option PROG
care® .
Patient Assessment Form - Adult
[ Start of Care [] Recertification [[] Homebound Visit Type: [[] Home [] ATS [] PRN [] Patient ID Verified
Patient Name: MRN Age DOB Sex Date
LM [IF
Source of Information: [] Patient [] Other:
Reason for Homecare — Primary Diagnosis & Current Home Infusion Medications:
Other Pertinent History and Surgeries: Primary Language:
Religious/Cultural Practices: Social/Community Involvement: Occupation:
Immunizations: [] Up-to-date [] Other:
Social / Environmental History Home Environment Safety

Living Situation: Marital Status: Suitable for Care: [] Yes [[] No (See Skilled Intervention Note)
[] House [ Single [] Domestic Partner [] Scattered Rugs [] Cluttered Living Space/Stairs
] Mobile Home [ Married [] Widow(er) [ Infestation [] Unsafe Bathroom
[] Apartment [ Other people living in home: [] No Smoke Detectors [] No Fire Extinguisher

[] Nursing Home
[] Hotel suite / Efficiency

[] Oxygen used
[J No Telephone

[] Unsafe Entry or Exits
[ Improper Storage of Hazardous Material

[ Other: Inadequate: [] Air [] Heat [] Plumbing [] Electrical [] Refrigeration
Comments:
Vital Signs
WT Actual: WT Stated: Temp: Resp: Heart Rate: | B/P: ORrRA QLA
[ PO [ Ax [] Other: [ sitting [ Lying [] Standing
*NPA = No Problem Assessed Systems Review
Endocrine Genitourinary Cardiovascular
[J NPA [0 NPA [ urgency O NPA [ Cap Refill>3 secs [] Abnormal Heart Rhythm
[ Diabetes — Type: [1 Frequency [] Retention [ Palpitations ] Neck Vein Disten. [] Abnormal Hearts Sounds
[ Current FSBS: [1 Incontinence [ Dysuria [ Tachycardia [] Hypertension [] Edema
[ Thyroid Disorder: [1 Hematuria # wet diapers/day: [ Bradycardia  [] Hypotension [ Pitting: (1 +1 O +2 O +3 [ +4
[ Adrenal Disorder: [1 Other: [ Angina [] Pacemaker Location:
[1 catheter: [ Indwelling [ Intermittent | [] Defibrillator [ Other:
Pregnant: [] Yes [] No [ External Date Placed: Peripheral Pulses:
Clother: | Comments: RUE: [] Present [] Absent RLE: [] Present [] Absent: Location:
LUE: [] Present [] Absent LLE: [] Present [ ] Absent: Location:
Comments:
Psychosocial Neuromuscular Respiratory Gl/Nutrition
[0 NPA [0 NPA [ Vertigo [J NPA [ Orthopnea: | [J NPA [1 Abdomen:
[ Alert [1 Headache [] Spasticity [] Diminished # pillows [ Nausea [] Vomiting [ Taut
[ Lethargic [ Paresis [ Flaccidity [J Wheezes [ Tachypnea | [ Dysphagia [ Distended
[ Unresponsive [1 Tremors [J ROM Loss O Rhonchi O Stridor [ Constipation [ Ascites
[ Flat Affect [ Ataxia [ Contractures [ Crackles: [ Course [] Fine [ Diarrhea [J Masses
[ Agitated [ Alt. Level of Consciousness (describe): | [ Dyspnea: [ Bleeding L1 Tenderness
[ Anxious ] On Exertion [] At Rest Ostomy: _ [ ABD Girth:
[ Confused [ Paralysis — Level: ] Cough: Last BM:
Communication Issues: | [] Seizures (describe): [ Productive [] Non-Prod. Bowel Sounds: [] Present [] Absent
L1 NPA L] Sputum (describe): [J Recent Change in Bowel Habits
EViSiOﬂi | O Numbness OcvA [ shunt [ Other: Diet:
Hearing: ____ ; ; : . - -
O] Language/Literacy S Joc;Ln;r:Swellmg L1 Joint Stiffness o at PV Appetite: [] Good [] Fair [J Poor
[ Aids Used/Needed: ______ [ Continuous O Intermittent | [ Enteral Tube Type:
O Sensory Alterations: L1 N/C [ Mask = Formu!a. -
. DME Co.: [ Intermittent:
Comments: [ Smell [ Touch [ Taste [ Continuous:
Comments: Comment: [J Wt Gain/Loss: Ibs
Speech: Comments:
L1 NPA L Slurred Integumentary
[J Garbled [ Aphasic
[0 NPA [ Dry [ Diaphoretic [] Pale [] Turgor Poor [] Rash [] Pruritus [] Petechiae [] Jaundice [] Birthmark
Memory: ) [ Bruises [ Abrasion [ Incision [ Staples [ Sutures [ Laceration [ Pressure Ulcer [ Burns
[ Good [ Fair [ Poor [ Patient/Caregiver Independent with Wound Care [] Wound Managed by: [] Wound Clinic [] MD Office
Oriented to: [J Other HHA:
[ Person [] Place [1Time |[]SN Performing Wound Care/Assessment (see Wound Addendum) [] SN treating active Bleed (see Bleeding Disorder
. Addendum)
Comments:
Comments:
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option PROG

