PIONEER MEDICAL CENTER                ER CHEST PAIN FLOWSHEET

 NAME:                                                                                                                     MR#
	Arrival Date & Time____________________

Initial vitals: ____________ (time)

BP_________P_______R_____SaO2________

Temp_________   CP Scale____________(1-10)

Cardiac Monitor & baseline tracing @________

                                                                     (time)

Oxygen  @_______liters/min per  ( NC  (NRB 

started __________(time)

ASA Allergy?  ( Yes  ( No  Active Bleed? ( Yes   ( No

ASA 325mg chewed administered @ _________

Taking Medication for Erectile Dysfunction?
                                                         ( Yes    ( No
NTG SL 0.4mg administered @

        Time             Pain Scale Response          B/P

#1 ____________/_____________/___________

#2   ____________/____________/___________

#3   ____________/____________/___________
Provider  notified________arrived________

                                       (time)                     (time)
Initial EKG done ___________________                                                          (time)
IV access:
Catheter size_________ location_____________

# of attempts _______   time started___________

IV fluids;        ( N/S      ( Other:____________

@  ( TKO or _______cc/hr initiated @ _____(time)
Labs:   drawn @ __________(time)
( Cardiac Panel  ( PT/INR  ( CBC  (Comp Panel    

( Basic Panel      ( PTT      ( UA       ( CXR
Other:
	( See Attached Ambulance Flowsheet

Allergies:

Current Meds:

HISTORY:__________(time)

Previous MI  (Yes  (No

When___________

Angina         (Yes   (No

When___________
PTCA          (Yes   (No

When___________
CABG         (Yes   (No

When___________ 

CHF            (Yes   (No
Stroke         (Yes   (No
Diabetes     (Yes   (No

Hypertension (Yes   (No
Current Smoker(Yes (No

Family Hx of CAD 

                       (Yes   (No

Hypercholesterolemia

                     (Yes   (No
Other Medical History:
	Time Pain Started_______________

LOCATION of PAIN:
( Sternum/ Lt. Chest
( Entire Chest

( Back
(  Lt Arm / Rt Arm

( Jaw/ Throat

( Other____________

CHARACTERISTICS:
( Sharp          ( Dull

( Pressure    ( Heaviness

( Ache

( Intermittent  ( Constant

( Other_____________
RELATED TO:

( Deep Breath

( Movement

( Eating     ( Activity

(  Rest

( Other_____________
ASSOCIATED

SYMPTOMS:
( Dyspnea   (Diaphoresis

( Nausea/Vomiting

( Syncope    (Palpitations

( Other______________

RESPIRATORY:
( Reg   ( Unlabored  

( Labored   (  Shallow

Breath Sounds:                                      Right/Left
Clear              (       (
Rales             (       (
Rhonchi         (       (
Wheezes       (       (
Other:________________

Cough     (Yes  (No 
	SKIN:
· Pink        (  Pale

· Warm      (  Cool    

( Dry        ( Moist

( Dusky

( Diaphoretic

( Mottling

( Other:
EDEMA:
( No   (  Yes

( Pitting (where)___________

__________________
Jugular Vein      Distension 

                ( No ( Yes
CARDIAC:
(  S1     (S2

 ( Murmur
 ( Gallop
PULSES:
Dorsalis      Yes    No Pedis       R  (      (
                L   (      (
Post             Yes    No Tibial         R   (     (
                  L   (     (
WEIGHT:



	
THROMBOLYTIC INCLUSION CRITERIA
	
THROMBOLYTIC EXCLUSION CRITERIA

	1. Chest pain typical of MI >30 min.                                                      YesNo

2.  EKG evidence of acute MI:  Yes  No

      ST segment elevation> 1mm in                  contiguous  leads
	1.  Recent Hx of GI Bleed          Yes   No

2.  Suspected aortic dissection    Yes   No

3. Pregnancy                               Yes   No

4. Unsuccessful central venous puncture                                                            Yes   No

5. Onset of severe chest pain > 12h                                                                      YesNo
	6.  Diabetic hemorrhagic retinopathy                                                                  YesNo

7.  BP > 180/110 after Tx            Yes No

8.  Recent Hx of hemorrhagic CVA                                                                   YesNo

9. Candidate for thrombolytic therapy 

                                                  Yes    No
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ORDERS/INTERVENTIONS

 DRUG/ DOSE/ ROUTE/ IV/ SITE/ GAUGE
	
COMMENTS/ RESULTS/ RESPONSE

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	TRANSFER INFORMATION: 

To______________________________________________Via_______________________________________Time________________

Valuables/Disposition____________________________________________________________________________________________

_____________________________________________________________________________________________________________

	SIGNATURES: Nurse _____________________________________________________    Provider _______________________________________
Other________________________________________________________
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