Advanced Directives Form completed and placed behind Advanced Directives tab in chart. MD notified and braceleted if applicable. 
Advanced Directives -Al l  patientsllegal guardians are Informed of their rlght to be involved in the care provided If the pUguardian has care preference regarding rights about 
end of life care, organ donation, healthcare power of attorney, bloodd~rectives andlor mental health treatment, we provide them wlth the opportunity to document these The 
purpose of asking our pts is twofold 1) to help our pts proactively make Informed declslons if the need should arise and 2) educate them regarding cho~ces they have for 
future care (Carle Foundation rev~ews these standard questlons with all in-pts, emergency dept and out pts receiving invaslve procedures) If pt Indicates a deslre to have 

1 thew prelerencesdocumented, ~t IS cr~tical this be accomplished by the attending MD as soon as posslble 

Hx of Isolation? None, TB, MRSA, Antibiotic Resistant Bacteria, Other: 
Infectious Disease History - Identify those pts at risk of transferring a communicable disease and assure that they have the 

Recent exposure to  infection q Yes q No Type Tx Date 

Communication Barriers (specify) Physical: -p Language: Literacy: Cognition: 

/ ' Translator available: If not, use ATT Hotllne 1-800-874-9426. (CFH Policy #123) 
Communical~on Barriers - Barrlers are ident~fied and measures to address the deficlts Include famlly presence to Interpret, ATT Interpreter service, House Officer for sign 
language access, case mgnt for correcting or adapting to the physlcal barrler (ie, bring in the pt's glasses or hearing aid, consult w~th RehablSpeech Therapy for aphasic 
communlcatlon tools etc ) 

Nutritional Screen 
Polnls 

4pts. each TPNJPPN Tube Feeding O$clabng woman 
-- 3pts. each AIDS Diabetes (new diagnosis) Pregnant (Admit Dx=ChiIdblrth) 

CHF (acute) DKA enal failure 
Decubitis ulcer Malnutrition (diagnosis) 

1pt.each > 5# unexpected weight gainlloss in one month Actual change: # i n  wksJmos.) 
Nausea, vomiting or diarrhea > 3consecut1ve days 

3 T o t a l  Points 

& if any (+I response, order Dietician Consult on lnvision Datenime: 51 1 / Guidelines for Response/ Dietician 

.\ , Assessment is based on Risk Level Low (1 -4 pts.) -within 72 hours Moderate (5-7 pts.) -within 48 hours High (> 7 pts.) -within 24 hours 

Behavioral / Alcohol / Substance Abuse Screen and ldentif Developmental Stage 8 Behav~ora, / Developmental Staqe identified: Adolescent & 
Behavioral I ~ l c o h d u b s t a n c e  Abuse screen* The pt is asked the following questlons with the associated referrals made based on the answers and 
documented below 

Is anxiety I n ness I depression lilt neqativel affect~ng the~r l1le7 If yes, refer to Primary Provider - Is their a l c o h ~ s t a n c e  use n a v l n g " , ' e ~ ~ v e k n ~ I I  problems wlth job or larnily, etc )? 
If yes, order New c;norce assessment consult. (9-373-1709- ask for assessment) 

Is nicottne use creat~ng negat~ve effects on their body or life (ie, heart dlsease, high blood pressure, sl 
If yes, order nicottne educationat packet fStoreroom #245365) and consider nicotine replacement 
Smoking: Getting Ready to QuiE. 



L 

State of Illinois A '  

Department of Public Aid 
CONSENT FORM 

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR 
WITHHOLDING OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEiVlNG FEDERAL FUNDS 

H CONSENT TO STERILIZATION H 

I hake asked for and recelvea in fymat lon  about sterilization 
from L. ... :-jr ( -<?/i:-ur,, >-?). . When I first asked for 

ed that alterna!ive 
are Temporary I ex-  
1: I S  permanent.  

t his'her consent can 
ill not lose any health 

CHILDREN OR FATHER CHILDREN. 

natives and chosen to be sterilized. 

thirty days after I slgn this form. 1 understand that I can change 
my mind at any time and that my  decislon at any time not to  be 
sterilized w ~ l l  not result in the wi thhold~ng ' S  STATEMENT 

Dare o f  sren/~zar,on 

- . I explained to  hirnlher the nature of  the 

, the fact  that 
soec,fv rvpe of operarlon 

to  be a final and irreversible procedure and the 
by a method called 

, isks and benefits associated with i t .  
expires 1 80 days f 

Welfare or 

not required: emergency abdominal surgery where the sterilization is p e r f o r m d  

Race and erhn~c~rv des~gnar~onlpleare check1 less than 3 0  days after the date of the individual's signature on 
the consent form. In those cases, the second paragraph below 

Amerlcan lnd~an or 
Alaska Nat~ve 

s te r~ l~za t~on  was performed. 

INTERPRETER'S STATEMENT . ( 2 )  Thls sterilization was oerforrned less than 30 days b u t  more 
than 72 hours after the date of the indlv~dual's stgnawre on t h l ~  
consent form because o f  the following circumstances (check aP- 

lized: 
I have translated the ~nforrnat~on and adv~ce presented orally to 

the lndiv~dual to be sterilized by the person obtaln~ng thls consent. 
I have also read hlrnlher the consent form In 
language and exolalned ~ t s  contents 10 h~m!her. To the best of my 
knowledge and belief he~she understood rhis explanallon. 

lnremrerer Dare 

Z Premature delivery 
Indlv~dual's expected date of delivery: - 
Emergency abdominal surgery: 

(describe clrcumstancesl: 

Ph 'hvslcran 
Dare 



CLINICAL PROGRESS NOTES CONTINUED 



CARLE FOUNDATION HOSPITAL 
CARLE CI-INIC ASSOCIATION 

PROGRESS NOTES 

DATE 286- 1 186 


