Student Name:

Tanice D aldoA

Outpatient Evaluation Orders

S O B N e

Admit as Outpatient to the OB Triage assessment center

Vital signs on admission as needed

Fetal Heart Monitor obtain 20-30 minute strip to evaluate fetal status

Non-Reassuring Fetal Heart Rate Patterns implement Intrauterine resuscitation and notify provider
Monitor uterine activity to evaluate for labor status

Cervical exam if no active bleeding or history of placent previa to determine Labor or SROM (no
nitrazine test prior to use of lubricant)

Notify provided of evaluation for admission or discharge orders

Physician Signature: Baby Delivery, MD Date &Time: Today @ 0600

This Section is to be completed in the Sim center- do not complete before!

Fetal Assessment: [\GT, VS
Position determined by Leopolds

Place an X in the circle to document point or maximum impulse for FHR

Time

Temp | BIP | P R | Uterine Activity | Dil./Efa./PP/Stat | FHR /Var. /Acel./Decl. | Pain | Comments
Freq /Dur. / Str. cm/ %/ /
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Student Name: danize  Balaba

Additional Nurses Notes:

T spoke with  the ?nviaw Aoou/t ya’n'ont W, pad e docy

Yeommendtd  hefuking  an  indwofior ep  labor  por  Wedncsday .

Pahent ng 10 ad k5 gnedild  pov dethorgt . PT wgored  about  the 0 pcomin

Gppointmept  on Wtdltdavj

Procedure Notes:
Circle Procedure Performed: Amino BPP @ CST US LaborEval SROMEval. Version
Documentation for Invasive Procedure:

V/S prior to procedure @ T B/P P R FHR

Consent (if required) verified prior to procedure Yes @

Providerarrived@____N/A

Timeout@_____'\" /A prior to procedure by MD RN
Procedure started @ N/A

Procedure performed by MD
Ultrasound by provided confirm:
1. Amniotic pocket - Amniotic fluid ml obtained by provider specimen sent to lab @
2. Fetal position
o Position verified prior to version @
o Position verified after version @

Additional Notes is needed:

Procedure ended @ Nur.es Signature: RN

Physician Signature MD




Student Name:  Jonct  Palaba

Professional Communication - SBAR to Primary NURSE

» Name/age CWH’NG Williams 31 F
*G3 P2 T PT AB LI M EDB / /

Est. Gest. Wks.: 32 %1 week

* Reason for admission dertased fetal  mowvenenf
I'_"B'-ac SR SRR Beninann YRR R TR R T

* Primary problem/diagnosis :
- Most important obstetrical history Nt of p# wlamp<u
» Most important past medical history Ne fte

st pgnancy ,

Pregnancey 33 2o wee bl oirth 2 pregany (A wetks)

« Most important background data  A#kngy :  Marphint
Assessment e

* Most important clinical data:

e Vitalsigns W WL,

- Assessment N6T, V5

» Diagnostics/lab values (wh)

Trend of most important clinicalgata (stable - increasing /decreasing)

* Patient/Family birthing plan? ndit
* How have you advanced the plan of care?
« Patient response F1 #grecd bt

* Status (stable/unstableAvorsening)
Stowlt

indused on wednecday

Recommendation

 Suggestions for plan, of care
F?Now vp lnppmnfngt
Itk Counts ‘at hem ol Waming

regdlar,
iirsd"G Ko™ ’

Notes:
O2therapy V/in

IV site W Msintenance. 819

Pain Score ~ __Treatment_____ 7

Medications Given

Fall Risk/Safety ____~ ke and t contict povider iF
Diet - thonges 1 peal  mevmend e
LastVoid___~__ = LastBM

Intake Output: -

nstuct ©I fo comipye Hang
- and ngutarly lhek bleod sugor  fevek
Advise Keeping o rewrd o peinl Kk

The gt 1 Shide  and sculd  for dschargt.
Bduat patwnt SIS o5 precdampsa and fhe

IMportince of odoning b Ky memiatin At bomt,
'al!ﬂﬂfﬂl kil
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