care Patient Assessment Form - Adult (cont.)
Patient Name: MRN:
Pain
[J NPA Current Pain Level (0 - 10): Location: Acceptable Pain Level (0 - 10):
Pain Description:
Relief Measures: Pain Controlled? [ Yes (1 No*

*Intervention:

Access Device

Access: [ N/A

[] Peripheral IV start - Attempts x [] Peripheral line in place Gauge: Length: Date/Location:

[ PICC or [ Midline Site: Type: Lumens:

Ext. catheter length: cm [ Arm Circumference: cm Measurement: 4cm or cm above insertion site.
[J CVAD Site: Type: Lumens: [J Tunneled [] Non-tunneled
[J Accessed Port this SNV [] Port access in place: Non-coring needle size: gauge inch [J Port de-accessed

[0 Subcutaneous [1 NGT /GT / JT Location: Type: [ Other:

Access site clean/dry & free of s/sx infection [] Yes [] No — Describe:
[] Access discontinued — Reason: [] Site rotation [] Infiltration [] Erythema [] Leak [] Occlusion [] Thrombosis [] Infusion complete
[J Therapy concluded [] Prescriber order Comments:

Dressing / Flush: Access Dressing Change: [] N/A [J Access flush pre/post med: ml of [J NS [] D5W
Access flush pre/post lab: [] mI NS [] Access flush for maintenance: [ ] NS ml [] Heparin: ml
Antiseptic Agent: [] 3 Alcohol [] 3 Betadine [] ChloraPrep [] Other:

Dressing: [ Transparent [] Gauze & tape [] Other: [0 Antibacterial dressing changed
[ Securement device changed [] Needleless connector changed x Lumens [] Extension tubing changed x Lumens
Lab Work: [] N/A [ BMP [J CMP [ Pro-time [J ESR [ Trough [] Peak [] CBC [] Other:

Specimen obtained from: [] Peripheral Venipuncture [] Venous Access Device ml blood discarded

Specimen delivered to:

INFUSION RECORD ] N/A

[J] Rx Properly Stored [ ] Anaphylaxis Kit Expiration: O NA

Medication: Dose: Volume:
Medication: Dose: Volume:
Method of administration: [ ] IVP [] INJ [] Gravity-Flow Controlled [ | Pump [] Disp. Pump [] Other:

Pump Program #1: Pump Program #2:

Factor: Lot #: Exp. Date: Labeling checked with orders: SN initial

[] Pre-medication (dose & time):
TIME TEMP PULSE RESP. B/P RATE (Patient status / condition / comments)

[] Inventory completed: [ ] Adequate supplies [ | Ordering [ ] Medication Profile Reviewed: No Changes
[J] pischarge Plan discussed with patient/caregiver. Plan for next visit:

Communication with: [ ] MD [ RPh [] Other:

Skilled Intervention Note:

