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H'fll/'/!llfl!ll I m; Obstetrical
M 7sse 0o o PATIENT CARE DATABASE

Essential Elements
Standardized Screens / Outcome / Referrals: M the box preceding each screen to indicate it has been completed.
Circle any applicable items and make referrals as directed for any + responses.

x5594-090:

b\ Immunization?
O vYes QQ No Isthe patient a candidate for Influenza or pneumococcal vaccination? (refer to |mmun|zat|on protocol)

NI

_D lers ‘and requested, order EI lnﬂuenza O pneumococcal vaceing per pnnted orders/protoco!
O Pain Screen-isthe patientinpain? O Y O N

||||l|HIHHlI||l||H

IfYes, O Chronic? (> 3 months) O Acute?
* Location: ) —
+ Frequency: O Continuous 0O Intermittent O Continuous 0O Intermittent
« Duration: O Minutes O Hours 0O >Days O Minutes O Hours 0O >Days
* Relief/improveswith: 0O Meds O Meds _
O Heat O Cold 0O Rest O Position O Heat O Cold 0O Rest 0O Position
» Effects on ADL’s O None 0O Moderate 0O Severe O None 0O Moderate [0 Severe

[0 Educational Needs - What questions/concerns do you have about hospitalization/iliness? (tests, surgery, diagnosis, etc.)
O Has noquestions
» How do you iearn new information? O Reading O Watching TV / Video O Touching/ Doing O Listening

(FL Gift of Hope O Yes %NA Gift of Hope # Date: Time:
(Indicated if stillborn * 20 weeks @ 800-545-4438)

O Advanced Directives / Care Preferences Addressed

O vYes O No Do you have any cultural/religious practices that we can support while you are here? Specify:
O Yes O No Do you have any emotional/spiritual needs that we can help you with? If so, tell us how we can help.

O Yes Advanced Directives Form compieted and placed behind Advanced Directives tab in chart. MD notified and braceleted if applicable.

Advanced Directives - All patients/legal guardians are informed of their right to be involved in the care provided. If the pt/guardian has care preference regarding rights about

end of tife care, organ donation, healthcare power of attorney, blood directives and/or mental health treatment, we provide them with the opportunity to document these. The

purpose of asking our pts is twofold: 1) to help our pts proactively make informed decisions if the need should arise and 2) educate them regarding choices they have for

future care. (Carle Foundation reviews these standard questions with all in-pts, emergency dept. and out pts receiving invasive procedures). If pt. indicates a desire to have
\ their preferences documented, itis critical this be accomplished by the attending MD as soon as possible.

[0 Hxoflsolation? 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
appropriate room and/ or Isolation precautlons initiated.

O Order e Isdiéiiéﬁfﬁécégg 5 -
0 Recent exposure to mfectlon Oves ONo Type Tx Date '
Communication Barriers (specify) Physical: Language: Literacy: Cognition:
ﬁ Translator available: If not, use ATT Hotline 1-800-874-9426. (CFH Policy #123)

Communication Barriers - Barriers are identified and measures to address the deficits include: family presence to interpret, ATT Interpreter service, House Officer for sign
language access; case mgnt for correcting or adapting to the physical barrier....(ie, bring in the pt's glasses or hearing aid; consult with Rehab/Speech Therapy for aphasic
communication tools, etc.)

O Nutritional Screen

Points

4pts. each O TPN/PPN [ Tube Feeding [ Lactatingwoman

3pts. each O AIDS O Diabetes (new diagnosis) Pregnant (Admit Dx = Childbirth)
O CHF (acute) O DKA enalfailure
[ Decubitis ulcer O Malnutrition (diagnosis)

1pt.each 0 > 5# unexpected weight gain/lossinone month ~ Actualchange: #in wks/mos.)

?) 0 Nausea, vomiting or diarrhea > 3 consecutive days

Total Points
Ifany (+) respanse, order Dietician Consult on Invision * Date/Time: 3y  Guidelines for Response/ Dietician
Assessment is based-on Risk Level . Low (1-4 pts.)- within 72 hours- + Moderate (5-7 pis.} - within 48 hours « High (> 7 pts.) < within 24 hours

Behavioral / Developmental Stage identified:  Adolescent

Behavioral / Alcohot/ Substance Abuse Screenind> The ptis asked the following questions with the associated referrals made based on the answers and
documented below:

6’ - « Is anxiety /n ness / depression ility negatively affecting their life? if yes, refer 1o Primary Provider
- « Is their alcohblsOBstance Usé having negative con: |, problems with ;ob or famuly etc.)?
o ityes, order NeW Choiee assessment consult. (9-373-1700- askfcrassassment) #
« s nicotine use creating negative effects on their body or life (|e heart disease, high blood pressure ‘slowed wolnd and bone heahng etc)
7 ityes, ordar nicotine educational packet {Smremom #245365) and consider nicotine replacement medication patch,'and CCTV #1 128
Smoking: Getting Rgady to Quiti e

Behavioral / Alcohol / Substance Abuse Screen and Ident%bpmental Stage




W CONSENT TO STERILIZATION W

| have asked far and received information about sterilization
from a s, Cen/oues 2Ry . When ! first asked for

tgocror or chnic)

the information, | was toid that the decision to be sterilized 1s
completely up to me. ! was told that | couid decide not 10 be
sterilized. If | decide not to be sterilized, my dgecision will not af-
fect my ngnt 1o future care or treatment. | witt not iose any help or
benefits from programs receiving Federal funds, suchas A.F D.C.
or Medicaia that | am now getting or for which | may become elig

ble.

