
Vital Signs: 
Temp,,.,..................  

Apical Pulse 
Radial Pulse 

Resp...........  
BPR____ 

Height  
Goal Weight 

Treatment D,acnosis 

Current "hCr3SS 

Drug Name,  oeneric. dose. freq.,  roots 

Allergies; 
irrmunizatiorr N/A 	Up to Date 

Other Aqer.cy!Disopnes 	N/A 	Flu:  

Contact C: 	,__ 	 .... Diphtheria/Tetanus: .,,.,........  
Pneumonia: _________ 

Ora: Ax.iiary  

Peg Irreg. 

Reg Irreg. 

Rag Irreg. 

Lie Sit 	Stand 

Lie 	; Sit 	Stand 

Current 	,,...,,.,.. 	............ 
Usual Weight . 

Penn Medicine Infusion Therapy 	 Date: 
Penn Home 

Team: 
Patient Name 	 Account #: 	______ DOB: 

Anemia  Oseomy 

Migraine Hemophilia 	 _. ' 	Appendectomy , 	........................................ 'I r4ephrectomy 	P 	L 

Epileosy.' Seizures Diabetes: 	Type I 	Type If Giucometer Use .  Cholecystectomy  Splenectomy 

CVA 	TIA Thyroid Problems Hernia Repair  Tracheostomy 

Hemorrhagic 	iscnecnic . Immun-Compromised: If Yes, explain: Stents, location:  Spinal. specify .., .... 

HeadTr auma ....................................  

Significant Memory Loss Arthritis 	 ______..._...._ Amputations * 	.................... 
Multiple Sclerosis Cancer Type: 	 -'--' ... Angioplasty 
Asthma Location 	 - _____________ 
Emphyserna/COPD Metastasis location(s): Urostomy 
Pneumonia Crohns 	. Anorexia Craniotomy/Shunt 
Tuberculosis . GERD 	Ulcer 

Cholelithiasis 
Sleep Apnea .. 	Diverticulitis 	T' Diverticulosis 	Corilis 

_________ 
Otfier  

Congestive Heart Failure I GI Bleed 	Upper 	Lower -- - 

Coronary Artery Disease .. Kidney Disease 
Chemical Dependency 

M. 	CABG a Dialysis Schedule: 	__. ............ 
Hypertension . Liver Disease 	I Gall Bladder Disease 

 Arrhythmia 	Pacemaker .. 	Pancreatic Tobacco 

Defibrillator 	Murmur . Bells Patsey - Alcohol 

DVT 	Embolism/Filter Other Drug/Type -.......... ......,,, ............ 

Anticoaculalior Theraov monitored by: 

.1 Fractures 
Orthopedic 	Hip 	Knee_ 

Bypasses, specify  

TURF 
HysterectomyfBSO 

I Partial 	Total 

Past 	Present 	Quantity 

No Problem Noted Hallucinating Residence 

Agtatc'd Mood Swings Apartment Nursing Home 

Angry Paranoia House Other 

AnxouS Sleep Disturbances Mobile Home . Condominium 
Depressed Withdrawn 
Difficulty Coping Possible victim of abuse or neglect i Conditions 
Flat Affect No 	Yes, see narrative P ,-'No  Ref rig !Freeze Space 
Psycho-Social History: ........ ..... .......-  No Heat Pests lie. Insects. rodenisi 

UppQ/ Systm 
	

Profile ,  No Phone Stairs 
SpouseSignif)cant Other Family 	Friends/Neighbors 

No Electricity Throw Rugs 
Paeienttaregiver wilting to provide care 	. Yes 	No 

No Running Water Unclean 
Emergency Contact . 	......................... . ... .... .......... ... ......... ...... . ....... ......  .......... ... .......... . ........ ..

- 1 	No 3-Pronged Outlet 
Relationsho... 	. 	........ 
Phone Number 	 - . 

..,.,.. 	,...., .. . ......... 	............. . ... 	........  
Cell:  - . 

