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California Correctional Health Care Services       
Encounter Form: Abdominal Trauma 


Institution: ___________                                 
 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: ABDOMINAL TRAUMA                                                                                                            9/1/2011 
Page 1 of 2 


 


SUBJECTIVE:  
Chief Complaint: _______________________________ 
Precipitating event: _____________________________ 
Date and time of onset: __________________________ 
Mechanism of injury:  Weapon     Blunt Trauma     
      Fight     Accident      Other: _______________ 
     ___________________________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain): ______ 
    Location of pain: _____________________________ 
    Pain characteristics:  Intermittent       Constant    
        Dull      Sharp      Throbbing     Radiating  
        Numbness       Tingling            Burning 
    What makes it better or worse? __________________ 
Last tetanus immunization: ________________________ 
Allergies: ______________________________________ 
Current medications: _____________________________ 
Time of last meal:______________________________ 
History of chronic diseases:________________________ 
    ________________________________________ 
OBJECTIVE:  
 ABCs present 
 Vital Signs (Assess for s/s of shock or hypovolemia) 
 


Time BP Pulse Resp. O2 Sat. 
     
     
     
     
     
     
                                   
Lungs Sounds: Upper Right Upper Left 


 Clear     Clear 
 Wheezes                   Wheezes                  
 Crackles                    Crackles 
 Diminished              Diminished 


Lower Right Lower Left 
 Clear  Clear 
 Wheezes  Wheezes 
 Crackles                   Crackles                  
 Diminished              Diminished             


 
Abdomen:   Open wound Describe: (location, size, entrance/ exit): 
_______________________________________________ 


 Impaled object   Eviscerating organs 
 Abdominal distention 


 
 
 


Wounds:  
  Site # 1:  No open wounds     Open wound        
                 Impaled object      Eviscerating organs    
                    Describe: _____________________________ 
            Location: _____________________________ 
            Size: _________________________________ 
            Bleeding: NO / YES (circle)  If yes: EBL: _____ 
                   ___________________________________ 
   Site # 2:    No open wounds     Open wound        
                    Impaled object      Eviscerating organs       
                    Describe: _____________________________ 
             Location: _____________________________ 
             Size: _________________________________ 
             Bleeding: NO / YES (circle)  If yes: EBL: _____ 


                     ___________________________________ 
Umbilical area:  Bruising   Discoloration 
         Describe: __________________________________ 
Flank area:   Bruising   Discoloration 
           Other: Describe: __________________________ 
Bowel sounds:  present   absent  diminished      


 Hyperactive   guarding   rigidity                  
 rebound tenderness 


      Describe: ____________________________________ 
Genitals:  Bruising  Tenderness  Swelling 
       Describe: __________________________________ 
Urine:  Blood absent     Blood present    
    Urine Dipstick results: _______________________ 


              ____________________________________ 
 
ASSESSMENT:   
 Fluid volume deficit related to/evidenced by: ______ 
      __________________________________________ 
 Pain related to/evidenced by: ___________________ 
      __________________________________________ 
 Impaired gas exchange related to/evidenced by: ____ 
      __________________________________________ 
 
 
 
 
 
 
 
_________________________________________ 


Signature / Title 
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Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 
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PLAN:  
 Contact Physician STAT (All abdominal trauma)        
     Physician (name/time): ________________________ 
     Physician Responded (time):________________ 
 Based on patient condition and physician order: 


 Maintain airway, breathing, and circulation. 
 Administer supplemental oxygen via nasal   


cannula or mask to maintain O2 saturation 
above 90.  cannula    rebreather mask at   
_____l/min to maintain 02 Sat > 90%.  


     Pulse oximeter reading on O2 _______ 
 
 Apply pressure to any open bleeding wound. 
 Start an intravenous line with large bore 


needles   (14-18 gauge) and infuse Sodium 
Chloride Intravenous Solution (0.9%).  Titrate 
rate to maintain systolic blood pressure ≥ 
90mm Hg.  


     started at (time)________ in location)___________________ 


with(needle)______at (rate)________________ 
 Start a second IV line if there are signs and 


symptoms of shock or hypovolemia.  
started at (time)___________in (location)_____________   


with(needle)_____ at (rate) _______________ 
 DO NOT attempt to remove impaled object.  


Instead, secure object in place. 
 Cover eviscerated organs with gauze soaked in 


Sodium Chloride Irrigation Solution (0.9%). 
 Cover injured genitals with sterile gauze 


soaked in Sodium Chloride Irrigation Solution 
(0.9%).  


 Keep patient N.P.O. 
 Continue to monitor vital signs every 15 
minutes. 
  Prepare to transfer patient to outside facility or 


admit to a facility capable of providing a 
higher level of care. 


  Fax a copy of the relevant progress notes, 
physician orders, and emergency care flow 
sheet to receiving facility. 


 
EDUCATION: 
Patient instructed in:    
 Assess patients potential for understanding the health 


information to be provided  
 


 Provide patient education consistent with the 
assessment of the condition 


 Document the education provided and the patients 
level of understanding on the emergency care flow 
sheet 


 Refer patient to other resources as needed. Document 
all refers on the emergency care flow sheet 


 Use of medication   
 Wound care: ______________________________ 
          ________________________________________ 


    Other: ___________________________________ 
           
 Resubmit Health Care Service Request Form  
     (CDC) 7362) if: redness swelling, bleeding or 
     drainage at the  wound site develops or changes;  
     change in level or location of pain; change in bowel  
      or urinary habits occur;  
 Education deferred due to patient condition 
DISPOSITION 
Time released: _________________________________ 
 Condition on release: _______________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
          Physician clinic      RN clinic 
Referred to higher level of care: (specify) ____________ 
    ___________________________________________ 
    Person/time contacted: _________________________ 
      Records faxed to facility 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) ___________________________________ 


    ERV arrived (time) _________________________ 


List name of RN Protocol used:________________ 


Additional Comments _________________________ 
__________________________________________
__________________________________________
__________________________________________ 
____________________________


Signature / Title  
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:     





		  Maintain airway, breathing, and circulation.

		( Apply pressure to any open bleeding wound.

		( Start an intravenous line with large bore needles   (14-18 gauge) and infuse Sodium Chloride Intravenous Solution (0.9%).  Titrate rate to maintain systolic blood pressure ( 90mm Hg.

		( Start a second IV line if there are signs and symptoms of shock or hypovolemia.

		started at (time)___________in (location)_____________

		with(needle)_____ at (rate) _______________

		( DO NOT attempt to remove impaled object.  Instead, secure object in place.

		( Cover eviscerated organs with gauze soaked in Sodium Chloride Irrigation Solution (0.9%).

		( Cover injured genitals with sterile gauze soaked in Sodium Chloride Irrigation Solution (0.9%).

		( Keep patient N.P.O.

		( Continue to monitor vital signs every 15 minutes.

		  Prepare to transfer patient to outside facility or admit to a facility capable of providing a higher level of care.

		  Fax a copy of the relevant progress notes, physician orders, and emergency care flow sheet to receiving facility.

		Patient instructed in:

		 Assess patients potential for understanding the health information to be provided

		 Provide patient education consistent with the assessment of the condition

		 Document the education provided and the patients level of understanding on the emergency care flow sheet

		 Refer patient to other resources as needed. Document all refers on the emergency care flow sheet

		( Use of medication

		( Returned to housing unit

		( Referred for follow-up






California Correctional Health Care Services                           
                    Encounter Form: Allergic Reaction 


Institution: ___________  
 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: ALLERGIC REACTION  
7/26/2012   


Page 1 of 3 


SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Ingested any of the following in the last 45 minutes 
 seafood      shellfish    eggs    nuts    
 berries     medications  
Drug: ___________________  Dose:_____________ 
Route: __________ Time ingested:______________ 


Hx of contact dermatitis or infectious disease in the past 
two weeks   no    yes        Describe________________ 
 Previous history of allergic reaction to a particular 


food, medication, herb, or injected allergen such as 
bee, hornet, wasp, or yellow jacket sting. 


Symptoms:  nasal congestion  difficulty breathing  
 difficulty swallowing   chest tightness     
 generalized warmth    tingling of hands, 
feet, lips  rash   pruritis   urticaria     
 abdominal cramps    nausea                
 vomiting   diarrhea 


    Describe______________________________________  
Current medications: ____________________________ 
_____________________________________________ 
History of chronic diseases: _____________________ 
____________________________________________ 
Allergies: ____________________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________ 
     Area of pain: ________________________________      
     Quality of pain: _____________________________ 
     What makes it better/worse? ___________________ 
OBJECTIVE: 
 ABCs Present 
 Vital signs and weight ______________ 


Time BP Pulse Resp. O2 Sat. Peak 
flow 


      
      
      
      


 
 Assess level of consciousness and responsiveness 
 Observe ventilatory effort indicating  
 difficulty breathing     respiratory distress        
 congestion   wheezing   shortness of breath 


 
 
 
 
 
 


Lungs Sounds 
Upper Right            Upper Left 


 Clear  Clear 
 Wheezes    Wheezes   
 Crackles  Crackles 
 Diminished  Diminished 


Lower Right              Lower Left 
 Clear  Clear 
 Wheezes    Wheezes   
 Crackles  Crackles 
 Diminished  Diminished 


                         
Skin Assessment________________________________ 
 Diaphoresis    Erythema      Rash     Hives  
 Cyanosis 


Swelling:     Face       Tongue    other:       
    Describe_______________________________________   
ASSESSMENT:   
 Ineffective breathing pattern related to /evidenced by:  
     ___________________________________________ 
 Impaired gas exchange related to/ evidenced by:  
_____________________________________________ 
PLAN:  
 Maintain patent airway. Assist ventilator as 


indicated. Assisted ventilation:   
      Describe: ________________ 
 If medication is suspected to be the cause of 


the reaction, discontinue medication STAT 
and notify a physician. 


