OUTPATIENT OBSERVATION: Date _____________   Time _____________    Dr. ________________________

REASON FOR OBSERVATION:  ______________________________________________________________________

ALLERGIES:   ____________________________________________________________________________________________

CODE STATUS:    _____ Full Code         _____ DNR     Other: ______________________________________________________

TREATMENT:

IV:   _____________________________________________________________________________________________________

CARDIOPULMONARY:  _____________________________________________________________________________________

MEDS:  



Dose

Route

Frequency

Indication (PRN)

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

MONITORING/TESTING:
VITAL SIGNS:   Q__________________________________________ 
_____ I&O

NEURO CHECKS:   Q_______________________________________
_____ TELEMETRY MONITORING

LAB: ____________________________________________________________________________________________________

IMAGING: ________________________________________________________________________________________________

CARDIOPULMONARY:  _____________________________________________________________________________________

DECISION POINT:

NOTIFY PHYSICIAN: ______________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

MAY DISCHARGE WHEN: __________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
OTHER:

ACTIVITY:  _____ Up ad lib;  _____ Up with assist;  _____ BR/BRP;  _____ BR;   Other: _______________________________

DIET:  ______________________________________________________________________________  








             __________________________________________












   Physician Signature
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