Patient Visit Time: Start: End: Lab Time: Start: End: Total Time:
Nurse’s Signature Patient’s Signature Date
FR-N-575 Patient Assessment Form - Adult 100915 Page 2 of 2 ©2015 Option Care. All rights reserved.
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13028610622 From: eFax Newarklntake
FROG

Patient Education Checklist

Patient Mame:

80C Date:

Enter service dete(s) inte columns as appropriate MRN:
SRR 1S GONTENT 1 ASSISTED | INDEPENDENT
S OCUCONTENT MSCUSSED/ -4 U RETURN LUV URETURNS L
TR " DEMONSYRATION | DEMONSTRATION -

O REVIEWED

E Fatlent Admission Documenis Given!ﬂ&vi&w&d:
01 Consents [ "Gelling started with infusion therapy” Booklet

i1 Admission Agreement/Acknowladgemeant of Recsipt of Information |

f Avcreditation information

..... i Homs Health Agency state required information (0 N/AY
{_22 Agency 24 Hour Contact #:
1 Qther

(1 Raview of Dissase Process ] Compliance Nesds
L1 Patient Education Handouts Given & Reviewed:
O3 Drug Monograph O3 Medication Guide [ Acosss Davice: .
O Purmp Manual: . L
(3 1Y Access (as nesded for IV msemnn traing ng}
[ Gther:

'. Brug / Solution:
Label Accuracy: [ Correct Patient Nama E,J Ccrreci Dmg
['"! E}aaz‘? f'"i %{:he{m e

Siomge. Refrzges’amn {J Rmm Te&m;; [ Pmta{:t fromn light

Arfection Prevention:
L1 Hand Washing 0 Aseplic Technious
U Weork Surface Preparation [ Device Access / De-access
(1 Blood & Body Fluid Precautions
Prepping L] Injection Site(s) L) Cﬁﬂnemmrs ...... Tubmg ] Needies

Infusion Access Device fanagement:
[ Type / Access: - [ Clamping
0] Site inspaction [ F‘at@rw Chesk 1 Flushing Ea?%}mg
{0 Site Care/lressing Change O Qonnector/ Exdension Changs
LI PV insertion / Ramaoval [T Other

' ng?éé?ﬁaiuticn Pmpamtian'
L Medication-Solution Sat-Up
G Cther:

1 Adminigiration Method:

i O Push

L1 Gravity (O Rate-Flow Controlisd Tubing
[ Disposable Elastomeric

Ll Fump.
L Contineous L Intermittent U Cydle/Taper

Emwtaan £ [ntramuseu ar EI Subwtaneous

Administration Te&:hmque
L Tubking Calibration LI Pump Programming O Loading Pumg
T Filter (O Priming Tubing [ Battedes U1 Alarms
3 Troubleshooting

O Cther

FR-M-585 Patient Education Ghecklist 0715817
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To: thelma/chrissy Page 7 of 10 2018-08-24 14:00:45 CDT 13028610622 From: eFax Newarklntake

option
care”
Patient Nars: N o DARNG

FROG

Polentizl Complications - Prevention & Intervention:
] znfﬁatien' E“_“ Exitfmjemian wif& ;;3 8}‘5‘;%‘&1@& o B!Omj Reflux
EJ Thmmhu& ‘Embeius O FIE !mba ance [ Hyper—Hypog!ycemia
O Metabolic T Aspiration {oral/enteral} [ NausesfNVomiting
[1 BHarrhea [ Adverse Reactions U7 Ansphyiaxis
1 Hypers@nsit‘vity R@&ciien 1 Using Epinephrine Auloinjector

Sup;}is&s Hand! ing ! E)sspasa! Hnventony:
i Sherps Container [ Regu ar Wasle [ Narcotics
L1 Hazardous Malerial T Chemo Precautiong
L4 Supsdy Inventory L Deliveries 1L Pump Returnll Gther
Resources: )

'Saf'ety:
g1/ EMS U Electicat / Fire [ Falls 0 Travel & Supplies
O Gither:

Ungoing Monitoring:
1 Weightt S R 1

O Ternp: [ Blood Glucoss:
D3 Lab Dvews: 1 Appointraents:

1 Other:

Addittonal Instructions / Comments:

SN 71 S PR ".'ﬂ!jkfﬁfﬁ_iﬁnﬂmre_'"””"T‘?.:'“.i“""-i"-: g D 5 71 SRR A T Naree Signaiﬁre' Lo

| have recaived the abave information and understamﬁ that i wi E be Eeammg aizaut my disease process, therapy and tregtment using
the information in the materals that were given to me.