     Physician (name/time): __________________________   
     Physician Responded (time):_____________________ 
        Orders received by phone from physician.  
__________________________________________   
       
Local Reaction 
    Chlorpheniramine 4mg PO PRN not to exceed 


24mg/day X 3 days.   
    Follow-up in RN clinic in 3 days if symptoms do 


not improve 
Generalized Non-Life Threatening Reaction 
 Maintain patent airway. 
 Administer O2


 Administer Chlorpheniramine 4mg PO PRN not to 
exceed 24mg/day and  


 at 2-6 L per minute via nasal cannula 
to maintain oxygen saturation ≥ 90%. 


 Ranitidine 150 mg P.O. X 1. 
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_____________________________________________ 
Signature / Title 


 Observe patient closely for 2 hours.  Notify physician 
regarding the patient’s status post-treatment.  
Discharge patient from treatment only upon the order 
of a physician.  


 If symptoms progress to become life-threatening, 
implement treatment protocol for generalized life-
threatening allergic reaction. 


 
Generalized Life Threatening Reaction 
 O2


 Notify physician STAT. 


 at 15 L/minute via face mask. If airway 
obstruction occurs, assist ventilation using a bag 
valve mask (ambu bag). 


 Transport to Emergency Treatment Area STAT. 
 Place on pulse oximeter and monitor oxygen 


saturation. 
 Place on cardiac monitor and monitor cardiac rate 


and rhythm:________________________________ 
 Administer Epinephrine 1:1000 aqueous 0.3 mg SQ. 


Vigorously massage injection site to increase 
absorption.  May repeat dose every 10 to 15 minutes 
x 2 PRN.  
 Epinephrine 1:1000 aqueous 0.3mg SQ   
     time given ___________________________  
 Epinephrine 1:1000 aqueous 0.3mg SQ                  
     time given ___________________________   
 Epinephrine 1:1000 aqueous 0.3mg SQ            


time given ___________________________   
 Prepare to transfer patient to outside facility or admit 


to a facility capable of providing a higher level of 
care. 


 Insert an intravenous line and infuse Sodium Chloride 
Intravenous Solution (0.9%).  Adjust infusion rate to 
keep systolic blood pressure > 90 mm Hg. started at 
(time) _____________  in (location)  ______________    
with (needle)_____________ at (rate) _____________  
to maintain systolic BP  > 


 Administer Diphenhydramine 50 mg IV over five 
minutes (one time only). 


90mm Hg. 


 Administer Methylprednisolone Sodium Succinate 
Injectable 125 mg IV (one time only). 


 Monitor and record vital signs every 5 minutes until 
stable.  Thereafter, monitor and record vital signs, 
oxygen saturation, level of consciousness, and breath 
sounds every 15 minutes. 
 


 Fax a copy of the relevant progress notes, physician 
orders, and emergency care flow sheet to receiving 
facility   


 
 


  EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient’s 


level of understanding on the emergency care flow 
sheet. 


 Refer patient to other resources as needed.  
Document all referrals on the emergency care flow 
sheet. 


 Advise patient to utilize the urgent/emergent process 
to access medical care if symptoms recur. 


Patient instructed in:            Use of medication   
     Other: ___________________________________ 
          ________________________________________ 
 Resubmit Health Care Service Request Form  
     (CDC) 7362) as needed    
 Patient Health Care Education Forms given to patient:  
   (specify) ______________________________________ 
     ___________________________________________ 
 Education deferred due to patient condition 
DISPOSITION 
Time released: _________________________________ 
 Condition on release: _______________________ 
 Returned to housing unit 
 Housing reassignment to: _____________________ 
 Referred for follow-up   
       Physician clinic      RN clinic 
Referred to higher level of care: (specify) _____________ 
   Watch Commander notified ____________________ 
    Transport team arrived ________________________ 
 Records faxed to facility 
 Ambulance contacted (time)_____________________________ 


 Ambulance arrived (time) _____________________ 
    Time/Mode of transfer: _______________________ 
_____________________________________________ 


Signature / Title 
Additional Comments ________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
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__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
 
 
Name of RN protocol used:_______________________ 
 
 
 
 
 


_____________________________________________ 
Signature / Title 


 
 
 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________

		Local Reaction



		Patient instructed in:           ( Use of medication

		( Returned to housing unit

		( Referred for follow-up






California Correctional Health Care Services  
Institution: _________________ Encounter Form: Asthma/Bronchospasm 


Name:_______________________________  CDCR#_________ DOB_________  Date/Time _____________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: ASTHMA/BRONCHOSPASM                                                                                              8/4/16      
 


1 of 2 


 


 


 SUBJECTIVE: 
 Chief complaint (document in the patient’s own 


words): ___________________________________ 
 Date and time of onset:_______________________ 
 The patient describes any of the following 


symptoms:  
 Shortness of breath 
 Cough (describe sputum if present):_____________ 
 Wheezing 
 Air hunger 
 Dyspnea 
 Chest tightness 
 Sleep disruption 
 Activity restrictions due to recent onset of 


symptoms 
 History of asthma 
 History of sensitivity to dust, pollen, mold, animal 


dander, grass, insecticides, etc. 
 History of recent respiratory infection 
 Smoker 
 Allergies:__________________________________ 
 Current medications (including metered-dose 


inhalers (MDIs), frequency of use and last dose 
taken):____________________________________ 


 What the patient has already done to treat the 
exacerbation and the patient’s response to the 
treatment:__________________________________ 


 What the patient thinks triggered the exacerbation: 
 __________________________________________          
OBJECTIVE: 
 Vital signs  
 Assess level of consciousness  
 Observe the patient for the following: 


 Dyspnea 
 Restlessness 
 Retractions 
 Nasal flaring 
 Use of accessory muscles 
 Too breathless to speak in sentences 
 Diaphoresis 
 Cyanosis 


 Assess breath sounds bilaterally (clear, wheezes, 
crackles, diminished, absent). 


 Obtain peak expiratory flow (PEF) rate. 
 Obtain pulse oximetry reading (required). 
 
ASSESSMENT:   
 Ineffective breathing pattern related to/evidenced 


by:_______________________________________ 
 Impaired gas exchange related to/evidenced by: 
        _________________________________________  
 Ineffective airway clearance related to/evidenced 


by:_______________________________________ 


PLAN:  
MILD TO MODERATE BRONCHOSPASM  
 Maintain patent airway.  
 Place on pulse oximeter and administer 


supplemental oxygen at 2-6L/minute via nasal 
cannula to maintain oxygen saturation above 92%. 


 Administer Levalbuterol Inhaler 45mcg/puff, 2-6 
puffs by MDI every 20 minutes x 3 doses and 
administer Prednisone 40-60mg PO x 1.  


 Reassess response every 20 minutes for the first 
hour.  


 If incomplete response, defined as: PEF 50-79%, do 
one of the following: 
 Levalbuterol Inhaler 45mcg/puff, 2-6 puffs by 


MDI every 20 minutes x 3 doses.  Reassess 
response in 20-60 minutes.  If no improvement 
proceed to “Severe Bronchospasm” protocol 
below.  


OR  
 Premixed albuterol 2.5 mg/ipratropium 0.5 mg 


nebulizer solution via nebulizer every 20 
minutes x 3 doses. Reassess response in 20-60 
minutes.  If no improvement proceed to “Severe 
Bronchospasm” protocol below. 


 
SEVERE BRONCHOSPASM - PEAK EXPIRATORY 
FLOW RATE < 200 L/MINUTE OR IF IN SEVERE 
RESPIRATORY DISTRESS 
 Transport to Emergency Treatment Area and notify 


physician STAT. 
 Place on pulse oximeter and administer 


supplemental oxygen at 2-6L/minute via nasal 
cannula or 15L/minute by mask to maintain oxygen 
saturation above 92%. 


 Monitor cardiac rate and rhythm with EKG machine 
or cardiac monitor.  


 Administer Prednisone 40-60mg PO x1 immediately. 
 Administer premixed albuterol 2.5mg/ipratropium 


0.5 mg nebulizer solution via nebulizer every 20 
minutes.  


 Insert intravenous line and infuse Sodium Chloride 
Intravenous Solution (0.9%). Adjust infusion rate to 
keep systolic blood pressure >90mm Hg.  


 Monitor and record vital signs, breath sounds, 
oxygen saturation, obtain PEF readings as tolerated, 
and level of consciousness at least every 20 minutes 
for the first hour.  


 
 
 
_____________________________________________ 


Signature / Title  
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 Prepare to transfer the patient to an outside facility 
or admit to a facility capable of providing a higher 
level of care. 


 Fax a copy of the relevant progress notes, physician 
orders, and emergency care flow sheet to receiving 
facility. 


EDUCATION:  
 Assess the patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Evaluate the patient's level of understanding and 


document all patient education in the health record. 
 Refer the patient to other resources as needed.  