I UNDERSTAND THAT THE STERILIZATION MUST BE CON-
SIDERED PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED
THAT | DO NOT WANT TO BECOME PREGNANT, BEAR

CHILDREN OR FATHER CHILDREN.

| was told about those temporary methods of birth control that
are availabie and could be provided to me which will allow me to
bear or father a child in the future. | have rejected these alter-

natives and chosen to be sterihized.

| understapd that | will be sterilized by an operation known as
a _!‘\A\" e Lo NMGa | The discomforts, risks and benef\N

associated with the oe;eratlon have been explained to me. All my
gquestions have been answered to my satisfaction.

I understand that the operation will not be done until at least
thirty days after | sign this form. | ungderstand that | can change
my mund at any time and that my decision at any time not to be

I

Monrth  Dav hkj
hereby nsent

of my own free will to be sterilized by( e (R/G W"

State of lllinois

Department of Public Aid
CONSENT FORM

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

fdactror

}

by a method calied XL‘—\')M\ \ \< e e

y congent

expires 1 80 days from the date of my signature below.

Representatives of the Depar%ment of
Welfare or {

Employees of programs or projects funde

i

You are requested 1o supply the foHowmg information, bt itis

not required: \

Race and ethnicity designationiplease check) \\

00 American indian or O] 8lack (not of Hispanic origin)
Alaska Native O Hispanic

O Asian or Pacific Isiander

B INTERPRETER'S STATEMENT I

if an interpreter is provided to assist the wndividual to be sten-

lized:

I have translated the information and advice presented orally to
the individual to be sterilized by the person obtaining this consent.

[OJ White {not ot Hispanic origini

Month Day );éal

I have also read him/her the consent form in

language and explained its contents to him/her. To the best of my
knowiedge and befiet he/she understood this exptanaton.

7

Interpreter

X 2189-0883

Date

W STATEMENT OF PERSON OBTAINING CONSENT [ |

Before signed the
name of indiyidtial

consent form | exptamed to him/her the nature of the sterilization

operation - LV the fact that it s intended to be
a final and »rreversnble p ocedure and the discomtorts. risks and
benefits associated

I counseled the i ual to be sterilized that alternative
methods of pirth cogtre! are av which 'are temporary. | ex-
plained inat stanhzduon is difterent because it is permanent.

Iinformed the indlvidual to be sterilized that his/her consent can
be witharawn at an\time and fhat he’/she will not lose any health
services or any benef ded by Federat! funds.

To the best of my knowledge and belief the individual to be
sterilized ﬁat}least 21 years old and appears mentally competant.

= o
Slgnalufeu/personool mgcan ne Q_Da!e

(Ve e (« - \\\f\c .
: ) \
HEAN! \K()J \)Zz.\u; }i NA (VRSN

ress (:ﬁ/‘(\ \) ‘Q\ \‘
IAN'S STATEMENT

erformed a stenlization operation upon

B PHYS

Shortly before |
on

je of md/wdu_alym steriized Dare of srernirzation
~ . lexpiained ta him/her the nature of tha

operanon
stenlization g'peration , the fact that
soectly type of gperation

it is integded to be a final and irreversibie procedure and the
discomfbrts, risks and benefits associated with it.

I cgunseled the individual to be sterilized that alternative
metifods of birth contro! are available which are temporary. | ex-
p!a,h"aed that sterilization is different because itis permanent.

Ainformed the ingividual to be sterilized that his/her consent can
jpe withdrawn at any time and that he/she will not lose any heaith

7 services or benefits provided by Federal funds.

To the best of my knowiedge and belief the individual to be
sterilized is at least 21 years old and appears mentally competent.
/She knowingly and voluntariy requested to be sterilized and
agpeared 1o understand the nature and consequences of the pro-
gure.

(Instructions for use of alternative final paragraphs: Use the first
paragraph below except in the case of premature delivery or
emergency abdominal surgery where the sterilization is performaed
less than 30 days after the date of the individual’s signature on
the consent form. In those cases. the second paragraph below
must be used. Cross out the paragraph which is not used.)

{1) At teast thirty days have passed between the date of the in-
dividual’'s signature on this consent form and the date the
sterilization was performed.

(2) This sterilization was gerformed less than 30 days but more
than 72 hours after the date of the individual’s signature on this
consent form because of the foliowing circumstances (check ap-
plicable box and fill in information requested):

. Premature delivery

Z Individual’s expected date of delivery:

Z Emergency abdominai surgery:

(describe circumstances):

Physicran
Date




DALE CLINICAL PROGRESS NOTES CONTINUED
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