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Protocol Title:

Visit Number:

1.  
Admit Date       and Time      
2.  
Subject Name:

     
3.
Subject ID

     
4.
UCSF Medical Record Number
     
5.
Diagnosis:

 FORMCHECKBOX 
 

6.
Admit as inpatient to the CCRC

7.
 FORMCHECKBOX 
 Consent and HIPAA authorization are accompanying orders

8.     FORMCHECKBOX 
 Consent and HIPAA authorization will be obtained at visit

9.
Contact Information (please contact in order indicated)

·        


·        
·         
·         
This is a Category     Study and is linked to the zz account      .    

10.
Verify presence of signed consent and HIPAA Authorization.

11.
Diet:

 a.  FORMCHECKBOX 
 Normal or list       
12.
Allergies: 
 FORMCHECKBOX 
NKA or List:      
13. Activity:      
14. Obtain height and weight and record on flow sheet.

15.
Vital signs (BP, HR, RR, Oral temp, Pain Assessment)
16. Medications:  

17. IV access: 


18.
Pre-dose Labs 

  FORMCHECKBOX 
 NA  

     

     


     


MD sign this page:                                 Date                        Time

Enter Printed Provider Name & number below signature line on the bottom of each page of orders.
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Title:

Visit Number:

(Include Medication Reconciliation Attestation if any drugs are to be administered during the subject’s stay on the CCRC.)
MEDICATION RECONCILIATION ATTESTATION - I have compared and reconciled all of the medications ordered above with any current medications taken by this subject before beginning this study including OTCs and herbals as listed in:
 ( Admit H&P        ( PREPARE H&P         ( Clinic note of __________(date)       ( Other:_________________

( CCRC Protocol Number _________  Concomittant Medication List dated _________________

By my signature below I certify that all inclusion/exclusion criteria have been applied to this subject and that the subject either meets all criteria to be included in this study, or that an exception has been approved for a condition that does not affect the study.


Provider Signature: ___________________ Date: ____________ Time: ____________

 Provider Name and UCSF Provider Number:       #      
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