Document all referrals in the health record. 
 Advise the patient to utilize the urgent/emergent 


process to access medical care or resubmit a CDC 
7362, Health Care Service Request Form, if 
symptoms reoccur or condition deteriorates:  
__________________________________________ 


 
DISPOSITION 
Time released: _________________________________ 
Condition on release: _______________________________ 
  Returned to housing unit 
  Housing reassignment to: ______________________ 
  Referred for follow-up   
        Physician clinic            RN clinic 
  Referred to higher level of care: (specify) ___________ 
      ___________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV arrived (time) _______________________________________ 
 


Additional comments: ______________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________


__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
List name(s) of RN Protocol used: ________________ 
_____________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
_____________________________________________ 


Signature / Title  
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  


 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    
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Institution: ___________                               Encounter Form: Burns 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: BURNS     
7/26/2011 


1 of 4 
 


 SUBJECTIVE:  
Chief complaint (document in the patient’s own words): 
____________________________________________ 
Date and time of injury: _________________________ 
Mechanism of injury:  thermal   chemical   radiation 


 electrical 
Other items burned in the fire: ____________________ 
Pain assessment rated on a scale of 0-10 (0 = no pain, 10 = worst 
pain):______________________ 
Location and any radiating characteristics:___________   
Accompanying symptoms:     numbness   tingling 


  loss of motor function to any part of the body or to 
any extremity distal to the burn_________________ 


History of chronic illness:________________________  
Relevant medical or surgical history:  (e.g., previous history 
of burns, respiratory complications): 
________________________________________________ 
Allergies especially to sulfa:_______________________ 
Current medications:____________________________ 
Date of last tetanus immunization:__________________ 
 
OBJECTIVE:  
 Vital signs: Temp_______   Weight: ______ Resp: ____ 
     Pulse(sitting) ___________   Pulse (standing) __________   
     BP (sitting) _____________  BP (standing) ___________    


Time BP Pulse Resp. O2 Sat. 
     


     
     
     


 
Lungs Fields:    Clear        Crackles        Wheezes  
 Diminished breath sounds      
 Abnormal 
(describe/location)________________________________________________ 


 
Signs of smoke inhalation:  Burns on head/neck 
     Soot in mouth/nose      Wheezing      Coughing 
     Change in voice         Singed nasal/eyebrow hairs   
     Other:  Describe: __________________________ 
_____________________________________________ 
 
Area 1: See BSA Chart 
      Blisters:   absent       intact       broken  
      Color:  Pink     Red     White     brown/black 
      Blanching:    present            absent 
      Depth:   1st degree        2nd degree, deep 
                     2nd degree, superficial    3rd or 4th degree 
     Other: _____________________________________ 
Area 2: See BSA Chart 


      Blisters:    absent       intact        broken  
      Color:  Pink    Red     White      brown/black 
      Blanching:       present           absent 
      Depth:  1st degree                      2nd degree, deep 
                   2nd degree, superficial    3rd or 4th degree 
     Other: _____________________________________ 
Total amount of BSA burned: ___________ %(See BSA Chart) 
 
Extremity involvement:  None       Circumferential 
    CSM: Right upper: ___________________________ 
  Left lower: _____________________________ 
  Right upper: ____________________________ 
  Left lower: _____________________________ 


 
 Peripheral pulses. Note sensation and perfusion distal to 


the injury 
Time Cap. Refill Time 


(specify extremity): ________ 
Cap. Refill Time 
(specify extremity): _______ 


   
   
   


 
 Assessment for ancillary injuries or trauma 
Observation for symptoms of shock:  
 fever   significant blisters  pale or clammy skin 
 weakness     bluish lips and fingernails   drop in 
alertness    rapid and weak pulse   breathing 
shallow   BP below normal  
 


ASSESSMENT:   
 Impaired skin integrity as evidenced by/related to:     
   ____________________________________________ 
 Impaired gas exchange as evidenced by/related to: __ 


__________________________________________ 
 Pain as evidenced by/related to __________________ 
 Other: ______________________________________ 
_______________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 


 
____________________________ 


Signature / Title 
 







California Correctional Health Care Services  
Institution: ___________                               Encounter Form: Burns 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: BURNS     
7/26/2011 


2 of 4 
 


PLAN:  
Initial treatment for burns   
 Stop the burning process and provide immediate care. 
 Fire: wet clothing using any available non-


flammable liquid, or smother flames by logrolling 
the patient on the ground. 


 Scalds: pour cool water over the patient and 
clothing or place the clothed patient in a cool 
shower to stop the burning process. 


 Chemical burn: Remove clothing if contaminated. 
If the chemical is in powder form, dust the powder 
from the patient. Avoid self-contamination through 
the use of gloves, masks and other personal 
protective equipment. Irrigate the contaminated 
area with copious amounts of cool water. If 
possible, determine the type of chemical. Contact 
the physician immediately for further direction.  


 Radiation (sunburn): remove the patient from the 
source of the heat or light.  


 Electrical burn: move the patient away from the 
electrical source using a dry, non-conducting object 
such as a broom, rope, chair, or cushion. Take 
precautions to avoid electrical injury.  Observe the 
patient for seizures, headache, or loss of 
consciousness. If symptoms of these conditions are 
present, place a cervical collar and spinal board on 
the patient. Transport the patient to the Triage 
Treatment Area as soon as possible. Obtain a 
rhythm strip via EKG machine or cardiac monitor. 


 
 Perform a primary survey: airway, breathing, circulation, 


and level of  consciousness.  
 Observe for hemorrhage. 
 Refer to a physician STAT for:  
 First degree burns that involve a substantial portion 


of the hands, feet, face, groin, buttocks or a major 
joint 


 Second degree, superficial, partial thickness burns 
over 10% of BSA  


 All second degree, deep, partial thickness burns 
 All third or fourth degree burn  
 Suspected inhalation injuries 
 All chemical burns 
 All electrical burns  
 Burns with associated major trauma 
 Burns in any high-risk patient (e.g., age 60 or older, 


underlying medical problems).  
 


 
 


 
  For suspected inhalation injuries:  


 Place the patient on a pulse oximeter and 
administer oxygen via mask or nasal 
cannula to maintain oxygen saturation 
above 90%.   


 Monitor condition closely.  
 


 First Degree burns  
 Gently wash the area with soap and water. 
 Apply cool, moist compresses PRN to 


relieve the burning sensation 
  Acetaminophen 325 2 tabs PO Q4-6 hours 


PRN pain while symptoms persist; not to 
exceed 12 tabs in 24 hours.          or   


 Ibuprofen 200mg 1-2 tabs PO Q4-
6hrs PRN pain while symptoms 
persist; not to exceed 6 tabs in 24 hrs       
or 


 Naproxen 220mg 2 tabs PO 1st


 Instruct the patient to follow up in RN 
clinic if condition does not improve in 7         
days or if infection develops. Refer to the 
physician as needed.  


 hour; 
1 tab Q8-12 hrs PRN pain while 
symptoms persist; not to exceed 3 
tabs in 24hrs 


 
 Second degree, superficial, partial-thickness burns 


 Cleanse the area gently with soap and 
water.  Use 4 x 4 gauze pads if necessary to 
remove dirt and grease.  Do not break 
blisters.  


 Cover the wound with Silver Sulfadiazine 
1% cream and a non-adherent dressing. 
Secure the dressing with Kerlix wrap.  


 Administer tetanus prophylaxis per Tetanus 
Immunization Guidelines if indicated.   


 Acetaminophen 325 2 tabs PO 
Q4-6 hours PRN pain while 
symptoms persist; not to exceed 
12 tabs in 24 hours.          or   


 Ibuprofen 200mg 1-2 tabs PO Q4-
6hrs PRN pain while symptoms 
persist; not to exceed 6 tabs in 24 hrs   
or 


 
______________________________ 


Signature / Title 
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 Naproxen 220mg 2 tabs PO 1st


 Notify the physician.    


 
hour; 1 tab Q8-12 hrs PO PRN 
pain while symptoms persist;  not 
to exceed 3 tabs in 24hrs 


 Follow up in RN clinic daily for dressing 
changes. Apply Silver Sulfadiazine 1% 
cream and a non-adherent dressing daily 
until healed. Refer to a physician if       
symptoms do not improve or if infection 
develops. 


 
 Deep partial-thickness or full thickness burns; 


third or fourth degree burns 
 Transport the patient to the Triage 


Treatment Area STAT.  
 Place the patient on pulse oximeter and 


administer oxygen via mask or nasal 
cannula to maintain oxygen saturation 
above 90%. 


 If transport time to a hospital is greater 
than 30 to 60 minutes, or if other injuries 
are present, insert a large-bore intravenous 
catheter and infuse Ringer’s lactate or 
Sodium Chloride Intravenous Solution 
(0.9%) at KVO rate.   


 Remove debris from the burn using 
sterile-saline soaked gauze. 


 Cover wound with a dry, sterile dressing. 
 Elevate all burned extremities. 
 Monitor and record vital signs every 15 


minutes. Observe depth and quality of  
respirations. 


 Monitor and record the capillary refill 
time of affected extremities every 15  
minutes.  


 Observe and monitor the level of 
orientation status of the patient every 15  


 minutes.  
 Prepare to transfer patient to an outside facility or 


admit to a facility capable of  providing a higher 
level of care.  


EDUCATION: 
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition.  
 


 Document the education provided and the patient's 
level of understanding on the nursing protocol 
encounter form or emergency care flow sheet.   


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form.   
 


