ADMISSION ORDERS

Name: _________________________________________________    Date of Admission: _______________________________________

DIAGNOSES:________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

ALLERGIES: ________________________________________________________________________________________________________

DIET/ADAPTIVE EQUIPMENT/SPECIAL NEEDS: ________________________________________________________________________

MOBILITY/ADAPTIVE EQUIPMENT/ASSISTANCE: ______________________________________________________________________

This individual:

1. -may miss one dose of medication without impairing the health & wellbeing of the individual, 

         except as listed here: ___________________________________________________________________________

2.
-does not require 24-hour nursing care.

3.
-requires Speech evaluation on admission (yes/no): OT evaluation on admission (yes/no): PT evaluation on admission (yes/no)

4.
-may participate in overnight visits out of the home with provision for medication administration with a responsible adult.

5.
-requires 24-hour supervision in an ICF-MR or Supported Living home. If drop-in services only, stated below.

6.
-may attend day programming at a sheltered workshop, may work in the community as appropriate, and may 
participate in activities of choice.

7.
-may self-administer medications and treatments as per policy.

LABS/SCREENINGS:



Wellness Guidelines initiated on admission.


CBC with differential on admission as baseline, and then every year unless otherwise stated below.


Hepatitis B screening on admission if not documented in history. Hepatitis B series if not immune.


TB (Mantoux) test or CXR baseline if positive reactor. TB test annually thereafter. CXR every 3 years if asymptomatic. Symptom checklist completed by nurse at least yearly.


Weight taken weekly unless otherwise stated below.


Vital signs taken weekly unless otherwise stated below.


Fecal Occult Blood test yearly beginning at age 50. 


Lipid Profile on admission if age 35 or over. Every 3 years thereafter to age 50, then annually.


EKG baseline at age 40. Annually at age 50 and over, or with known heart disease.


UA on admission and with signs/symptoms prn thereafter.

FOR FEMALES:


PAP Test & Pelvic Exam yearly unless otherwise documented by physician.


Mammogram baseline at age 40, then annually thereafter.


Manual Breast Exam by Physician yearly beginning at age 20.

FOR MALES:


Digital Rectal Exam and PSA at age 40. Annually age 50 and over.


Testicular Exam by Physician yearly beginning at age 20.

ADDT’L LABS/DIAGNOSTICS ORDERED: ______________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

ADDT’L ORDERS: ___________________________________________________________________________________________________

Physician signature: _____________________________________________________________ Date: _____________________________

Nurse signature: ________________________________________________________________ Date: _____________________________

PAL/gs
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ADMISSION ORDERS

Name: ______________________________________________

MEDICATIONS/TREATMENTS: ________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

OVER-THE-COUNTER MEDICATION ORDERS FOR PRN USE

Acetaminophen 325 mg, 2 tabs every 4 hours as needed for pain or elevated temperature.

Bactine (or comparable) first aid spray as needed.

Ear wax removal drops, 4 drops in affected ear, leave for 30 minutes, then flush gently with warm water. Use as needed for wax buildup.

Hydrocortisone cream 1% for itching due to minor skin irritations or rashes, up to 4 times daily as needed.

Miconazole nitrate cream twice a day, as needed for athlete’s foot, jock itch, or fungal infections.

Milk of Magnesia 2 Tablespoons (30 cc) followed by a full glass of water, daily, as needed for constipation.

Pepto Bismol 2 Tablespoons (30 cc) every hour as needed, up to a maximum of 8 doses in 24 hours for nausea, indigestion, diarrhea, or heartburn.

Robitussin DM elixir 2 teaspoons (10 cc) every 4 hours as needed for cold/cough symptoms.

Throat lozenges or throat spray as needed for sore throat.

Triple antibiotic ointment as needed for minor cuts and abrasions.

MAY USE OVER-THE-COUNTER HOUSE SUPPLY MEDS WITH THE FOLLOWING EXCEPTIONS: _____________________________

MAY KEEP MOUTHWASH, DANDRUFF SHAMPOO, CARMEX, SUNSCREEN, INSECT REPELLANT, OTC LOTIONS, CREAMS, IN HYGIENE KIT.

GENERIC PRODUCTS MAY BE SUBSTITUTED FOR PRESCRIPTION OR PRN MEDICATIONS WHEN POSSIBLE UNLESS INDICATED.

PLEASE LIST ANY CONTRAINDICATIONS OR SPECIAL INSTRUCTIONS REGARDING THE USE OF ANY LISTED PRN MEDS:

____________________________________________________________________________________________________________________

All employees working with this individual have been trained in Medication Administration and have been Certified to pass medications and administer treatments according to the State approved curriculum. The employees are trained to contact the nurse if any of these medications are used with a frequency that may indicate further problems.

I give permission for the above-listed OTC medications to be used as stated or per manufacturer’s instructions.
Physician Signature: ___________________________________________________ Date: __________________________________

Nurse Signature: ______________________________________________________ Date: __________________________________

PAL/gs
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