Patient Signature Dale

Caregiver Signature (if appiicable) T Date Caa‘égiver Rejationship to Patient

Release of Direct Supervigion: | understand that | am now able to perform all of the above listed activities and no fonger nesed
the direct supsrvision of & nurss or pharmacist, | aiso undarstand that these skills will be checked by the nurse or pharmacist whan

neaded,
Patient Signature ' B TDate
Caregiver Signature (if applicable) ' ' Date Caregiver Relationship to Palisnt
FR-M 585 Palient Education Thecklst 071517 Page 2of 2 E2017 Cption Care. All rights resarved.
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.TO: thelma/chrissy Page 9 of 1Q 2018-08-24 14:00:45 CDT 13028610622 From: eFax Newarklntake

OROER

Plan of Treatment

Certification Feriod ic
Patlent Demographios

Fatient Name: MRN Age IO Sender S0C Date
'EAddrcsss:- o T Eity. Stale, Zip T Bhone:
- Primary B ugn:.ﬂsa - “ICD-10 Coder o T Uinzet Dale
. '5"~'§ec<jméary Dizgnosist o GO0 Code; T Ginsol Dale
Diagnoss | . |
[ Addiienal Disgrosis: ” TICEG Code: | Grset biale

Allargies (allorgen and reaction):
1

Code Status [select from the following as applicable): | Prognosia:

7 Fufi cods ] Do Net Resuscitale 1 [ Excelient 7] Good [ Fair

[} Advance Directive [ Copy on file [ Copy Requested | [] Cuarded (7 Poar Clotherr .
Rehab Potential: T Functional Limitations: ifental Status:

[ Eull Recovery {"t No Deficiency U1 Contractures L] Mental/Cog A Adertd )m“s ed [ Anious
U1 Partial Rocovery {1 Endurance [ Paralysis 71 Vision A1 Confuse [T} Lethargic
[ No Recovery {7 Ambuiation 1 Armputation [ 1 &8peech i [)Lp:m Aea’ [} Comatose
3 Verming! 7 Dyspnsa with minimal exertion {7 Hearing 113 Soivitual Neads Uamet

[ Paltiative Care | [} Bowel / Bladder Incontinence i Other: i1 Other

CActivities: "Safety Measures: Diet:

173 Ko Restrictions [ Independent at Home [TFatd F EMS Protoool [ Med storage | [ Regutar

7} Home Bound 1 Bed Bound [ Standard Prec. 1 Dhygen [3 Arss

{73 Non-Ambulalory ] Ambutatory [} Hazardous Waste Dispossl [ Cardiac

1 Complete Bed Rest O] BRP [ Upas Tolerated | [ Electrical [ Emergency Disaster | L Othen:

(] Transfer Bed/Chair ] Exercise Prescribed DWE/Supplies: '

[} Partial Weight Bearing: 1L IR B {7 infusion Pump [ Sharps Container

£ Cane ] Watker [ Crutches ] Wheelchair | [1 infusion Pole

£ Cther: ) T [0 infusion Suppliss  [] Other

SN Assess With Fach Patient Visit

L] Physical Assessment [71 Compliance with prders SN Visil Frequency:
{71 Response fo Therapy M1 8afe home environmernt i .