S310 Environment 	Yes 	.. No Explain: 

Parson Being Instructed  ._______ ______________ Advanced Directives. 11 Yes No 

Relationship to patient. 	.. ,, i A Copy Obtained 	'. Yes No 	. Requested 

DNR 	 "-'Yes No 	' Order Obtained 

L:Mrtations to Learning 	Knowledge Deficit 	Cognitve Deficit Clinician has reviewed and discussed with patient out ol 	r.& I:: 	oital DN° 

Physical or Time Restraints ._. Language Barrier 	None . I.. Bracelet in place 	Yes ' No 
Abhty,  to 	Read 	Write Home Chart Updated 
Explain.  

Alert 	Oriented 	Disoriented 	Confused . Lethargic 

Headaches, location 
Numbness 	Tingling 	Dizziness 	Seizures 	Other 

COMMUNICATION: 
Aphasia 	Expressive 	Receptive 

WNL 	Glasses 	Contacts 	Legally Blind 	Optic Neuritis 

Visual Cnangeslmoarments (describe). 

HOH. 	LOSS of Hearing. Left > = -r RightHearing Aid(s) 
Hearing Changes! Impairments (descrioe),_,,_.,.,,,.,. 

,Alteratior in smell (describe .): 
De-nit nes 	Throat complications 

WNL 	.1 Pain ...... Weakness Location: 

_ROM 'Impaired (explain) 

Fatigue 	Spasticity, 	Steady Gait I... Poor Balance 

Ass/st Device/Safely Device 
Hospital Bed Prosthesis 

Crutches Walker 

Cane Wheelchair 

Commode Shower-Cha:r 

Other 
Specify Activity Limitations: ....................................... 

Physical/Occupational Ther4py Referral to Physician 

PHiT.05511 	
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,t Qy 
 

Penn MeuicineIn fusiotl f['he:ap" 

Color: 	WNL Jaundice 	, Cyanotic Pallor 	Flushed 

Skin: 	:: Warm : Dry ; 	Cod i Most 
1 Turgor: ". - Good Fa:r 	Poor Alopecia 

integrity: 	Intact Bruises Erythema . Rashes 	Itching 

~ 	Abrasions " 	Lacerations Wounds -: Surgical 	.. Non-Surg;ca? 
Locations}: ............................—._......._. _._..._.._...... 

Sterile Dressing Intact T Open to air _:: Sutures/Staples/Steristrips 

Diet I Reg 	Other (weight loss during last 6 months) 
Supplements ..._.........._ ..........................................._. 

Appetite: 	Good 	Fair . Poor 	Improved :: Worsening 
Fluid Intake: ! Good 	Fair 	Poor (explain) 

TPN 	Enteral  

Breath Sounds: 	i'VNL 
Decreased, location _ _. 	 _..._____.._.......~ 

Rhonchi, iocatior- 

Rales. location  
Wheezes, location. _ 
SOB: Rest H Exertion Dyspoea Orrhoone< 
Cough 	Nonproductive . Productive ,desera ei ... 

1. 02 Use, Liter(s) .. . .. .. ........_____- 
H 

	 ........... _ 
Continuous :::__ Intermittent : Nebuitzer Use 

II Incentive Spirometer 
Tracheostomy 	Shiley '.:' cuffed 	non cu`teu _......._ .............. 

Heart Sounds Assessed 1 WNL : ' Auscuitated Abnormaiit es 
Rhythm: 	Reg, _; lrreg. I Palpitations 	Angina 

Edema, location and scale (+1 - +4) _ 	____ ................_.__ 
Measurements. if applicable: _ 	.."_.._ ......................._._........_....__..._......................_........ 
Calf (R) 	 cm (L;  
Abdominal Girth 	 crc 
Ankle IA) 	 cm L 	 °c'r 

Diaphoresis 	Fluid Restriction 
Neck Vein Distention I_ A _ L 	Lightheadedness 
Pacemaker settings. if known ._ 	 ........ _ 
Internal Defibrillator Settin,s 

WNL 1 Sediment 

I. Burning . Urgency 
Frequency Ii Anuric LMP 
Incontinence, 	type 	..........__. 	 .......................................... 