 Follow-up appointments should be scheduled for 
dressing changes and to monitor for signs of infection, 
pallor or hypesthesia / paresthesia distal to 
wound._______________________________________ 


 Patient Health Care Education Forms given to patient:  
     (specify) _____________________________________ 
      ____________________________________________ 
 
DISPOSITION 
Time released: _________________________________ 
Condition on release: _______________________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
     Physician clinic       RN clinic 
 Referred to higher level of care: (specify) ___________ 
    _____________________________________________ 
    Person/time contacted: ___________________________ 
    Time/Mode of transfer: ___________________________ 
    ERV contacted (time) ______________________________________ 
      ERV arrived (time) _________________________________________ 
 


________________________________________________
________________________________________________
________________________________________________ 
________________________________________________ 
List Name(s) of RN Protocols used: __________________ 
_______________________________________________ 
 
 
 
 
 
 
 
 
 


______________________________ 
Signature / Title 
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Body Surface Area Chart 
  Rule of Nines 


 


        
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Signature / Title / Date 


 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:   
  


       Head and neck, total for front and back 9% 


       Each upper limb total for front and back 9% 


       Thorax and abdomen, front only  18% 


       Thorax and abdomen, back 18% 


       Perineum 1% 


       Each lower limb total for front and back 18% 


 


 


CALCULATE THE EXTENT OF THE BURN 


 


     Head and neck, total:   _______________ 


     Upper limbs, total:   _______________ 


     Thorax and abdomen, front:  _______________ 


     Thorax and abdomen, back:   _______________ 


     Perineum:   __________________ 


     Lower limbs, total:   __________________ 


   


     TOTAL  __________________ 


        





		SUBJECTIVE:

		OBJECTIVE:

		Signs of smoke inhalation: ( Burns on head/neck

		CSM: Right upper: ___________________________

		Left lower: _____________________________

		Right upper: ____________________________

		ASSESSMENT:

		PLAN:

		EDUCATION:

		DISPOSITION

		( Returned to housing unit

		( Referred for follow-up

		Body Surface Area Chart

		/  Rule of Nines
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SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Activity at onset:     Rest          Exertion        Sleep  
       Other: _________________ 
Location of pain: _______________________________ 
Pain: Scale of 0-10 (0=no pain  10=worst pain)  ___________ 


Quality of pain:  indigestion   sharp   dull  
 crushing  sensation of burning   tightness  
 pressure or heaviness in the chest  


Radiation of the pain:  epigastrium  back 
 neck/jaw   upper extremities   other 


What makes the pain better:  activity   position  
 eating   antacids   other  


What makes the pain worse:  activity  
 breathing   palpation    position   other 


Accompanying symptoms:  dyspnea    nausea  
 vomiting    diaphoresis    syncope  
 palpitations    cough 


Past medical history including, but not limited to:  
 previous MI  angina  congestive heart 
failure  hypertension  diabetes  stroke  
 chronic obstructive pulmonary disease   
 trauma to chest    leg cramps    pacemaker  
 peripheral vascular disease    hyperlipidemia 
 thrombophlebitis    pulmonary emboli  
 recent travel greater than 4 hours  family 
history of heart disease 


History of smoking:  no   yes 
Recent illicit drug use:  no  yes 


 cocaine  methamphetamines   heroin 
Allergies: _____________________________________ 
Current medication: _____________________________ 
______________________________________________ 
OBJECTIVE: 
 Vital signs and weight ______________ 


Time BP Pulse Resp. O2 Sat. Peak 
flow 


      
      
      
      


 
Assess: 
 Appearance of anxiety or fright 
 Pallor 
 Diaphoresis 
 Cyanosis 


 


 Neck vein distention  
 Tracheal deviation. 
 Ventilatory effort:  difficulty breathing 
 respiratory distress  retractions 


 Chest wall tenderness 
Percuss for:   dullness   hyperresonance  
 asymmetry 


Lungs Sounds 
Upper Right            Upper Left 


 Clear  Clear 
 Wheezes    Wheezes   
 Crackles  Crackles 
 Diminished  Diminished 


Lower Right              Lower Left 
 Clear  Clear 
 Wheezes    Wheezes   
 Crackles  Crackles 
 Diminished  Diminished 


Inspect and palpate lower extremities for:  
 swelling   calf tenderness 


Assess bilateral radial pulses and note intensity and 
quality: 
 


Time Radial Pulse 
(specify 


extremity) 


Intensity Quality 


    
    
    


 


ASSESSMENT:   
 Pain evidenced by/related to: 


______________________________________ 
 Alteration in tissue perfusion, cardiac, related 


to/evidenced by:___________________________ 
 Other: ____________________________________ 
 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
    STAT (Acute Coronary Syndrome; gastric reflux 
if over 35 Y.O, hx  of HTN, dyslipedemia, CV disease, 
diabetes or hx of heart disease; sharp pleuritic chest 
pain) 
     Urgent                     Routine 
Physician called (name / time) __________________ 
Physician responded (time) ____________________ 
 Orders received by phone from POC.   


 
_________________________________________ 


Signature / Title 
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Acute Coronary Syndrome (ACS) 
 Notify physician STAT. 
 Place patient in position of comfort. 
 O2 given via ______________to maintain 02 Sat  
         > 92%. (Time started)  ____________   
 Monitor cardiac rate and rhythm via cardiac monitor 


or EKG. 
 Chewable Aspirin 325 mg X 1 unless patient is 


allergic to aspirin or actively bleeding. 
 Nitroglycerin 0.3mg or 0.4mg sublingually (may 


repeat every 5 minutes X 3 if patient can tolerate). 
 Start IV with large bore needle (16-18 gauge) and 


infuse Sodium Chloride Intravenous Solution (0.9%) 
at TKO. IV Site: location: _______ 
Time: ______ Needle: _________ 


 Monitor level of consciousness, vital signs, cardiac 
rate and rhythm, and oxygen saturation every 5 
minutes. 


 Prepare to transfer patient to outside facility or admit 
to a facility capable of providing a higher level of 
care if indicated. 


 Fax a copy of the relevant progress notes, physician 
orders, and emergency care flow sheet to the 
receiving facility. 


 
Gastroesophageal Reflux Disease  
 Refer the patient to physician STAT if the patient is 


older than 35 years of age, has a history of 
hypertension, dyslipidemia, cardiovascular disease, 
diabetes, or strong family history of heart disease. 


 If patient is 35 or under, with none of the above risk 
factors, and vital signs are within normal limits: 
 Aluminum/Magnesium hydroxide with 


Simethecone 2 chewable tab chewable tablets, 
after meals, at hour of sleep, and PRN. 


 Refer the patient to the next MD sick call for 
evaluation. 
 


Pleuritic chest pain:   
 Pleuritic chest pain accompanied by fever, chills, cough, 


dyspnea on exertion, tachycardia, diminished breath 
sounds, crackles and / or wheezes, absent or diminished 
breath sounds, or tracheal deviation.  
 Notify physician STAT. 
 O2 given via ______________to maintain 02 Sat  


 > 90%. (Time started)  ____________   
 Start IV with large bore needle (16-18 gauge) and 


infuse Sodium Chloride Intravenous Solution 
(0.9%) at TKO. IV Site: location: ________ 
Time: ______ Needle: _________ 


 Monitor and record vital signs and oxygen 
saturation every 15 minutes. 


 Prepare to transfer patient to outside facility or 
admit to a facility capable of providing a higher 
level of care if indicated. 


 Fax a copy of the relevant progress notes, 
physician orders, and emergency care flow 
sheet to the receiving facility. 


 Fax a copy of the relevant progress notes, 
physician orders, and emergency care flow 
sheet to the receiving facility. 


 
Chest wall pain:  
 For patients with chest wall tenderness whose 


symptoms can be entirely reproduced by 
applying pressure directly to the chest wall, 
who are not dyspneic, and have normal vital 
signs:  
 Ibuprofen 200 mg. 3 tabs P.O. QID PRN 


pain while symptoms persist; not to exceed 
6 tabs in 24 hours or 


 Naproxen 220 mg x 2 tabs P.O. 1st


 Alternating ice or heat to chest wall for 15 
minutes QID PRN. 


 hour; I 
tab Q8-12 hrs PRN pain while symptoms 
persist; not to exceed 3 tabs in 24 hours. 


 No heavy lifting. 
 Follow-up with a physician in one week or 


sooner if symptoms persist. 
 


Musculoskeletal strain or spasm 
 Light duty, no heavy lifting or strenuous 


exercise.  
 Ibuprofen 200 mg 3 tabs P.O. QID PRN X 7 


days; or 
 Naproxen 220 mg x 2 tabs P.O. BID PRN X 7 


days  or 
 ASA 325mg., 2 tablets P.O. BID X 7 days or 
 Acetaminophen 650 mg, P.O.  QID PRN X 7 


days. 
 Refer to next MD sick call for evaluation. 


 
All other complaints of chest discomfort: Refer 
patient to a physician on a STAT or Urgent 
basis as appropriate. 


 
_____________________________________ 


Signature / Title 
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EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient’s 


level of understanding on the emergency care flow 
sheet. 


 Refer patient to other resources as needed.  Document 
all referrals on the emergency care flow sheet. 


 Advise patient to utilize urgent/emergent process to 
access medical care if symptoms recur. 


 
DISPOSITION:  
Time released: ________________________________ 
  Condition on discharge______________________ 
  Returned to housing unit 
 
  Housing reassignment to: _____________________ 
   Referred for follow-up   
 Physician clinic        RN clinic 


  Referred to higher level of care:(specify)_________ 
    __________________________________________ 
    Person/time contacted: ________________________ 
    Time/Mode of transfer: _______________________ 
    Ambulance contacted (time) 
_____________________________ 
      Ambulance arrived at TTA (time) 


_______________________ 


Name of RN Protocol used: ___________________ 
__________________________________________ 
 
Additional Comments:  
________________________________________________________________


________________________________________________________________


_______________________________________________________________ 


________________________________________________________________


________________________________________________________________


________________________________________________________________


_______________________________________________________________


_______________________________________________________________


_______________________________________________________________ 


 
_______________________________________ 


Signature / Title 


 
                         
     


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    
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SUBJECTIVE: 
Chief complaint (document in the patient’s own words): 
___________________________________________ 
Precipitating event:____________________________ 
Date, time, and location of injury:________________ 
Mechanism of injury:   weapon      blunt trauma 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________ 


Location:_________________________________ 
Intensity:_________________________________ 
Quality:    Tingling    Numbness  Burning            


 Throbbing    Constant    
 Other: ______________ 


Radiating characteristics:____________________ 
 Shortness of breath. 
Allergies:_____________________________________ 
Current medications and last dose taken: 
_________________________________________ 
History of chronic diseases: ______________________ 
_____________________________________________ 
Tetanus immunization status:__________________ 
OBJECTIVE: 
 ABC present  
 
 Vital signs and pulse oximeter: 
 


Time BP Pulse Resp. O2 Sat. 
     
