NAME:

. DOB:
@ Gwinnett Hospital System
_ _ PLACE LABEL HERE
SURGERY ADMISSION DATABASE
INFORMATION OBTAINED FROM: O Patient O Family O Other
Reason for Coming fo Hospital: - Physician/Surgeon; -
Primary Care Doctor (Family Doctor), - Doctors Phone number: )
Primary Language {if other than English) Do you speak and understand English well? QY QN
(If interpreter or language line used, RN to document name of Interpreter or language line operator number)

Height ___ ft___inches Weight: Stated or estimated _____ |bs. “Actual kg BMI _ = (if 235)
Unintentional Weight loss of 10 pounds er more in the last menth: QD Yes O No 82 * We will calculate for you

» TB Screening:

Check all that apply: (# for nurse use) "Without explanation
U Cough lazting more than 2 wesks (3)*
& Coughing up blood (5)*
4 Fever or chills or night sweats (2)
4 Lostover 10 pounds without reason in the last 8 months (2)*
d HIV positive (2)
d History of TB (2)
U Exposure to TB in the past 2 years (4)
U Injail or prison in the past 2 years (2)
U Haomeless or in a shelter in the past 2 years {2}
d Born in another country AND in the USA less than 5 years {1}
U Travel to Asia. Africa, Latin America, Eastern Eurcpe in the past 2 Years (1)

U None of the Above

= Sleep Apnea Screening:
Have you been told that you snore foudly? O Yes I Ne
Do you eften feel tirad, fatigued, or sleepy during the day? O Yes 0 No
Do you know i you stop breathing or has anyone witnessed you stop breathing while you are asleep? O Yes O No
Do you have high blocod pressure or on medication to conirol high blood pressure? O Yes T No

s your bedy mass index 35 or greater? O Yes O No *Nurss will calculate for you®

Are you 50 years old or older? O Yes QO No

Are you a male with a neck circumference greater than 17 inches, or a female with a neck circum?erence greater than 16
inches? U Yes JNo

Areyou amale? U Yes O Mo

o RN o complates = " T T T T T e R s s

; O Diagnosed History of 0SA—Place Sleep Apnea Orders #21266 on chart.
U Ptis 20 weeks gestation or greater not located in GWP. Place on OSA precautions and place Sleep Apnea Orders

| #21266 on chart.

Smoking: Have you ever smoked? 1 Yes 0 No Do you still smoke? ___, if no, what year did you quit? -
How many packs perday? __ How many years have or did you smoke? U Information to quit requested 2
5 ALLERGIES: U None Type: d Drug Q Dye (X-ray) O Feod O Latex O Other

(If you have more than 3 allergies, please give list to RN)

List . B Reaction:
List: , _ Reaction:
List: Reaction:

Previous Blood Transfusion: U Yes O No Transfusion reaction O Yes O No
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NAME:
DOB:

SURGERY ADMISSION DATABASE

LIST CURRENT PRESCRIPTION MEDICINES/INHALERS/OVER-THE-COUNTER MEDICINES (include ASPIRIN)

AND/OR HERBAL AND NUTRITIONAL SUPPLEMENTS):

L NONE

If you have a printed list of your home medicines with you, write “SEE LIST" and give copy of list to RN,

PAST SURGERIES: Type and Year U NONE
Anesthesia Complications: O Self O Famil ly Describe: ___ONONE
Please include: nausea, vomiting. rmhgnant hyperthermia, or problems with placement of a breathmg tube
MEDICAL HISTORY

Yas | Mo | Yes | No Yes | Mo |

Q d | High Blood Pressure e C Kidney Insufficizncy U | Diabetes : controlled by m
0 | ! (fuid in lungs) H| O | Kidney Failure P I Bist O Pl 2
g O Ang t Pain d | 3d | Dialysistyps: & _ Owsuin @ OPumpz 8
2 | O | Heart Attack: Year ol 2| 9 Kidnay stones 2| O 9O stersiduse inpast 6 Y
" O | Hear Valve/Rheumatic » |4 O ! Presiate Enlargamant e months ”
) | fever, Murmur =N O | Difficulty Urinating é -! r Thyroid or (_le’t:r Disease
Q| PacemakerDefibnllator 23 | 8 Chronic Urinary Catheter . 2 | U 0 U | Hormana Jis,

Qa -‘:-.b|:'ltsl"l.’|.gi£;“lLB_"= e § 0 0 leal Conduit M O | O | Females: Last Manstruz N
- Surgery S| 0 O | BackHipKnee Neck | P f‘”“d T
= ¥ problems = g
LJ Lu) . £ 2 | Arthritiz 5 f g
j 5 O | O | History of Falls 2 - O