Hematuria 
Color 	......... _...... 	Odor 

Foley Type: Indwelling 	External 

Urostomy . 	Peniier'Vagina! discharge 

Bowel Sounds: ...... WNL '.' Absent :::::' Hypoactive 	Hyperactive 
Abdominal: H Soft 	Firm I Nontender 	Tender. location_. 

_._., ...................... 
— 	Nausea "' Vomiting I Diarrhea Abdomen Distention 	DEAD 

Mouth: 	Mucositis _ Dvsphagia _ Thrush 	Other _.... 	__...._.__ 

Are you pregnant? 	Last BM: 	 .... _....._. Bowe? Regimen: ......_ 

Yes 	No 	 Bloodyfi'arry Stool .. Cramping _ Constipation 	Incontinence 

LMP._..........—_._.. 	NA Fistula _"_ Eating Disorder ... Ostomy 	Laxative, Stool Softener 

I. None ..... Peripheral - Midline : PICC 
Insertion Date: ..._._ ", 	Facility Placed:_...__ 

Tunneled .....Non-Tunneled  :: Implanted 

Lumens: 	One H Two H Three Size/Gauge: 	_..__.., 
Open-Ended (Hickman Type) " Closed-Ended (Groshong) 

NoBlood Return, explain___....__............__..___ ..............._..............__.........._....__...— 

Location: 	 Flushes Well 
Site Assessment:.::::: Unremarkable '::.; Sutured 

Securement Device 	 Other 
Migration Noted:......... 

Length of PICC Catheter: _._ crt 
1l I7117TITh7 I.'N/A 

Serial # : . ..................._.._................._._......... 

Pump Type/Mode : ........................ 	Settings 	Cont 	. Intermittent 
Res Vol _............__..._ ..............._. mis Dose 	 Period/Rate 

Freq .._.. 	 KVO Rate 	Lock Level 

Bolus Amt. ..... ... frea. 	; Taper 	up 	down 
Back-up pump for inotropic use Serial #: 

Settings Verified  

Arm Circumference (10cm above ante cubical) . __._ 	...._ ........... ...._ 
External Length .__._._..__......_......._ ................_. 	cm 	N!A 

Sutured ':.. STAT Lock 

Other Llr3es oc Accesses: 
Implanted Pump 

II lntrathecal 

Jejunostomy Tube 
Gastrostomy Tube 
_ Nasogastric Tube 

Shunt/Fistula 	Bru tiTheill 

I. Other 	 ,. 	 W __... . 
Treatments Performed: :: No 	Yes (C?esc e)  



. Penn Medicine ierapy 

Circle the number if a 'YES" answer  
Patient has iliness or condition that makes hm/her change the kind and/or amount of food eaten 2 
Eats fewer than 2 meals per day 3 
Eats few frufts and vegetables or milk products 2 
Has 3 or more odnks of beer, liquor or wine almost everyday 2 
Has tooth or mouth problems That make it hard for him/her to eat 2 
Does not always have enough money to buy the food needed 4 
Eat alone most of the time  1 
Takes 3 or more prescribed or over-the-counter drugs/day 1 
Without Wanting to, has lost or gained 10 lbs. in the last 6 months 2 	 - 

Not always hvsicaIlv able to shoo. cook. and/or feed themselves 2 

0-2 Low Nutritional Risk 	 Total 
1. 3-5 Moderate Nutritional Risk - Refer to RN Coordinator 
ITI 6 or More High Nutritional Risk - Diet / Nutrition Teaching and possible MSW / Dietician Referral 

•1 :llk'It 
Check YES" or "NO" as acolicable: 

NO YES  NO 	YES 
History of Falls (High Risk)  Expresses Fear ofFailing  

Poor Conditioning!Endurance Weakness  

PoorJudgment  NeuromuscularDisorders 

Impulsivity  Neuropathies  

Shuffling Ga i t  Amputation  

WanderingBehavior  Alcohol/DrugAbuse  

Confusion 	Agitation  Incontinence 

BalanceDeficit New or changed dose of medications 
such as ant hypertensives, diuretics, 

 CNSdepressants Visual Deficit  

Perceptual Deficit   EnvironmentalHazards  

YES" to History of Falls and/or "YES" to 2 or more other indicators. instruct patfent'caregiver on fall precaution. 