     
     
     
     
     


 
Assess the following: 
 Assess airway, breathing and circulation. 
 Dyspnea. 
 Shortness of breath. 
 Skin color and temperature. 
 Restlessness. 
 Distended neck veins. 
 Tracheal deviation. 
 Chest depressions or bulges. 
 Asymmetrical or paradoxical chest wall movement. 
 Entrance and exit wounds; wound size and estimated 


blood loss__________________________________ 
Wound:   No open wounds     Open wound        
           Impaled object   
 


Palpate chest wall for:  crepitus  swelling  
 tenderness 


 
 Percuss for hyperresonance 
Auscultate breath sounds bilaterally  
 
Lungs Sounds: Upper Right Upper Left 


 Clear     Clear 
 Wheezes                   Wheezes                  
 Crackles                    Crackles 
 Diminished              Diminished 


Lower Right Lower Left 
 Clear  Clear 
 Wheezes  Wheezes 
 Crackles                   Crackles                  
 Diminished              Diminished             


 
ASSESSMENT:   
 Impaired gas exchange related to/ evidenced by: ____ 
     ___________________________________________ 
 Ineffective breathing pattern related to /evidenced by:  
     ___________________________________________ 
 Fluid volume deficit related /evidenced  by: ________ 
      __________________________________________ 
PLAN:  
 STAT referral to physician (All chest trauma( 
     Physician (name/time): __________________________   
     Physician Responded (time):_____________________ 
 Contact physician STAT.  
 Maintain airway, breathing, and circulation. 
 For non-penetrating trauma, immobilize the 


cervical/thoracic/lumbar spine with the patient 
secured to a backboard.  Note: Thoracic trauma, 
in the absence of altered level of consciousness, 
neck tenderness, or signs and symptoms of neck 
trauma, does not require a backboard, which 
may interfere with evaluation, management, and 
patients comfort.  


 Control hemorrhage. 
 Administer supplemental oxygen via non-


rebreather mask to maintain O2 saturation above 
90%. rebreather mask  at  _____l/min to maintain 
02 Sat > 90% 


 
 


_____________________________________________ 
Signature / Title 
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 Start an intravenous line and infuse Sodium 
Chloride Intravenous Solution (0.9%). Adjust 
rate to keep systolic blood pressure > 90 mm 
Hg.  Do not start an IV if vital signs are normal 
and the trauma is non-penetrating, non-vehicular 
or involves a fall less than ten (10) feet.   
 
#1 IV started: Sodium Chloride Intravenous Solution   
    (0.9%):   


started at (time) _______ in (location)  ______  
with (needle)_____ at (rate) _____ 


      
#2 IV started: Sodium Chloride Intravenous Solution   
    (0.9%):   


started at (time) _______ in (location)  ______  
with (needle)_____ at (rate) _____ 
 


 DO NOT remove impaled object unless object 
interferes with cardiopulmonary resuscitation. 


 Cover (do not stuff) open chest wound with dry 
sterile gauze and occlusive tape.  Apply 
occlusive dressing at the end of expiration and 
tape dressing on three sides only to allow air to 
escape.  Continuously evaluate patient for 
development of pneumothorax.  Remove 
dressing if tension pneumothorax develops. 


 For paradoxical chest movement, immobilize 
the flail segment of the chest by stabilizing it 
with sandbags or bags of IV solution taped 
securely to the flail segment. This improves the 
patient’s comfort and willingness to take a deep 
breath.   


 Note: Paradoxical movement in itself rarely 
causes respiratory compromise; it is the 
underlying lung injury that creates the problem.   


 Place patient on injured side to ensure the injury 
is compressed. 


 Obtain EKG if blunt cardiac trauma is 
suspected.: _____________________________ 


 Keep patient NPO. 
 Continue to monitor airway, breathing, 


circulation, vital signs, oxygen saturation, and 
neurologic status every 15 minutes. 


 Prepare to transfer patient to outside facility or 
admit to a facility capable of providing a higher 
level of care. 


 Fax a copy of the relevant progress notes, 
physician orders, and emergency care flow sheet 
to receiving facility 


 
EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the 


patient’s level of understanding on the 
emergency care flow sheet. 


 Refer patient to other resources as needed.  
Document all referrals on the emergency care 
flow sheet. 


DISPOSITION 
Time released: _________________________________ 
 Condition on release: _______________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
       Physician clinic      RN clinic 
Referred to higher level of care: (specify) ____________ 
    ___________________________________________ 
    Person/time contacted: _________________________ 
      Records faxed to facility 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 


    ERV arrived (time) ________________________ 


List name of RN protocol used: __________________ 
____________________________________________ 
 
Additional Comments _______________________ 
__________________________________________
__________________________________________
__________________________________________
________________________________________ 
 
 


_____________________________________________ 
Signature / Title 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:   
  





		( Returned to housing unit

		( Referred for follow-up






California Correctional Health Care Services  
Institution: ___________                          Encounter Form: Constipation / Diarrhea 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: CONSTIPATION/DIARRHEA                  
 


7/26/2012 
1 of 2 


 


SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Pain: Location: _________________________________ 


 
Quality of pain:    Sharp     Dull    
  Radiating: (describe) _________________ 
On scale of 0-10 (0 = no pain  10 = worst pain) ______ 
 Does the pain radiate to other parts of the 


body?  
 What makes the pain better? What makes the 


pain worse?   
Accompanying symptoms:  cramping  nausea  


 vomiting   fever 
Bowel movements:  


Date of last bowel movement.   
Description of last bowel movement:  diarrhea 
 constipation  normal  clay colored  black 
 yellow  green  tarry  bloody  


Recent food or drink: ________________________ 
Urinary symptoms  urinary frequency  dysuria  


 hematuria 
History of chronic diseases: Hepatitis  pelvic 


inflammatory disease  peptic ulcers  
abdominal surgery  irritable bowel syndrome  
inflammatory bowel disease  thyroid disease 


 Allergies : ______________________________ 
 Current medication: 


__________________________________________ 
 
OBJECTIVE: 
Vital signs: Temp_______   Weight: ______ Resp: ____ 
     Pulse(sitting) ___________   Pulse (standing) __________   
     BP (sitting) _____________  BP (standing) ___________    
Skin:      Pink      Pale      Grey        Cyanotic 
Turgor:  resilient   tenting 
Bowel Sounds:      Normal          Hyperactive  
                                Hypoactive   Absent            
Abdomen:    Soft       Rigid      Distended           


  Guarding       Rebound Tenderness   
Location of findings:      Epigastric      Periumbilical 
                 LUQ      LLQ       RUQ        RLQ  
FOBT results (if history of black, tarry or bloody stools):     
                positive             negative 
ASSESSMENT:   
  Constipation as evidenced by/related to: __________ 


__________________________________________ 
 Diarrhea as evidenced by: _____________________ 
 


PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
   STAT (fever > 101.5 F, hypotension, vomiting, moderate 
or severe abdominal pain, moderate or severe tenderness on 
palpation, rebound tenderness, black tarry stools, frank bloody 
stools, or if bloody emesis is present, refer patient to physician 
STAT for further evaluation. If bowel sounds are absent, refer 
patient to a physician STAT for further evaluation. If stool 
guaiac positive, without any of the above symptoms refer patient 
to a physician within 24 hours) 
 Urgent    Routine  
   Orders received by phone from POC. 


 Physician called (name / time) _____ __________________  
 Physician responded (time) ________________________ 
 
CONSTIPATION 
 Instruct patient to increase fluids, eat a high fiber 


diet, exercise regularly and consider one or more 
of the following: 


 Magnesium Hydroxide 400mg/5ml; give 30 cc 
with 8-12 ounces of water P.O. TID PRN 
constipation while symptoms persist if no 
vomiting; or 


 Docusate Sodium 100mg 1 to 3 soft gels PO QD 
PRN constipation while symptoms persist 


 
DIARRHEA 
 Loperamide HCL 2 mg: 2 caplet PO after 1st loose 


stool;  then 1 caplet PO after each loose stool 
while symptoms persist; not to exceed 4 caplets in 
24 hrs   


 Instruct patient to monitor and record frequency 
and characteristics of stool.   


 Instruct patient to follow-up in clinic in 72 hours if 
vomiting develops or if symptoms persist.  


 All other symptoms: Refer to a physician on a 
STAT, Urgent, or Routine basis.   


 
 


EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 


 
_____________________________________________ 


Signature / Title 
 







California Correctional Health Care Services  
Institution: ___________                          Encounter Form: Constipation / Diarrhea 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: CONSTIPATION/DIARRHEA                  
 


7/26/2012 
2 of 2 


 


 Document the education provided and the patient's 
level of understanding on the nursing protocol 
encounter form.   


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form.   


 Advise patient to utilize the urgent/emergent process 
to access medical care if vomiting develops. 