] Cognitive/Funciional limitations 1 Levet of pain with _ pro visits for
[T Insbustion Neads [ Other:

7] SM to administer 7] Teach patient/caregiver administration of prescribed therapy: (list medication, dose, froquenay, tiration)

i}

via: 1PNV JIMID O] PICT [ Central Line [ implantad Pof i wuhcuiaﬁeou% YWNGT YT O Other
Method of administration: T2 WP [1iNd [T Gravity-Flow Contrelled [ Pump LI Disp. Pump 7 Giher

i'".j. . —
' S TP TIMID T PICG "”} Central Ling (1 E"F"EQ[::;HLG‘U Fort T Subcutaneous PINGTAGYT AT

Mathod of administration: [ WP [T ind [ Gravity-Flow Conteotled (I Puimp L Disp. Purmp

1

via: TTRNY CIMID CTRICC T Central Line U] implanted Port |1 Subcutaneous PINGTIGTAIT T Othen
bethod of admirustrazmn: P [iNg [ Grovity Flow Condrollsd [ Pump B Disp. Pump 1 Othar:
1 Kalbitor three 10 mg dosss {30 mg total) subcutaneously FRN for acuts altacks of hereditary sngioedema HALY I no response ir zfi::s 63
minutes, contact the physician before administering a second doss,
"1 Kalbitor three tmes 10 ma doses (30 mg tolal) suboutanesusly PR for acule aftacks of HAE I no response 45 - 80 minules, administar
a sacond 30mg dose, iF ne responsa in 45 - 60 minates sfter second dose, contact the physiciarn.
U1 SN e titrate IVHS as using foliowing steps: 1. mildbrw IR A mihr e oy 3 mlihr ® rriiny; A mihr X
) w5 omibhrx min; &, ey % _min; foliowed by maximum rate of iabf for remainder of infusion,
Tikration shal! be dependent on palient's lolsrancs . Other:
471 BN o monBor for hypersensitivity 8 miniraim of 1 hour post rnera& N admsm siration for first dose and Kalbitor,

EA]

FR-M-G30 Pion of Treatment 120817 Fage tof 2 @017 Onbor Cae. A4 rights reserved



To: thelma/chrissy Page 10 of 10 2018-08-24 14:00:45 CDT 1302861 06_22 From: eFax Newarklntake

Piam of Tmatmenf {cc}ni )

MRI\%

; - Nursing I Ittewent;onf@rder% {contxrmrm} e

CirF rict (NS [ Da‘ﬁ; ‘iu\.hz pre i;,m pusion and g 037 - 3w PIvdicl w;( VAP om’vaé

[HAdut TENS L3085 flush prepast infusion and pens (12 2mi PV D03+ 8 mil s :w;”‘”( ANOG
LF5 - 10 el pealpost ab Midline/CVEIPICT U116 - 20 mil prednost lab zﬁ-cvtf valved catheler

Cther thish protoool: . _ _ e

Pediatric: Haparn IV o nitsm! post infusion and porne £ 0.5 - 3 mid PIVIMIdEne/CYORICC (10 5 5 mi Port

L1 Aduit: Heparin IV

uniisdmd postinfusion and pras U1 - 3md PVMidiine T3 3-8 ni SVOAICGHPon
Lrteral flush:

L

] See attached Medication Profile for atﬁditioml medications. [ Ko Additional OTC Medications or Herbal/Home Remedies

[7 8K 1o establish Feripheral IV socess. Change PV access every o days [TWith sach dosa [ PN

L &N may: (] Admirster Lidecaine 1% 0.1 mil intradermal (71 Apply Topical anes thetic, per manulasctures guidelines for v
?!bﬁ,ﬁ’ltxﬂ SRS

L1 8N to remove 7] Teach p(meri caregiver (emoval ol PIV ol eompletion of IV therapy,

TSN mmove TIPICC 3 Non-lunneled CV5: when the rapy complete. R :

) BN to perform cental ImE‘ carg: uie:anm stie with atcoho! %3, betadine (3, of chloraprep swab, and agply 552:.;1 dressing woekly and porn

Gl f’)OSL!Jb
mil Port f{mlveu cathcler

loss ot integrity; day apply anfirnicrobial drassing to IV sile prn. infamm mii} Wprophylazis (o sile care pe profenls.
[ 8N ia perform [ Teach p"étsm?ic regiver o aceess/deaccess: implanied port. Non-coding needie change: E:'i Week! v {10ther:
[ CVORICE ooclusion orders: Deciol cathelsr por.s. with following drug manutacturer instructions for use.
LI SA to administer [ Teach patientcaregiver to administer: subcutaneous injections, sile ratalion and signs/symptoms of complications to
repodd.