Check 'YES" or "NO" as applicable: Any YES' response, complete Initial Pain Assessment 

NO YES  NO I YES 
Are you experiencing pain? Are you presently taking pain medication or other 

treatment modalities to relieve the pain?  

Are you having trouble sleeping because of pain? Has your pain interfered or prevented you from any AOL? 

Comments / Treatments Performed (Describe): 

Care Pan: Reviewed with patient / caregiver and initialed 
Additional problems and goals:  

Time In:_________ Time Out:________ 

RN Signature 	 Patient Signature 

DO NOT USE UNAPPROVED ABBREVIATIONS 



0 Short Acting Medication 

0 Heat/Cold 

0 Body Repositioning/Exercise 

0 TENS Unit 

0 Physical Therapy 

0 Dimming of Light 

ft Nothing 

El Other 

0 Long Acting Medication 

0 Relaxation/Breathing 

D Massage 

U Reduced Noise 

ft Music Therapy 

ft Rest 

0 Counseling 

PHYSICAL: 

0 Decreased functional ability 

0 Diminished strength, endurance 

0 Nausea, poor appetite 

O Poor or interrupted sleep, 

no restorative sleep 

0 Excessive Sleeping 

D Constipation 

PSYCHOLOGICAL: 

O Diminished leisure, enjoyment 

El Increased anxiety, fear 

0 Depression, personal distress 

ft Difficulty concentrating 

D Difficulty coping 

0 Anger 

0 Crying 

11 Withdrawal 

SOCIAL: 	 SPIRITUAL: 

0 Diminished social relationships 	0 Increased suffering 

O Decreased sexual functions, affection 0 Altered meaning 

0 Altered appearance 	 D Reevaluation of spiritual beliefs 

D Increased caregiver burden 

D Irritability 

NPAPOI  
0 Call PHI — RN/Pharmacist Coordinator 

0 Call Physician/Nurse Practitioner/Clinical RN Specialist 

0 Made referral to Penn Home Care & Hospice Service for D PT 

ft OT 

ft MSW 

D Pastoral Care 

D Discuss with patient other modalities of management 

El Counseling 	 0 Energy Conservation 

0 Stress Management 	 D Education 

0 Exercise/Rehabilitation 	 0 Bowel Regime 

Financial resources to fill prescription(s) 

O Referral made: 

Penn Medicine 	RN PAIN ASSESSMENT 

Wissahickon Hospice • Penn Care at Home • Penn Home Infusion Therapy 

Patient's Name 	 Diagnosis 	  

Etiology if known: 	 Physician 

Date: 	 

Team: 	 

Account#: 

    

If patient is cognilively Unpaired. name of person giving infoormi 

Do you have (do you reel Me patient is having) pain/discomfoit I tow? 	  

Presence of cotI 	ii oral beliefs that would inhibit reporting un/discomfort 

./..11311NR\, Li L.)  iffeljaME imm 
Patient or nurse mark drawing. If more than one site, 	 0 Medication 
label A, B, C, D. 

Current Medication Management: 

Right Lett Righ Lett Lett Right Right 

FQ PR Right% el-eft 

Lett 	Right 
Lett 	Right 

0 Aching 0 Throbbing 10 Shooting 

El Dull 10 Burning 101Cramping 

0 Sharp 0 Electrical 0 Neuralgia 

0 Stabbing 0 Pulling 0 Spasms 

O Somatic 
Well localized 
In bone, blood vessels, subcutaneous tissues, muscle, and connective tissues 
Described as gnawing, aching, constant throbbing 

O Visceral 
Poorly localized, diffuse 
In organs and lining of the body cavities 
Described as cramping, dull, constant, deep pressure 

D Neuropathic 
Nerve injury pain due to the destruction of the nerve endings 
Described as a burning and shock-like sensation 

Intensity at present: (As rated by patient/caregiver): intensity scale: 

Scale Used: D Faces Scale 0 0-10 Scale 

0-10 Numerical Rating: 	 Acceptable Level of Pain 

Worst Pain Gets: 	  Best Pain Gets: 	 
(Within 24 hours) 	 (Within 24 hours) 