 
DISPOSITION 
Time released: ________  Condition on release: ______ 
  Returned to housing unit 
  Housing reassignment to: _____________________ 
  Referred for follow-up   
       Physician clinic            RN clinic 
  Referred to higher level of care: (specify) ___________ 
     ___________________________________________ 
     Person/time contacted: ________________________ 
     Time/Mode of transfer: ________________________ 
     ERV contacted (time) ____________________________________ 
       ERV arrived (time) _______________________________________ 
List name(s) of RN Protocols used: ________________ 
_____________________________________________ 
 
_____________________________________________ 


Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		DIARRHEA






California Correctional Health Care Services  
Institution: ___________                                Encounter Form: Dental Conditions 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: DENTAL CONDITIONS  7/26/2011 


 SUBJECTIVE:  
Chief Complaint: _______________________________ 
Date and time of onset:___________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________ 
Area of pain: ________________________________      
Quality of pain:     Aching      Throbbing        Dull   


  Sharp     Localized      Diffuse    Constant   
  Intermittent 


Pain exacerbates with:   pressure       chewing                  
 lying down   sweets    


Sensitivity to:   hot liquids    cold liquids 
What makes it better? _________________________ 
Symptoms:  painful gums   bleeding gums   chills    


  fever       
    
History of:  infection   trauma to mouth   


 recent dental procedures______________ 
 sinusitis   


History of chronic illness: ________________________ 
Allergies: _____________________________________ 
Current medications: ____________________________ 
    ___________________________________________ 
 
OBJECTIVE:  
VS: Temp______ Pulse_____ Resp____ B/P_________ 
Gums:     Erythema     Tenderness     Swelling   


 Excessive bleeding    Purulent drainage  
 Lesions       No abnormalities 


Mouth/face:    Facial Swelling     Visible bone 
  Presence of broken tooth           


ASSESSMENT:   
 Pain related to/evidenced by: 


_______________________________________ 
  Risk for infection evidenced by/related to: ________ 
      __________________________________________ 
 
PLAN:  
ACUTE DENTAL PAIN or TMJ PAIN: 
 Keep patient sitting upright or supine with head 


elevated at 45-degree angle. 
 Notify the on-call dentist or on-call physician STAT.  


Also notify Medical Officer of the Day (MOD) if the 
patient is hypertensive (i.e., systolic blood pressure > 
160 or diastolic blood pressure > 110). 


 Keep patient NPO. 
 Carry out any written or verbal orders given by the 


dentist or physician. 
Physician called (name / time) _______________________ 
Physician responded (time) ________________________ 
Dentist called/responded (name / time) ______________ 


 
 


ASPIRATION OR SWALLOWING A TOOTH: 
 Maintain patent airway. 
 Keep the patient sitting upright or standing. 
 Notify the on-call  dentist or on-call 


physician STAT. 
 Try to keep patient calm. 
 Contact emergency medical service 


physician for assistance. 
 Keep patient NPO. 
 Carry out any written or verbal orders given 


by the dentist or physician. 
 


AVULSED TOOTH: 
 Maintain patent airway.   
 Notify the on-call dentist or on-call 


physician STAT. 
 Immerse tooth in a container of milk.  If 


milk is not readily available tooth may be 
immersed in saline.  If neither milk nor 
saline is available immerse tooth in sterile 
water. 


 Keep patient NPO. 
 Check tetanus immunization status. 
 Carry out any written or verbal orders given 


by the dentist or physician. 
 


FACIAL FRACTURE (mandible, maxilla, 
zygomatic bone): 
 Maintain patent airway.  Unstable 


mandibular fractures may require manual 
traction to chin to maintain airway. 


 Notify on-call dentist or on-call physician 
STAT. 


 Instruct patient to keep jaw immobile. 
 If fracture is external (bone protruding 


through skin), contact oral and 
maxillofacial surgeon immediately or 
consult with MOD regarding transport to 
CDC or contract hospital. 


 Apply gauze pack to any uncontrolled 
bleeding site. 


 Place ice pack on injured area for 20 
minutes, then remove for 20 minutes. 
Continue alternate ice therapy for 24 hours. 


 Keep the patient lying quietly on the gurney 
or in position of comfort to maintain patent 
airway until the dentist or physician has 
examined patient. 


 
______________________________________ 


Signature / Title 
 
 
 
 







California Correctional Health Care Services  
Institution: ___________                                Encounter Form: Dental Conditions 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: DENTAL CONDITIONS  7/26/2011 


 Check tetanus immunization status. 
 Carry out any written or verbal orders given 


by the dentist or physician. 
 Post Surgery (reduction) will require the 


availability of emergency release shears. 
 


ORAL INFECTION: 
 Maintain patent airway. 
 Notify on-call dentist or on-call physician 


STAT. 
 Keep the patient lying quietly on the gurney 


with head elevated until the dentist or 
physician has examined patient. 


 Keep patient NPO. 
 Carry out any written or verbal orders given 


by the dentist or physician 
 


POST-EXTRACTION BLEEDING 
 Maintain patent airway. 
 Notify on-call dentist or on-call physician 


STAT. 
 Keep the patient sitting in a chair or supine 


with head elevated at 45-degrees. Caution 
patient not to spit or lie down flat. 


 Determine which type of bleeding is 
occurring.  If arterial bleeding is occurring, 
contact the emergency medical service 
physician STAT. 


 Instruct patient to bite firmly on one or two 
sterile 4 X 4 gauze squares that have been 
folded to fit between the teeth for maximum 
pressure for a minimum of 1 hour. 


 Monitor and record vital signs every fifteen 
minutes until stable. 


 Keep patient NPO 
 Carry out any written or verbal orders given 


by the dentist or physician. 
 


 Vital Signs Q15M until stable        
 Temp: _______ 


Time BP Pulse Resp 
    
    
    
    
    


 
 
 
 
 
 
 


EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Evaluate the patient's level of understanding and 


document all patient education on the encounter form 
or a progress note. 


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form. 


 Advise the patient to resubmit a Health Care Service 
Request Form (CDC 7362) if symptoms 


 Patient instructions given: 
              Use of medication 


 Notify staff immediately of change in bleeding 
 pain, breathing or: ____________________ 


 Resubmit Health Care Service Request Form        
  (CDC 7362) if: symptoms persist; deteriorate, 
changes in  swelling, pain, bleeding, or breathing; or 
_________________________________________ 


  Patient Health Care Education Forms given to    
      patient:  (specify) ______________________________ 


 Patient verbalized understanding of 
instructions. 


DISPOSITION 
Time released __________________________________ 
Condition on release: _______________________________ 
  Returned to housing unit 
  Housing reassignment to: ______________________  
 Referred for follow-up:   
        Physician clinic            RN clinic 
  Referred to higher level of care: (specify) ___________ 
    ___________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV arrived (time) _______________________________________ 
List name(s) of  RN Protocols used: ________________ 
_____________________________________________ 


 
_________________________________________ 


Signature / Title 


 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    








California Correctional Health Care Services  
Institution: ___________                                Encounter Form: Earache  


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


 
ENCOUNTER FORM: EAR COMPLAINTS                                                                                                                    7/26/11              
 


Page 1 of 2 
 


SUBJECTIVE:  
Chief Complaint: _______________________________ 
Date and time of onset:___________________________ 
Ear Involved:     Right     Left        Both 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________ 
    Area of pain: ________________________________      
    Quality of pain: ______________________________ 
    What makes it better? _________________________ 


What makes it worse? ________________________ 
Accompanying Symptoms:  
  Itching     Decreased hearing    Drainage (describe) 
______________________________         


History of:         Recent URI          Chills/fever    
            Chronic ear problems       


Chronic illnesses: ______________________________ 
Allergies: _____________________________________ 
Current medications: ____________________________ 
_____________________________________________ 
OBJECTIVE:  
VS: Temp______ Pulse_____ Resp____ B/P_________  
 


External ear 
and meatus: 


Right Ear Left Ear 
 Normal                      Normal                     
 Redness                  Redness                    
 Swelling                      Swelling                   
 Cerumen                   Cerumen              
 Foreign body              Foreign body             
 Tenderness               Tenderness                    


   


Drainage 


  None                        None                      
  Bloody       Bloody     
  Purulent                    Purulent                  
  Serous                   Serous                 


  


Tympanic 
Membrane 


  Intact                                         Intact                                       
  Pearly gray                   Pearly gray                 
  Dull                              Dull                            
  Red                               Red                             
  Bulging                        Bulging                      
  Retracted                      Retracted                    
  Obscured                      Obscured                    
  Fluid   Fluid 


 
Adenopathy:    yes      no  
Mastoid pain:   yes      no 
   


Hearing 
Acuity 


  Normal                     Normal                   
  Reduced                   Reduced                 
  Absent                      Absent                    


 


ASSESSMENT:   
  Pain as evidenced by/related to: 


_____________________________________________ 
       _____________________________________________   
  Alteration in sensory/perception, auditory, as evidenced 


by/related to:___________________________________ 
      
PLAN: 
 If inspection of the ear canal reveals retracted tympanic 


membrane and/or fluid behind the tympanic membrane 
refer patient to physician STAT. 


 If the patient presents with a temperature > 101.5 F 
and/or bulging tympanic membrane, refer to a physician 
STAT.  


 If inspection of the ear canal reveals a bulging or newly 
perforated tympanic membrane, or purulent drainage 
refer patient to physician STAT. 


 If the patient complains of severe ear pain and hearing 
loss, refer the patient to a physician STAT.  


 If the patient is diabetic with purulent ear drainage, refer 
the patient to a physician STAT.  
 


For ear pain without fever or with fever less than 101.5: 
 Apply warm compresses to ear PRN. 
 Acetaminophen 325mg 2 tabs PO Q4-6 hours PRN pain 


while symptoms persist; not to exceed 12 tabs in 24 
hours.    or                 


 Ibuprofen 200mg 1-2 tabs PO Q4-6hrs PRN pain while 
symptoms persist; not to exceed 6 tabs in 24 hrs    


 Chlorpheniramine 4mg 1 tab PO Q4-6 hours PRN nasal 
congestion while symptoms persist; not to exceed 
24mg/day x 3 days 


 Instruct patient to follow-up in RN clinic in 48 hours if 
symptoms persist.   


 
Cerumen impaction: 
 Administer Carbamide Peroxide 6.5% Otic Solution: 


instill 5 to 10 drops into external ear canal, then insert a 
cotton plug x 30 minutes.  


 Using an otic syringe, gently flush the ear with 
lukewarm water and hydrogen peroxide mixture. 


 Follow-up with RN in 48 hours.  If impaction is not fully 
removed and symptoms persist, repeat the procedure. 