L7 BN to gdminister ApaphyiaxisiAdverse Drog Raadtion Kit p.en. per protocol. L] SN to teach patient/'caregiver administration of epinephiine
auloinfgstar p.orn. g um and syrgtiens of anaphiyl KIS, '

.3 5N io obtain lub s merns) ag ordered; — o _

(3 Labs begnning week of: - ' T May draw labs from CVG i appropiiate.

{1 SN to administer and sach patient/caregiver 1o adminisier enterat %h{:sany using bolus / gravity / pump, NGT/ GT I 4T managsment and
signs and symptoms (o reporl.

[ Si to monitor, teach palierwoarogiver to monitor blaod glucoge as instrucied. Test bloed glusose pre infusion & 2'- 4 s into Infusion. Goal:
80 - 140 mg/dl. f FSBS = 180 mala niotify pharmacist during normat business hours. [fFSBS is < 60 vr > 300 mg/dl, notify pharmacist
immediately, [} Other orders:

T8Nt maonitor, teach patientcaregiver fo moniter for 35@;“.3 & symptoms of hyperihypogiycemia and to repor fludings o pharmacy 7
physician as instructed. ‘ SR

[1 Patient is independent with: ['7 Diabetic management 7 Other: - . _

(77 Patient's is controfled with current therapy; SN o reinforce care, signs and symploms of compiicstions prn,

Additional Orders/Recertification Summary,

1 PatiestiCa egiver will demonstrate safe administration of Ry therapy. Will achieve [} Partial [ Complete mﬁ&peﬂrjenm i thwaprf a5 cﬁppi o5
[ PaticntCaregiver will verbalize polential side effects andior complications of therapy © report and appropriate action as reguired,
285 devioe: §wi 2\" E_; Emaral ] “ijba‘;nianec‘,ug [ Other

| PatientCaregiver will demunstrale correct care and maintenance of soo
L infusion access device will remain free from infection of other o armnplicat 3
L1 Therapy will be olerated without advarse event [ Potiont will mal fsinfimprovs ;Jﬁtl\f'
1 \L;'rn;s:us stotus [ Fluid/electrolyie balanco will e mainta nedi naroved as P\‘!L&E’ié‘”’(" i ¥ ir' ‘s W\u . weigh m{ mimra andfor improved clinfeal
dition, [} Patisnl's HAE symptoms shat be adequately controfiad with sdverse reaction preventad or recognized and minimized,

is pain level, on & soate of € - 10, will ke at an acceptable isvel to the patient oy

hen goals are mei ang artﬁudp\; comple
Dmc. gs to care of larly meamber or caregiver with MD follow-up,

[7§ Discharge to self-care with MD foilow-Lp whes iwdependent in sef-tnerapy, | 1 Ohen v )
Fign of Tresiment reviewad with ] Patieal T Cacegiver ] RED: _ o

Nurse Signature: o . ] Dates

L CERTIFY/ [ RECEMTIFY that the above home maﬁ h services are required and aut? iy me. This client s under my cace and s in need of
skifted nuesing

arad/or therapeutis services. | will pedodically review the written pian of reatment in 2ooordance with Ophion Care company policy

L

Physiclan's Name:. . . . i ) _ Faxt

U Phivsician's Signature: o L Date:

alment 130017 Fage 2 o 2 EEAOTT Option Care. &1 fdghts rosened,
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ROYAL QUALITY NURSING SERVICES, INC.

PATIENT: DIAGNOSIS:
NURSING CARE PLAN
Patient Problem Nursing Intervention Desired Outcomes/End Goals
(Check all that apply) (Check all that apply) (Check all that apply)
1. Identified by RN Date: __Nurse will provide Patient/Caregiver will be able to:

___Knowledge deficit as related to the purpose, indications,
management of home therapy: (Circle one)
ABT ST IVIG HYD LAB CC Other:

patient/caregiver education by
explanation, discussion,
demonstration and handouts.

