REHABILITATION 485 WORKSHEET/ PLAN OF CARE

PATIENT NAME:________________________________SS#_____________________

ADDRESS:________________________________ PHONE_______________________


       ________________________________ DOB: _________/______/________

START OF CARE____________________

ORDERING PHYSICIAN__________________________________________________

ADDRESS_______________________________________ FAX:__________________

______________________________________________PHONE:__________________

PRINCIPLE DIAGNOSIS:

ICD-9 CODE


DIAGNOSIS
                          DATE ONSET OR EXACERBATION
___________

_______________________


__________________

___________

_______________________


__________________

___________

_______________________


__________________

OTHER DIAGNOSIS

____________
_______________________


__________________

____________
_______________________


__________________

SURGICAL PROCEDURES THAT PERTAIN TO NEEDED SKILL

ICD-9 CODE


DIAGNOSIS
                          

DATE 
___________

_______________________


__________________

___________

_______________________


__________________

___________

_______________________


__________________

The agency has developed the following emergency preparedness plan for providing patient care and support at a safe and therapeutic level in the event of a natural disaster or emergent situation causing interruption of patient care.

· Category 1: Patients who require skilled interventions that must be provided as scheduled and /or will need a high level of assistance to evacuate or stay in the home.

· Category 2: Patients requiring a moderate level of skilled care that should be provided the day scheduled, if possible, but the patient would not be a risk or in discomfort, and services could be postponed 24-48 hours.

· Category 3: Patients who can safely miss a scheduled visit and services could be postponed 72-96 hours.  This patient has an evacuation plan in place.

Evacuation Plan (patient will be evacuated via) __________________________________________________________________________________________________________________________________________________________________

Circle the correct orders for this patient.  Write any specific needs.  Please mark N/A if none apply.

Locator 14-DME

	1. Walker

2. Stander

3. Gait trainer

4. Cane

5. Quad Cane

6. Crutches

7. Wheelchair

8. Kid Cart

9. AFOs

10. SMOs

11. Hand splints

12. Theratogs

13. SPIO suit 

14. Shower chair

15. Bath chair/bench

16. Hoyer lift

17. Humidifier and supplies

18. Tumble form seat

19. Suction machine 

20. Trach set

21. Apnea monitor

22. Oxygen

23. Ventilator 

24. Gastrostomy button

25. N-G tube
	26. Kangaroo Pump

27. Adult scale

28. Infant scale

29. BP cuff/stethoscope

30. Phototherapy light

31. Adaptive eating utensils

32. TNS unit

33. Footboard

34. Una boot

35. Traction

36. Over head trapeze 

37. sharps container

38. Non sterile gloves

39. infusion supplies

40. IV pump

41. TPN pump and equipment

42. Blood draw supplies

43. Elevated toilet seat 

44. Slide board

45. Bedside Commode 

46. Hospital bed

47. Other ________________

48. _____________________ 


Safety Measures

	1. Clear pathways

2. Pulse monitoring

3. Universal precautions

4. Oxygen precautions

5. Aspiration precautions

6. Evacuation Plan 1

7. Evacuation Plan 2

8. Evacuation Plan 3

9. Side Rails up

10. Catheter precautions

11. Anti-coagulant precautions
	12. Assisted ambulation 

13. Supervised sit to stand

14. Weight bearing instructions 

15. Seizure precautions

16. Supervised ADL

17. Bed-bound

18. Transfer Assist

19. 24 hour supervision

20. other_____________

21. other_____________

22. other_____________


Nutritional Requirements

	1. Regular diet

2. Stage 1 baby food

3. Stage 2 baby food

4. Stage 3 baby food

5. Finger foods

6. Mechanical soft diet

7. Puree diet

8. Dysphagia diet

9. Feeding tube
	10. High calorie diet

11. High fiber

12. Low fiber 

13. Full liquid

14. Fluid restrictions

15. High protein

16. Vitamin/mineral supplement

17. Special formula (type)____________________

_________________________________________


Allergies

	1. NKA

2. Latex

3. Peanuts

4. Bannanas

5. Sulfa

6. ASA

7. Eggs, feathers

8. Penicillin

9. Milk Products

10. Shellfish

11. Bee stings
	12. Tape

13. Morphine

14. Codeine

15. Iodine

16. Novocain

17. Tetanus

18. Flu Vaccine

19. Fragrance

20. Detergents

21. Other__________________________


Functional Limitations

	1. Endurance

2. Strength

3. Hearing

4. Infant

5. Child

6. Ambulation
	7. Speech

8. Hearing

9. Amputation

10. Bowel/Bladder Incontinence 

11. Visual impairment

12. Other__________________________


Activities Permitted

	1. Up as tolerated

2. Exercises prescribed

3. Partial weight bearing

4. Independent at home

5. No restrictions

6. Complete bed rest
	7. Crutches

8. Cane

9. Wheelchair

10. Stander

11. Walker

12. Other:___________________________


Mental Status

	1. Oriented

2. Infant (appropriate)

3. Child (appropriate)

4. Comatose

5. Forgetful
	6. Depressed

7. Disoriented

8. Lethargic

9. Agitated

10. Other:____________________________


Prognosis

	1. Excellent

2. Good

3. Fair
	4. Guarded

5. Poor




Frequency ______________________Duration______________________________

Goal:

Pt to be seen until maximum rehab potential is met as stated in the    

              (circle your discipline)       OT,     PT,     ST      evaluation.

V: departments/ rehab/ revised admit paperwork 2009