 
 
 


_____________________________________________ 
Signature / Title 


 







California Correctional Health Care Services  
Institution: ___________                                Encounter Form: Earache  


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


 
ENCOUNTER FORM: EAR COMPLAINTS                                                                                                                    7/26/11              
 


Page 2 of 2 
 


Additional comments:___________________________ 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________ 
 


 
EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Evaluate the patient's level of understanding and 


document all patient education on the encounter 
form or a progress note. 


 Refer patient to other resources as needed. 
 Document referrals in the patient's unit health 


record. 
 Advise the patient to resubmit a Health Care Request 


Form (CDCR 7362) if symptoms persist.  
Patient instructed in:       
   Use of medication      Avoid putting anything in ears  
 Resubmit a Health Care Service Request Form  


 (CDC 7362) if there is a change in hearing acuity; 
or _______________________________ 


     
 


DISPOSITION 
Time released: ________  
Condition on release: _______ 
  Returned to housing unit 
  Housing reassignment to: ______________________ 
  Referred for clinic follow-up:   Physician       RN  
  Referred to higher level of care: (specify)  
      __________________________________________ 
Person/time contacted: _________________________ 
Time/Mode of transfer: ________________________ 
ERV contacted (time) 
_____________________________________ 
ERV arrived (time) 
_______________________________________ 
List name(s) of RN Protocols used: ________________ 
 
 
_____________________________________________ 


Signature / Title 
 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    








California Correctional Health Care Services  
Institution: ___________                                  Encounter Form: Epistaxis 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: EPISTAXIS                                                                                     7/26/2011       
 
 


1 of 2 
 
 


 


 
 SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Nosebleed occurred as a result of:  


 blunt trauma  nose picking  foreign body 
 recent upper respiratory infection   other: 


         (specify) ___________________________________ 
Estimated blood loss: ____________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  _________________ 
    Area of pain: ________________________________      
    Quality of pain: ______________________________ 
    What makes it better? _________________________ 
History of epistaxis:     YES      NO 
History of chronic illness:     


 liver disease   hemophilia or other coagulopathy  
 leukemia    multiple myeloma   COPD     
 heart Disease     HTN     Other: ___________ 


Allergies: _____________________________________ 
Current medications: _________________________________ 
_____________________________________________ 
OBJECTIVE: 
Vital signs: Temp_____________  Resp ____________ 


  Standing:  BP _____________ Pulse ____________ 
  Sitting:      BP _____________ Pulse ____________ 
  Supine:     BP _____________  Pulse ____________ 


General appearance: ____________________________ 
Nostril involved:      Right      Left        Both 
Facial injury:       None        Deformity       
          Swelling       Blood in posterior oropharnyx  
Other: _______________________________________         
Type of bleeding:      fresh         dried blood 
Estimated Blood Loss ______________________ 
 
ASSESSMENT:   
  Impaired tissue integrity evidenced by/related to ___  
      __________________________________________ 
  Risk of fluid volume deficit evidenced by/related to:  
      __________________________________________ 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
  STAT (traumatic injury; Anticoagulant therapy; 


systolic BP< 90 or  >180; diastolic BP >110; pulse > 
110; postural pulse change >20/min; bleeding from 
posterior oropharynx; bleeding persists after 15min. 
of pressure;)  


  Urgent                        Routine  
 Orders received by phone from POC.   
Physician called (name / time) _______________________ 


Physician responded (time) ________________________ 
 
NOSE BLEED: 
     Patient sitting upright and gently blew nose.   


(Result) _________________________________ 
     Firmly pinch nostrils between the thumb and index 


fingers X 15 minutes. (Results)  
         _________________________________________ 
     Bleeding continues; patient transported to TTA  
 If bleeding stops after 15 minutes examine the 


patient to make sure there is no active bleeding and 
no clots.   


 Observe patient for at least 30 minutes before 
discharging from treatment.  Prior to discharge 
advise patient not to blow nose and avoid sneezing 
for at least 12 hours.  If patient must sneeze advise 
to open mouth so that air escapes through the 
mouth instead of the nose. Patient may “snuff up” 
as needed.  After 12 hours patient may apply a thin 
layer of Petrolatum/Lanolin Skin Protectant 
Ointment to nostrils B.I.D. while dryness of the 
nasal mucosa persists.  


EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Evaluate the patient's level of understanding and 


document all patient education on the encounter 
form or a progress note. 


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form. 


 Resubmit a Health Care Service Request Form   
       (CDC 7362) if: symptoms of epistaxis reoccurs 


or condition deteriorates:  ________________ 
 
 
 
 
 
 
 
 


____________________________________________ 
Signature / Title  
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DISPOSITION 
Time released: _________________________________ 
Condition on release: _______________________________ 
  Returned to housing unit 
  Housing reassignment to: ____________________ 
  Referred for follow-up   
           Physician clinic            RN clinic 
  Referred to higher level of care: (specify) ___________ 
      __________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV arrived (time) _______________________________________ 
 


Additional comments: ______________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
List name(s) of RN Protocol used: ________________ 
_____________________________________________ 
 
_____________________________________________ 


Signature / Title  
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    








California Correctional Health Care Services  
Institution: ___________                        Encounter Form: Eye Injury / Irritation  


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: EYE INJURY / IRRITATION     
 


7/26/2012 
1 of  3 


 


 


SUBJECTIVE:  
Chief complaint (document in the patient’s own words): 
__________________________________________________ 
Which eye is affected:    left   right   both 
Date and time of onset:________________________ 
Assess for:  foreign body   sensation  photophobia 
Assess for pain and rate on a scale of 0-10 (0=no pain 10=worst 
pain):__________________________ 
What makes the pain better?____________________   
What makes the pain worse?____________________ 
Assess for accompanying symptoms: 
          nausea  vomiting   sinus pain 
History of:   seasonal allergies  sinusitis   conjunctivitis   


 corneal foreign body   chemical exposure (name of the 
chemical)_________________________________ 


Past medical history:    glaucoma   diabetes                 
 previous eye problems  


Allergies:______________________________________ 
Current medications: _____________________________ 
______________________________________________ 
OBJECTIVE:  
VS: Temp______ Pulse_____ Resp____ B/P_________ 
Visual Acuity:(Snellen Chart) with corrective lens, if  
      worn:  Right ___________     Left_____________ 
If vision is extremely blurred assess visual acuity in terms 
of ability to count fingers, perceive hand movements, or 
detect light.  (Notify physician of any changes in 
sensory/perception, or visual acuity).   


NOTE:  For chemical burns irrigate eye 
IMMEDIATELY.  Then test visual acuity. 


Right eye:    Foreign Body    Redness   Edema         
          Bleeding        Tearing         Photophobia      
           Discharge     Bruising       No abnormalities 
      __________________________________________ 
  Left eye :    Foreign Body    Redness   Edema         
            Bleeding      Tearing            Photophobia      
            Discharge    Bruising      No abnormalities     
      __________________________________________ 
 Eyelash line or surface of eyelid: 
            Nodules   Erythema      Edema    
Conjunctiva:   Erythema   Bleeding   Discharge  


 Bruising   Profuse tearing   foreign body 
Cornea:     Clarity      Injury      Foreign body    


        photophobia      No abnormalities  
  Observed injury: (Indicate eye; describe ) ___________ 
   ____________________________________________ 
Anterior Chamber:   Clear    Bloody    Other fluid: 
(describe) _____________________________________ 


Pupils:  roundness   PERRL     symmetry 
contralateral pupil  
  abnormality: (describe) _________________ 


 Sinus Pain___________________________________ 
ASSESSMENT:   
  Impaired tissue integrity as evidenced by/related 


to:________________________________________ 
  Alteration in sensory/perception, visual, related to/  
      evidenced by: _______________________________ 
 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
       STAT (FOR PHOTOPHOBIA, CHANGE IN VISUAL ACUITY, 


DIPLOPIA, DYSCONJUGATE GAZE, IRREGULARITY OR 
ASYMMETRY OF THE PUPIL, LIMITATION OF EYE MOVEMENT, 
BLOOD OR CLOUDY FLUID IN THE ANTERIOR CHAMBER, 
EVIDENCE OF CORNEAL INJURY OR FOREIGN BODY REFER 
PATIENT TO A PHYSICIAN STAT FOR IMMEDIATE 
EVALUATION) 


       Urgent                          Routine 
      Orders received by phone from POC.  
Physician called (name / time) ______________________ 
Physician responded (time) ________________________ 
 
Blunt injury or contusion 
 Notify physician STAT. 
 Keep the patient in an upright position. 
 Protect the affected eye with a shield until physician 


examines the patient. DO NOT APPLY 
COMPRESSES OR PATCH.  


Chemical burns (bleach, ammonia, etc.) 
 Immediately irrigate the affected eye with two liters 


of sterile normal saline or water for at least 15 
minutes.  May instill 2 drops of topical anesthetic 
(such as Proparicaine 0.5% Opth. Soln.) if necessary 
to relieve pain and facilitate irrigation.  Avoid self-
contamination with the chemical.  


 Assess visual acuity. 
 If symptoms persist following irrigation, or there is 


a change in visual acuity, or a topical anesthetic was 
used, refer patient to a physician for evaluation 
before discharging from treatment. 


 
 
 
 
_____________________________________________ 


Signature / Title 







California Correctional Health Care Services  
Institution: ___________                        Encounter Form: Eye Injury / Irritation  


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: EYE INJURY / IRRITATION     
 


7/26/2012 
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Foreign bodies 
IF FOREIGN BODY APPEARS ON THE CORNEA OR 
PENETRATES THE GLOBE DO NOT ATTEMPT TO 
REMOVE.  INSTEAD NOTIFY PHYSICIAN STAT.   


 If foreign body is not seen on the conjunctiva invert 
upper eyelid using a sterile cotton-tipped applicator 
to check for foreign body.  Gently irrigate eye with 
Sodium Chloride Irrigation Solution (0.9%) to 
dislodge foreign body.  
 If sensation of foreign body persists attempt to 


remove with a sterile moistened  
cotton-tipped applicator.  