__Verbalize understanding of purpose and goals

of prescribed therapy/treatment

__Verbalize understanding of

complications/problems and their interventions

Independent Administration of prescribed

regimen:
SASH

__SalineOnly  __ Heparin Only
Safely operate device: (Specify)

2. Identified by RN Date:
__Potential for complications related to non-compliance

__Nurse will review with
patient/caregiver the prescribed
regimen.

Patient/Caregiver will be compliant with
prescribed therapy evidenced by:
__Desired outcomes.

Progression to goals.

3. Identified by RN Date: __Nurse will review with Patient/Caregiver will be able to:

__Potential for Adverse Drug Reactions patient/caregiver possible __Verbalize understanding of possible
signs/symptoms of adverse signs/symptoms of adverse reactions
reactions related to the
prescribed drug regimen.

4. 1dentified by RN Date: ____ __Nurse will assess patient’s pain | Patient will obtain optimal level of comfort

__Alteration in comfort (pain) related to
(Specify)

each visit.
__ Nurse will review patient’s
prescribed pain control regimen

evidence by:

__Verbalizing pain free.

__Verbalizing improvement of pain (pain at a
manageable level)

5. Identified by
_ Fluid Volume Excess/Deficit

RN Date:

Nurse will monitor:

__Vital Signs (Orthostatic BP
necessary for all patients
receiving hydration.)

_ Weight

__Intake & Output
__Electrolytes

Patient will maintain fluid volume balance
evidenced by:

__Normal Vital Signs

__Adequate urinary output

__Normal Electrolyte levels

Page 1 of 2




ROYAL QUALITY NURSING SERVICES, INC.

PATIENT:

DIAGNOSIS:

NURSING CARE PLAN

6. Identified by RN Date:
__Alteration in nutrition less than body requirements
related to inadequate nutrient intake /disease process.

__ Nurse will provide patient
education by explanation,
discussion, demonstration and

Patient will achieve and maintain

acceptable level of nutrition as evidenced
by:

handouts. _ Weight gain/loss
Nurse will monitor: __Maintenance of acceptable nutritional
__Vital Signs parameters including ordered laboratory
_ Weight test/values.
__Intake & Output
__Electrolytes
7. 1dentified by RN Date: __Nurse will assess access site | Patient will remain infection free as
__Potential for infection as prescribed by MD evidenced by:

Access site: PICC Periph. Port Hickman/Groshong

__Nurse will review with
patient/caregiver: signs and
symptoms of infection

_ Normal temperature: <100 F
__ Noredness, pain or drainage at access site

8. Identified by

RN Date:

9. Identified by

RN Date:

Reviewed Date: by

RN

Reviewed Date: by

RN

| have had an opportunity to discuss my care and treatment in the development of this plan of care and approve of the care prescribed.

Patient/Caregiver

Initiated by

REV ACH 6/2014
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option PROG
care’ Medication Profile

Patlent Name: — _ i , WMIRN:

Other Pharmacy: _ _ A _ _Phone:

Physician: ... S Phone:

Allergies:

] All medication side effects, adverse reactions and contraindications reviewed with patient or caregiver.

L] No OTC Medications Route Key: ¥V, IV Subcut, PO, PR, 8L, Topical, Enteral
[ ] No Home Remediss

Status Wey: E = Existing N=New €= Change

1 Anaphylaxis Kit par
OC protocol

% PIV

i o ; HE

: 1-3mi Pre/post .

| TN flush  [0.8% L1 pre . :

| L D5 fush | O5% g, | ifusienand ) [ over pice

' [ PORYT
1 piv

TY1-5mi L1 D

| o Pra/post lab

T NS flush Co.g% gﬁﬁal;ﬁ{}!’:‘gl draw 1 CVC/ PICC
(1 PORT
Y
Mmin

T 10unitsmt 1 L105E-3mi ¢ oo e o
1 Heparin flush E_i% 100 g:?r:t'rgﬁi % g ;3%53 i | andp.rn. 7l over PIGG

£ PGRT

“Date ] Nirse Signature ] Date T Nurse Signalure

FR-M-555 Medication Profile 122116 Page 1 of 1 2018 Cgplion Care. All rights reserved,
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