gtudent 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 Pattetns implement Intrauterine resuscitation and notify provider
5. Monitor uterine activity to evaluate for labor status

6. Qervk_:al 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: Bl Detivery, MD _

Date &Time: Today @ 0600

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

Fetal Assessment:

Position determined by Leopolds _Tvan<sve(s<

Place an X in the circle to document point or maximum impulse for FHR
Time | Temp | BIP Uterine Activity | Dil. /Efa. /PP /Stat | FHR IVar. /Acel./Decl. | Pain | Comments
Freq / Dur. / Str. cm! %/ |
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Procedure Notes:

Circle Procedure Performed: Amino BPP NST CST US LaborEval

Documentation for Invasive Procedure:

SROMEval. Version

V/S prior to procedure @ T B/P P R FHR
Consent (if required) verified prior to procedure Yes No
Provider arrived @
Timeout@__ priorto procedure by MD RN
Procedure started @
Procedure performed by MD
Ultrasound by provided confirm:
1. Amniotic pocket - Amniotic fluid _____ml obtained by provider specimen sentto lab @
2. Fetal position
o Position________ verified priorto version @
o Position__ verified after version @
Additional Notes is needed:
Procedureended@ Nurses Signature: RN
Physician Signature MD
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* Most important clinical data:

* Vital signs AB¥ ~ ket L odvn

* Diagnostics/lab values

* Patient/Family birthing plan?

* How have you advanced the plan of care?
* Patient response

* Status (stable/unstable/worsening)

4 Assessment B - ,b\/z em, 9 % i,o-’}o (R"OG‘E(*

Trend of most important clinical data (stable - increasing/decreasing)

Recommendation

* Suggestions for plan of care
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02 therapy
IV site IV Maintenance
Pain Score Treatment_______

Medications Given

Fall Risk/Safety

Diet

LastVoid_____ LastBM

Intake Output:
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