0 Patient unable to rate the pain. Who reports the pain? 	 

D Sudden 0 Continuous 0 Daily 

0 Gradual 0 Intermittent 0 All The Time 

0 Chronic 0 Breakthrough D Sporadic 

0 Other ft At Night 

0 Occasionally 

0 Deep Pressure 

D Diffuse 

10 Other 

0 Physical Activity 
	

ft Touch 
	

Patient satisfied with current plan of care of pain management? 0 Yes El No 

0 Inactivity 
	

ft Body Positioning 

O Sleeping 
	

D Other 	 

PHIT-049 
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Penn Home Penn Medicine 	 - 
TEACHING RECORD Account No, 

,4usah*ckert Hospice Puss Cute at Home' Poets Home Infusion Therapy 

Team:______ 

Therapy: 

I = INDEPENDENT N = NON-INDEPENDENT 

Date Additional Return Demonstrations Comments I N 

THERAPY 
Principles 	f Therapy  
Treatment Requirements 
Patients Rights & Responsibilities 
Plan of Care  
Medication information 
Side Effects  

SAFETY1INFECTION CONTROL 
flaudwashireg 
Clean Work Area 
Asepsis 
Standard Precautions 
Contact Precautions (if applicable) 
Respiratory Hygiene Precautions 
waste Disposal 
Environmental Safety  
Sptll/Chemo Precautions 
Fall Precautions 
SuppliesfEquipment/lnventory 
Oxygen Pm-cautions (if applicable) 

MEDICATIONS 
Name of Patient/Drug Verified 
Storage/Inapectiots 
Additives 
Preparation 
Dosage/Concentration --- ---- 

Expirntton Date 
Room Temperature Stability 

ADMINISTRATION 
Pump:.. 
Alarms 
Back-up pumn/batsery/powerpack 
PCA by Proxy 
Catheter/Tube Placement 
Connection Procedures 
Diucnnection Procedures 27.  
Rote of Adntinistr,uiors 
Flushing (ileparin. Saline) 
SAS1I Protocol 
Blood Back-up 

SELF-MONITORING 
Weight 
Temperature  
Intake/Output 
Urine Tenting (Concept) 
Glucose Monitor (Concept)  
Catheteir Site Signs & Symptoms of Infection 
DME Alarms 
I-800-66-6002-. 24 hours Emergency ________ 

COMPLICATIONS 
lnfiltrationfExtravusation 
Phlebitis (Chemical, Bacterial, Mechanical) 
Infection (Local, Bloodstream) 
Cellulitis 
Hematonxa 
Venous Spasm 
Embolism (air, pulmonary, catheter) 
Venous Thrombosis 
Speed Shock 
Pulmonary Edema 
Nerve Damage 
Device Allergic Reaction 
Catheter Migration/Malposi lion 
Catheter Occlusion/Fracture 
Cardiac Tamponade/Arrythntias 
Absence of Blood Return 
Twiddler's Syndrome 
Pinch off Syndrome 3 

I/We 	(patient and/Or etsreg(ver) have rrcved 
I. RN Sittnatttre: 	 educational material (set page 2). and agree to undergo instruction in major to feet competent to -_______......................'- 	 safely and etecttvety pert/attn the functions associated with the paiscohed therapy. lPsWe itnderstand 

that LIWe will routinely perform these functions in a facility other than a biatp/tt or mmeebcsi 
2, RN Signature. 	 institution. 

