	DIET UNTIL CHANGED BY PHYS/DIETICIAN;

2Gm Na+

(if diabetic add NCS) 
	FLUID RESTRICT

     ______YES
     ______NO
	Special Feeding Fluids

Skin Assessment:
	DRAINS:                    DC”D

____AF (SEE BOX BELOW)
____NG

____Hemovac

____Sump

____Penrose

Other_____________


	INTAKE (ACCURATE)
          6-2-10

OUTPUT (ACCURATE)
            6-2-10

	ACTIVITIES:                                     ____ Up in Chair

____BSC                                             _____ Up in Room            

____Feed                                            _____Up In Hallway
____Bedrest                                        _____Up with Assistance                                      
____BRP                                             _X___DAILY WT
____Up Ad Lib
____AAT 

_X_ Ambulate per policy unless orthopedic or physician orders other
	CODE STATUS
____Chemical Code

____DNR

ADVANCE DIRECTIVE

______Yes       ______No

PLACED ON CHART?
	** IF FOLEY, MAY D/C AS PATIENT ACTIVITY INCREASES, CALL M.D. FOR SUSTAINED URINE OUTPUT <0.5ml/Kg/HOUR X 2 HRS.  REVIEW NEED FOR FOLEY DAILY.
	POSITION: KEEP HOB @ 30
UNLESS CONTRAINTRICATED
OR SPECIFICALLY ORDERED
OTHERWISE, FOR COMFORT
PERI CARE:



	SIDE RAILS: 2____ 4____
PROTECTIVE DEVICES:

____Wrist Restraints

____Posey

____Pad Rails
____Seizure Precautions
____HIGH RISK FOR FALLS
	BATH:
_____Bathe Patient

_____Partial

_____Self

_____Tub

_____Shower

_____Skin Care:

_____Mouth Care:
	OXYGEN: PROTOCOL
              ____PRN

              ____Constantly

              ____Liter/Minutes

              ____Tent

              ____Mask

              ____Cannula

              ____Pulse OX ____
 
	X-RAY:

SPECIAL TEST:

	_X__S.S. Consult(CHF PROTOCOL)
_X__Home Health Consult
_X__I.P. Cardiac Rehab Consult

_X__Dietition Consult within 48hrs

_X__Pharmacy Consult

____HF Ed. Packet Given to Pt.
_X__Call MD as needed per Physician Notification Policy
Miscellaneous : _______________

____________________________

____________________________
	Charges:
____IVAC

_X__Telemetry

____Suction

____Decube Care

____Isolation

____K-Pad

____Other: ________________

	RT TXs:               
Smoking Cessation Counseling, even if have quit smoking within the last year.
	 LABS:

	Date
	EXP:

 Date
	MEDICATIONS
	Date
	TREATMENTS

	
	
	
	
	VS Q 2 HRS X3, THEN Q 4HRS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	IV FLUIDS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	Pneumonia vaccine (if 65 yrs of age, > 5 yrs since last dose/see also Standard of Care for special situations.
	
	

	
	
	Flu vaccine (if has not had) Oct-Feb—approx. date given______
	
	

	Date
	EXP: Date
	PRN
	Date
	EXP: 

Date
	PRN

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


     Admitting Date:                       Allergies:                                                                             Other:                                              Consultants: 
Room: _________   Patient Name:                                                        Age: ______        Adm. Diagnosis:   CHF                       Attending Physician:
46/94rv5/04