- - O O | MostStrenucusexercise 3| O O Depression
I ( o toleratad |00 8 L.:Dbu‘r r 7
E] | J | As thn aE llphys—}mg. | 3 ,,GH. Frusswor £10Q 0] an Bisordar g
4 D) Abnormal Choest x X-TaY - £ stairs = | Q | gchi ?{_]'_'W ni £
Q 0O | Recentcoldfever/productive 2 - strenuously O | 0| ohen enia

| ﬂ,f"“}h e =2l o o PriTube feedings = | . T

d | O | Shorressof breath/COPD 8 1 1 | o Colostomy/llieostory = —

Q &l | Prigumon el *-&9' u 1 | Hiatal hernia’ Acic Reflux TE '] L”.“.'fb. oy e

Q | O Blodelat | o | 9 | UicerCaiitisiCrohns 215 Mr%b:-‘«\z:_ - =
0 | Q Home OT‘ gen use L = O | O | JaundiceiCirrhosis P L Q  HIVIAIDS g
G | o Stoke a | @ | Hepatitis: type _ -1 IR P P E
O | O | Area Affected: O | O | Swallowingor choking 6] 2 | 9 Cataracts/Glaucoma 3
O | O | ssiures/Brilepay - oroblers il r_} Laase teeth/Caps/Crowns g
O | O | Spina Bifida/Pclio £ g1 | B TR g
d | O | Headaches/Migrainas c it ance Z Ot i i 3
00| Sinus prmﬁiem; Y = = f:l‘ir(,r 2§ O | Q  Other Medical Problems: .@6

& YRR, :

2 0O | Muscle Weakress/disense a Treatmant; e 'E':'
Q | Q | Motion Sicknaszs =
| | O | Chronic Back Fain o

Medicine/Supplement Dose & frequency

Last Dose

Medicine/Supplement Dose & frequency

Last Dose

Have you received the pneumonia vaccination {pr*eummax) in the last 5 years? O Yes [Daie}

Have you recaived the influenza

vaccine (flu shot) this flu season?

O Yes (Dzats)

_ONo QOuUnsure B
ONo QUnsure B
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NAME:

DOB:

SURGERY ADMISSION DATABASE

SKIN: U Noproblems D Wound O Sore O Rash O Other:

PAIN: 0O YES ONO Scale(0-10) Q Constant Q Intermittent  How Long? -

Location: TreaimeniMedicines; _—

U Pain Pump Relief O Yes O No

VASCULAR ACCESS: O PORT OPICC Q Dialysis Access Date last flushed I NONE
ASSISTIVE DEVICES:

U Eye Glasses {with you O Yes O No) O Contacts  Q Dentures/Bridges (with you O Yes O No)

U Hearing aids (with you O Yes O Na) O Implants/Frosthesis (with you O Yes O No)

[ Canae J Walker O Wheelchair O Cruiches O NONE
SOCIAL/SPIRITUAL/CULTURAL: - '
Occupation: 0 Retired 4 Cther:

How do you learn best? O Verbai/Listening O Writen/Reading 0O Demonstration . O No Praference
Any Communication needs or religious/spiritusl'cultural beliefs that will affect your care? O Yes O No

H use, O Nore Type {amountfreguency La3t Drirk o
onal drugs: O None Type (armountfrequenc Y}
_ i have any body piercing jewelry? U Yes U No Locat!
Do you i feel safe ret turning home? QO Yes [ No Explain:

Do you feel that you have been abused, neglected, or exploited by someone ciose to you? 0 Yes I No =)

Explain: o

Do you want a hosoital chaplain to visit? O Yes O No Religious Prefere e =

DISCHARGE PLAN: Who will bring you to the hospital? Phore #_

Fatient Phone £s Home: Cell: Cther:

Whe will drive you home and/or care for you after you go home? - '

Who would we contact in case of emergency? Phone #

Current living situation: O With spouse or Significant other O With Relative/friend O Lives Alone

U Assisted Living O Nursing Home 3 Other
_Do you require assistance with: O feading_ ,,3 b *-*Ehxr‘]{’l EJ_te_i_lm_ir“ag ___________
: For inpatient ONLY - RN to complete: £ (If one or more checked, obtain Physician Order) O NONE :
i Do you have any new onset of: O Difficulty swallowing Q Difficulty feeding/bathing/toileting O Difficulty mobility O Falls y
e it T T f
: LIFE PLANNING: Designated decision maker: 3 DPOA-HC O Next of Kin () Patient’s verbal request :
{ Name: _ Phone: (
i Advance Directive : 0 DPOA-HC Q Living Will O None Q Obtain chart copy B 0 Information requested B i
i Cede Status: OFull Code  OQODNR/AND  ODNI Order on chart: QY 0N 1
1 1

ADMISSION DATA BASE REVIEWED BY: _ RN DatedTima: /

RN DateTime: o
Q inpatient Referral Required or may be needed if applicable
Inpatient Referrals Completed - Date/Time: /
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