Psnie.nt/Caregiver 	 Date 
O.RN Signature:  

DO NOT USE UNAPPROVED ABBREVIATIONS 
'HtT-0I0-2 	 WHITE — FINAL OFFICE 	CANARY — FINAL 	PINK — TEACHING 	GOLD—TEACHING 	 AEL 21009 



Penn Home Infusion Therapy 
Infection Prevention: Teaching Review & Technique Observation 

Patient/Caregiver Name: 
	 Team: 

Assessment by 
	 Date 

Indicator Yes/Not Notes 
N/A  

Proper Storage of Medication & Supplies Indicate observation (0) 
or interview (r) or both (13) 

Utilization of a Clean Work Area Indicate observation (0) 
or interview (I) or both (B) 

Hand Hygiene Indicate observation (0) 
• Per CDC hand washing guidelines or interview (I) or both (B) 

- Discuss the use of soap and water versus 
waterless alcohol-based cleaner 

- Discuss scenarios as applicable  
Aseptic Technique Indicate observation (0) 
• Cap Change or interview (I) or both (B) 
• Flush 
• Dressing Change 
*Port Access (if applicable) 
* Port De-Access (if applicable)  
Presence of a Thermometer in the Home Indicate observation (0) 

Utilization of a Temperature Readings indicate observation (0) 
Tracking Method or interview (I) or both (B) 

Signs & Symptoms to report immediately Indicate observation (0) 
to PHIT at 1-800-666-6002: or interview (I) or both (B) 
• Fever of 100.4F or Higher 
• Sweating 
• Chills (during flushing of the IV line) 
• Whole-Body Chills & Aches & Pains 
• Wet Biopatch! Wet IV Site Dressing 
• Dirty Biopatch/Dirty IV Site Dressing 
• Reddened IV Site 
• Swollen IV Site 
• Painful TV Site 
• Oozing/Bruising at IV Site  
Comments: 



Penn Home IT Chemotherapy Administration Checklist 

Patient Name: 
	 1)11) 1 

The following should be completed with each chemotherapy administration dose or "hook up" of 
chemotherapy continuous infusions. This checklist is in addition to standard nursing visit summary report 
per policy and procedure. 

• 	Review the Prescription File/Rx Form, the Physician Orders/Plan of Treatment Files' Free 
Form/Prescriber Order, and the prescription label. 

• 	Check chemotherapy bag or cassette prescription label: verify patient name and DOB, medication, dose, 
route of administration, rate, expiration date and duration against the Prescription File/Rx Form. 

• 	Verify pump settings with the Prescription File/Rx Form and the prescription label. 
• 	Check for any prescribed prn and/or pre-medication (oral or IV) antiemetic and hydration; via the 

Prescription File/Rx Form, and the Physician Orders Files' Free Form/Prescriber Order. 
• 	Labs will be monitored by the prescribing physician. 
• 	Review medication purpose, side effects, and chemotherapy precautions with patient and br caregiver. 
• 	Assess the catheter and check for blood return. The physician must be contacted if there is no blood 

return. 

Document pump settings, type of IV site, blood return and patient/caregiver education below. 

Chemotherapy Administration Verification Note: 

IV Medication: 

PUMP VERIFICATION (Write settings from pump): 

Reservoir Volume: 
Rate 

Infusion time (for each cassette or bag): 

Pump settings verified with the Rx Form and the 
prescription label (initial) 

Dose Change/Pump taken out of LL2? (circle) Yes No 
*If YES, who was the 2' person verification: 

Patient /Caregiver education: (initial each line) 

Explained purpose, side effects, and chemotherapy 
precautions with patient and /or caregiver 

Chemotherapy Precautions: 
• Chemo Spill Kit 
• Mouth care- oral rinses (no alcohol based mouth 

wash), preventing mouth sores 
• Nausea-hydration and antiemetics 
• Diet- No fresh, uncooked foods 
• Temperature checks 
• Sunscreen 
• Neutropenic Precautions 
• Infection Precautions 
• Sexuality Precautions 
• Other: 

Infusion Pump and Further Education: 

SITE ASSESSMENT: 
TV site (circle): Port/Hickman /PICC /other 

Blood return (circle): Yes No Non-Applicable 
*If NO blood return contact physician 

Date and Time of hook up: 

Signature of Chemo Certified Nurse: 

Review of pump audible alarm system 

iixpiamed and demonstrated battery change (if 
applicable) and checking pump for battery life 

Explained/reviewed checking chemotherapy tubing 
connections 

Explained/reviewed  what to do in case of 
chemotherapy emergency/disconnect and how to 
contact PHIT 

Patient/caregiver acknowledged understanding of 
education and infusion pump. 



