otudent Name:

Outpatient Evaluation Orders

1. Admit as Outpatient to the OB Triage assessment center
2. Vital signs on admission as needed

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

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

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

7. Notify provided of evaluation for admission or discharge orders

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

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

Fetal Assessment:

Position determined by Leopoldsb}ﬁm

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/ %[ |

A\ [2haad ) m‘f\g‘“ Lon ol |NOrwus ®\




Student Name:

( it | i o

Additional Nurses Notes

Procedure Notes:

Circle Procedure Performed: Amino BPP NST CST UsS LaborEval SROM Eval.

Documentation for Invasive Procedure:

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

Consent (if required) verified prior to procedure No

Provider arrive @ﬂl) : 00

Timeout @ \7 prior to procedure by MQMMA& MD mw_%{ﬂv) RN
Procedure started @

Procedure performed by %[AN_QMM.[A_A/U MD

Ultrasound by provided confirm:

1. Amniotic pocket - Amniotic fluid ml obtained by provider specimen sentto lab @
2. Fetal position

o Position \( W verified prior to version @

o Position verified after version @

Additional Notes is needed:

NS ar grobuune
Tmp BIP P B Do

aan prl M
Procedure ended @ Nurses Signature WW

Physician Signature MD




Student Name:

Professional Communication - SBAR to Primary NURSE

Situation 7 : SR i

* Name/age ’16 \§ O\ﬂ
*G\ P() ET%WM W)@/UVS EDB \/\\&k’y’)()( Est. Gest. Wks.: )|

* Reason for admlssmn&mwo M\(M\W

Background =
* Primary problem Zdiagnosis aﬂm WS ANV ST

* Mostimportant obstetrical history N\ [

* Most important past medical history NHAV P\' LYW QMU‘WYDMV\O(%MW% |
* Mostimportant background datatﬁpmgmmwwﬂ) G'& galiaY ]

Assessment

* Mostimportant clinical data: Cj)(\w S’\-@V\,(DD

* Vital signs

» Assessment T-W -

* Diagnostics/lab values\Q

Trend of mostimportant clinical datncreasing/decreasing)

* How have you advanced the plan of care?+~

"
* Patient responsepr\hV@ '\’DQ}W N\B \SS\M’S’ N()()W\A« F&\\L!’X‘\ejbm“/\h’my |
-statunstable/worsenmg) (\J\YYW\M fW\ﬁAU 8‘9_0 })\ \NO& CW\&/\Y M |
g PWSTC U v gl PSSy S0 X
Recommendation
» Suggestions for plan of care

V0w W & 0w 16 Of waks.
Py ol Javngr Wers Concernad Qoput
_@me\\ng, WV PDSF W_ﬁmﬂ_ﬁmﬂz \BWL&W W

Notes:
02 therapy\Q
\Y; siteﬁ% @aﬁﬂ Maintenance\ég.__m,ﬁm\/\h(~

Pain Score Q Treatmentwm \)MW\)
Medications GiveMM&MDQE}Y\%SQ

Last Void Last BM
Intake\2.0W 1 Output:
Nt DL



