5T. FRANCIS SPECIALTY HOSPITAL, INC
TRANSDISCIPLINARY FORM

AL LR ER SR AR
Narme: S84 Admission Daie Time _'
Est. IVC Dae:
Age: DOB: Referring M.D Family M.D.
Address ;r¢1ephn-nr;
. Admitted From,
Marital status: M 3 ] W Sep # Children:
Driagnosis:
Date of onset:
Contact Person; Relationship Phone#
Contact Person: Relmionship Phone#
INSURANCE:
(Primary)
(Secondary)
ORIENTATION TO UNIT:
— Calllight __ SideRails _ TV _ Bed Conirol Fhone Clathing necded
— Family Conference  _ Smoking Policy ___ Visiting hours __Family Traming ___ CRT
ADL Apl,  _ Daily Schedule _ Team Therapy
Allergies
Vital Signs - B/P - Ri, _ Lt T P R s
Height Weight
Disposition of Meds:  Tdentified_ Sent home Mot applicable
Ever received blood? il yes, reaction? Blood npe
Power of Attorney/Living Will: Form completed Formsigned D anare Referrals

Interest in Organ Donation?

Source: Sample page of revised form, St. Francis Specialty Hospital, Monroe, LA. Reprinted with permission.
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Code Status [rEASON FOR ADMISSION:  (Stated in patient's own words)
DIAGNOSIS SOURCE OF INFORMATION
__Palierd __ Referring materal _ Spouse _ Son _ Daughter _ Other
ADMITTED FROM MIT DATETIME MODE OF ADMISSION
SFMC o SMF _ Cther [ hrs _Auto _ Stretcher ki WG __Bed
ALLERGIES DESCRIBE REACTION
Medications o known Allergies
‘Faads Labex Semaitive vy N0
JOther
Temnp: Oral _Rect.  Axill.___Typ E. _A P Fale
‘B ¢ LiR __Supine _ Smng  _ Stand hit Weight Bed scale
WG scale
Siding scale
{BLooD Organ Donor ENERAL INFORMATION
i__Ever received thood | ves Mo Age Martall 3 __ W _ D _M
iif yes, reaction’? |Frimary Language
Blood Type Culturaaligion practices significant to Health Care
{DENTURES Fit _ Yes _ No _ Full _ Partial
JWNith patient _Y _N _Mia
'HEARING AID  _ N/A |__valmbles sant bo Seourty
Hearing Aid A With patiert  __¥ _H _L_R | SroughtX-reys _Y _N
‘GLASSES __WA Withpatient _ Y _N Communication __Normal Slusmed _korverbal
Contact Lensas __ NIA With patient ¥ _N iHam Dominanace R L
JORIENTATION TO LINIT
o Call ight __ Side rails __Familly Conference __Bed Contral
;_Daily Schedule _ Tearn Therapy __Familly Training _Tv __ADL apt
+__Srncking Policy __Wisdting hours __Phane __CRT Clothing Meeded
{MEDICAL PROBLEMS A=Active H=History of P=Potential
__Anemia _ERSD __Kidney disease __RH Arhiitss
i Cancer __Emphysema _ Liver disease _ Sezure
__COPD __ Gl problems __Lung dissase _THB
 Cognithva/emat prob. __GYM protdems __Otecarihite Ulcer
v __Huart dissasa _MRSA  Sia __Urinary problems
__Diabates __Hypenenzian _VRE Sita _ Ostomy
_=Dyﬂ'rl'l-wn =Hmn1.mslm-0rthua.t. =_P'm trt =nth-|r
‘Alechol consumption:  _dally _weeidy __monthly Cher drug use
Tobacco use: 12 pliday __maone than 2 piiday __Priat \obacen use __Dther __Ni&
-Smoking Cessation Program Offered: hid Fabient desires program Palierd dechnes program
—_Difficuty iesping ai night Early or midnight swakening Staying asieep Night mares
LEVEL OF CONSCIOUSNESS |PuPiL siZEREACTION
Oriented:  __person __place timae —astation | Equal _Wide _Fied
—approgriate __alert __Bpgitated  _combatiee __confused | Unequal _Reactive —Shaggish
sy _labie __Eomulent | Pimpoint Mon-Fleactive
'GLASCOW COMA SCALE: 3 4 5 & 7 E 8 W 11 12 13 14 15 MNA
Completed by:
5T. FRANCIS SPECIALTY HOSPITAL
Mewroe, LA
INTERDIRCIPLIMARY ASRESSMENT

FORM #46224A REV ROD PAGE 1 of 12

Source: Sample page of revised assessment form, St. Francis Specialty Hospital, Monroe, LA. Reprinted with permission.
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