Penn Home Infusion Therapy 
Falls Prevention Education 

Patient's Name: 	DOB:  

RN signature: 
	 Date 

Instructions: Initial or check the box to indicate the falls prevention education and intervention provided to the patient and or 
caregiver(s), based on the Falls Risk Screening tool (if admission visit) or your on -going Falls Risk Assessment if this is a revisit. 

Falls 
Risk Factor on PIIIT's Prevention 

Falls Risk Screening Education and Intervention 
Tool Intervention 

Provided  
History of Falls Instruct regarding applicable patient specific falls 
(High Risk) prevention education and home safety awareness. 

Poor Encourage patient to engage in physical activities as 
Conditioning/Endurance tolerated. Refer to PT/OT for home exercise program 

instruction, if appropriate. 

Poor Judgment Provide education to the patient/caregiver on safety 
awareness; may need to recommend 24 hour supervision. 

Impulsivity Provide education to the patient/caregiver on safety 
awareness; may need to recommend 24 hour supervision. 

Shuffling Gait The patient will demonstrate the correct use of his/her 
DME (name the DME). The patient will wear footwear 
with anti-skid, gripping soles. 

*DME :  

Wandering Behavior Recommend 24 hour supervision to the patient and 
caregiver(s). 

Confusion/Agitation Recommend 24 hour supervision to the patient and 
caregiver(s). Assess any potential contributory 
medications and work with the care team on medication 
changes, if appropriate. 

Balance Deficit The patient will demonstrate the correct use of DME 
(name the DME). Refer to MOT if appropriate. 
*:  

Visual Deficit Recommend that the patient will plan annual vision 
checks, that the patient will keep glasses within reach at 
all times, and that the patient will always utilize adequate 
lighting. 

Perceptual Deficit Recommend a vision evaluation appointment. Refer to 
PT/OT for assessment, if appropriate. 

Express fear of falling Review environmental hazards education with patient 
(below); assess need for possible DME and a possible 
PT/OT home evaluation, if appropriate. 



Penn Home Infusion Therapy 
Falls Prevention Education 

Patient's Name: 	DOB: .  

Risk Factor on PuT's Falls 
Falls Risk Screening Prevention Intervention 

Tool Education and 
Intervention 

Provided  
Neuromuscular Disorders Discuss potential needs for DME and a home PT/OT 

evaluation, if appropriate. 

Neuropathies Discuss potential needs for DME and a home PT/OT 
evaluation, if appropriate. 

Amputation Discuss and recommend an in-home MOT assessment, if 
appropriate. 

Alcohol/Drug Abuse Provide teaching that alcohol and drug abuse causes 
cognitive impairment and increases risk for falling. 
Review environmental hazards education (below). 

Incontinence Recommend that the path to the bathroom is well-lit, clear 
and unobstructed. If needed, place grab bars near the toilet 
and/or recommend a three-in-one commode. 

New or changed dose of Provide medication reconciliation and medication 
medications such as education. Educate the patient to rise up slowly from a 
antihypertensives, supine position and to stand up slowly from a seated 
diuretics, CNS depressants position. 

Environmental Hazards Provide instruction regarding home environmental safety: 
use rugs with non-skid backs; use a light within easy 
reach at night, use non-slip mats in the bathroom, install 
grab bars in the bath/shower. 

PT/OT is appropriate for Referral made for PT/OT. 
Patient *Name  of Agency:  

Additional Comments (if applicable): 



   

Penn Home Infusion Therapy 

EBOLA SCREENING 
 

Patient Name: _________________________________________ DOB: ______________________ 

 

Date and Time of Screening: _______________________________________ 

 

Name of the Person You Spoke to Regarding this Screening:_______________________________ 

 

Assessment by: ____________________________________________________________________ 
 

 

Ebola Screening Question(s)  
 

In the past 3 weeks, have you or anyone in your home traveled 

to Mali, Guinea, Liberia or Sierra Leone OR been in the 

presence of anyone who has traveled to Mali, Guinea, Liberia 

or Sierra Leone? 

 

                YES               NO        

If Yes to the above question, then ask: 

Have you or anyone in your home had fever, headache, muscle 

pain, diarrhea, vomiting, weakness, abdominal pain or unusual 

bleeding in the last 3 days. 

                

 

               YES               NO        

 

If YES to BOTH Screening Questions, Follow the Guidelines Below: 
 

Which Symptoms are present?        Fever              Headache         Muscle Pain 
 

       Diarrhea          Vomiting        Weakness 
 

       Abdominal Pain         Unusual Bleeding                                                                    

Document how long each symptom has been 

present:  

 

Inform the patient that someone will call them 

back with scheduling information. 

 

                        YES               NO        

Contact Dr. Anne Norris at 610-331-6020.   

If not available call 215-614-0524. 

                        YES               NO        

 



' Royal Quality Nursing Services, Inc. 	 Plan of Treatment 

Patient: 
	 DOB: 

	 Soc Date: 

Address: 
	

City: 	 __ State: 
	Zip: 

Provider 

Diagnosis: Primary _______________________ ICD9 Code:  

Secondary 	JCD9 Code:  

Code Status: Resuscitate DNR DNI Durable Power of Attorney 

Allergies: (List allergen and describe reaction.): 

Medication: 

Flush Access Device: NSS - mL(s) []before and after med administration flprn J_ niL(s) post lab draws 

Heparin - units/mL 	mL(s) 0 after med administration 0 prn Cl post lab draws 

Other flush solution:  

ESee current medication profile attached Physician to review and contact Royal Quality with any inconsistencies. 

See attached Acute Infusion Reaction Orders. 

Maintain Catheter Access Type: 

[N/A 	E P1CC 	 [lntrathecal 	 [Implanted port 

[Peripherial fl Central tunneled 	7, Implanted pump 	[Subcutaneous infusion 

flMidline 	[1 Epidural 	 fl Central non-tunneled OOther: 

[]If catheter is removed, may replace with:  

May remove PiVat end of therapy 	fl Remove PIV after each infusion 

[1 Replace PIV: E.,  every 72-96 hours 	prn complications 	E[ maximum of 7 days dwell time 

Central Catheter/PICC repair by: 	0 Hospital 	0 Royal Quality Nurse 0 N/A 

[1 May apply heat to treat and/or prevent access device complications 

:0 May apply antibiotic ointment after CVC removal 

9 Reaccess port every 	days or every - week(s) when not in use 

9 May administer Alteplase 2mg IV prn occluded CVC, and repeat once if needed 
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' Royal Quality Nursing Services, Inc. 	 Plan of Treatment 

Patient Name: 

Dressing Change: 	fl Transparent every 	days and prn fl Gauze every 
	

days and pm 

LI Other:  

Teach patient/caregiver the following procedures: 	Catheter dressing change 

fl Access port 	 Deaccess port 	 LI Remove PIV Other: - 

Lab Orders:  

fl Labs may be drawn from access device 

9 Patient/caregiver may be taught how to draw labs from access device 

Nursing Visit Frequency: 	 9 Weekly and pm 	9 Other:  

9 RN to administer prescribed therapy []Home 	0 Hospital 	9 Nursing Home 

Diet: 
LI Regular 	9 Diabetic 	9 Renal 	9 Other diet restrictions:  

Enteral Feedings: 

Wound Care: 

Other: 

Goals: 

9 Patient will complete therapy as prescribed, without complications. 

Patient specific and measurable goals for this certification period include: 

9 Other  

LI Medication administration 

LI 

LI 
Discharge Plan:[] Unknown date 	9 Discharge from services on:  

Certification Period: 	to 	9 Initial Certification 	9 Recertification 

Clinician Signature: 	 Date:  

I hereby certify that the above infusion and services are medically necessary and are authorized by me. The patient is under 
my care and is in need of the services listed. An infusion pump and all supplies may be provided as required for the 
administration of the above prescribed therapies. 

Physician Name (Print) 
	

Physician's Address 

Physician's Phone 	Physician's Fax 

Physician's Signature X 	NPI# 
	

Date 

(Please complete and return within 24 hours of SOC.) 
	

REV ACH 6/2014 
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