 If no foreign body can be seen, but patient 
complains that sensation of foreign body persists 
refer patient a physician STAT. 


Perforating or penetrating injuries to the eyeball 
 Notify physician STAT. 
 DO NOT attempt to remove the object or 


irrigate the eye.  Protect affected eye with a firm 
shield until physician examines the patient. 


Eyelid laceration 
 Notify the physician STAT. 
 Gently cleanse laceration with sterile saline-


soaked gauze.   
 Cover laceration with saline-soaked sterile gauze 


to prevent wound from  
drying out. 


 Administer tetanus prophylaxis per Tetanus 
Immunization Guidelines if indicated. 


Hordeolum 
 Instruct patient to apply warm compresses to 


affected eye for 15 minutes QID. 
 Instruct the patient to return to clinic in 3 days if 


there is no improvement. 
Red, irritated eyes 
 If red, irritated eye is the result of a superficial 


conjunctival foreign body that has been 
removed, no further intervention is indicated. 


 If the red, irritated eye is related to seasonal 
allergies, or if the patient has had similar 
symptoms in the past that were relieved with 
allergy drops, administer  Naphcon A 
(pheniramine/naphazoline) Ophthalmic Solution 
0.025% 1-2 gtts to affected eye  Q3-4hrs PRN 
pain while symptoms persist 


 
 All other complaints concerning red, irritated 


eyes shall be referred to a physician on a STAT, 
Urgent, or Routine basis as indicated. 


  
 
EDUCATION: 
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Evaluate the patient's level of understanding and 


document all patient education on the 
encounter form or progress note. 


  Refer patient to other resources as needed. Document 
all referrals on the nursing protocol encounter form. 


  Resubmit Health Care Service Request Form  
     (CDC 7362) if: symptoms persist; deteriorates , or   


there is a change in visual acuity or pain; increased 
redness; swelling; or _________________________ 


_____________________________________________ 
  Patient Health Care Education Forms given to     
     patient: (specify) _____________________________ 
  Patient verbalized understanding of instructions. 
 
DISPOSITION 
Time released: _________________________________ 
Condition on release: _______________________________ 
  Returned to housing unit 
  Housing reassignment to: ______________________ 
  Referred for follow-up   
           Physician clinic           RN clinic 
  Referred to higher level of care: (specify) __________ 
     ___________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) ____________________________________ 
      ERV arrived (time) ______________________________________ 
 
 
 
 
 
 
 
_____________________________________________ 


Signature / Title 
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Additional Comments: _____________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
List name(s) of  RN Protocols used: ______________ 
__________________________________________ 
 
_____________________________________________ 


 Signature / Title 
 


 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    








California Correctional Health Care Services  
Institution: _____________               Encounter Form: Female Genitourinary Complaints 
                


Name: _______________________________ CDC#_________ DOB_________ Date/Time ______________ 
Fill in the blanks and check all that apply 


 


ENCOUNTER FORM: FEMALE GENITOURINARY COMPLAINTS                                                                                     
7/26/2011 


1 of 2 
 


SUBJECTIVE: 
Chief Complaint: ___________________________ 
Date and time of onset: _______________________  
Rate pain on a scale of 0-10 (0 = no pain, 10 = worst pain) 
___________ 
Symptoms:  Pain     Vaginal discharge  
     Vaginal odor    itching    Lesion 
 Dysuria    Frequency   Burning    Fever        
 Chills       Hematauria    Other: (describe) 
_______________________________                


Last Menstrual Period (date started):________  
  
Menstrual periods are:   Painful    Irregular 
     Duration __________________ 
How frequently is pad changed? _______________ 
Last Pap: (date) _________  Normal   Abnormal 
Pregnant:  yes     no 
 
History of STDs:  Genital warts      Herpes             
 Gonorrhea   Syphilis   Pelvic Inflammatory 
Disease    Chlamydia    


      Other _________________________ 
History of chronic illnesses: ___________________ 
____________________________________________ 
Allergies: _____________________________________ 
Current medications: ____________________________ 
_____________________________________________ 
OBJECTIVE: 
Vital signs: Temp_______ Weight: ______ Resp: ____ 
Pulse (sitting) ___________   Pulse (standing) __________   
BP (sitting) _____________ BP (standing) ___________    
 
Abdomen:  soft    rigid    tenderness with or 
without rebound    distended 
Bowel sounds:  present or absent). 
 Low back/flank area tenderness.   
External genitalia:   lesions   nodules   rashes      
 vesicles  


 Presence of abnormal vaginal discharge. 
 Urine dipstick. (If positive for nitrites or leukocyte 


esterase, notify physician).  
 
Urine dipstick results: ___________________________ 
 
 
 
 


ASSESSMENT:   
 Altered urinary elimination evidenced by/related to: 


__________________________________________ 
  Pain evidenced by/related to: __________________ 


__________________________________________ 
 
PLAN:  
MD Referral completed: (circle)   NO / YES if yes: 
    STAT (Positive urine dipstick for nitrites / leukocytes) 
    Urgent                   Routine  
 Orders received by phone from POC 


Physician called (name/time) ________________________     
Physician responded (time) __________________________________ 
Physician orders received       Yes   No 
 If afebrile and without abdominal or pelvic pain, 


with white cheesy, itchy discharge and a history 
of no more than three yeast infections in the past 
year:  


 Miconazole 100mg Vaginal Suppository, 
vaginally,1 nightly X 7 days.   


 Follow-up in clinic in 7 days if no improvement 
and symptoms. 


 
 All other abnormal physical findings or 


genitourinary symptoms, with or without vaginal 
discharge: refer patient to a physician on a STAT, 
Urgent, or Routine basis as appropriate.  


  
EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient's 


level of understanding on the nursing protocol 
encounter form.   


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form.   


 Advise the patient to resubmit a Health Care Request 
Form (CDC 7362) if symptoms persist. 


 
 
 
_____________________________________________ 
                                                      Signature / Title 
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Name: _______________________________ CDC#_________ DOB_________ Date/Time ______________ 
Fill in the blanks and check all that apply 
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DISPOSITION 
Time released: _________________________________  
Condition on discharge: ______________________ 
Returned to housing unit 
Housing reassignment to: ______________________ 
Referred for follow-up   
      Physician clinic                   RN clinic 
 Referred to higher level of care: (specify) ___________ 
    __ _________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV (time) ___________    ERV arrived_______________ 


 
List name(s) of RN Protocols used: ________________ 
_____________________________________________ 
 
 
_____________________________________________ 
                                                      Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Vital signs: Temp_______ Weight: ______ Resp: ____

		( Urgent                  ( Routine

		( Orders received by phone from POC






California Correctional Health Care Services  
   Institution: ___________________           Encounter Form: Headaches 


 


Name: ________________________ CDC#____________ DOB: _________ Date/Time _______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: HEADACHE     7/26/2011 
    


1 of 2 


SUBJECTIVE:  
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Pain:  


Location:    Frontal     Temporal      Occipital 
                    Left        Right       Bilateral 
Description:   Dull     Aching     Sharp      


                           Throbbing   Constant    Intermittent     
Radiating (where): ___________________________ 
Scale of 0-10 (0=no pain  10=worst pain): _____________ 
What makes pain better: _______________________ 
Headache interferes with:    Sleep        Activity 
    Describe: __________________________________ 


Symptoms:    Nausea    Vomiting     Photophobia                     
 Fever Chills      Blurred vision     Double vision    
 Flashing lights     Blind spots      Stiff Neck          
 Dizziness/vertigo    Focal weakness    LOC 


   **focal weakness-> notify physician STAT 
History of prior pain / duration:__________________ 
___________________________________________ 
History of:   Headaches (type)_________________   
 Depression    Hypertension   Recent Trauma   
Recent URI   Other:  _____________________ 


Chronic illness: ____________________________ 
Allergies: _____________________________________ 
Current medications: ____________________________ 
OBJECTIVE:  
Vital signs: T______ P ________ R ______BP _______ 
General appearance:  


________________________________________ 
Neurologic status:  Alert    Oriented     Lethargic  
                                Confused     Slurred speech    
HEENT examination.  


 Facial flushing 
 Red, watery eyes and/or droopy eyelids 
 Pupil size, shape, equality, and reactivity to light 
 Photophobia 
 Extraocular eye movements 
 Palpate scalp for tenderness, masses, skull 


defects, hematomas, and bruises 
 Palpate frontal or maxillary sinus for tenderness 


Neck/shoulder range of motion:___________________  
Neck:    Supple    Stiff 


Deep tendon reflexes:  
 asymmetrical  absent  hyperactive responses 


Gait:     Normal     Abnormal ________________ 
Signs of stroke:      slurred speech  facial drooping     
 focal or asymmetric weakness                                  
 generalized symmetric weakness   


ASSESSMENT:   
 Pain as evidenced by/ or related to:______________ 
    ___________________________________________ 
   Neurological deficit as evidenced by/ or related to:  
    ___________________________________________ 
PLAN:  
MD Referral: (Circle) YES/NO  If Yes:   
 STAT  (If headache is accompanied by any of the following 


signs and symptoms contact the physician STAT and 
transport patient to the emergency treatment area): 
 Recent head trauma  
 Confusion or loss of consciouness 
 Facial flushing or sweating on the same side as the 


pain  
 Facial or eyelid drooping  
 Visual deficit, double vision, abnormal eye 


movements or pupil responses  
 Inability to touch chin to chest  
 Focal weakness 
 Abnormal gait  
 Vomiting  
 Fever > 101.5 F  
 Systolic blood pressure > 180 mm Hg or diastolic 


blood pressure > 110 mm Hg 
  Urgent           Routine 
 Orders received by phone from POC 
Physician notified (name/time): ______________________ 
Physician responded: (time): _______________________ 
 
If Physical Exam is negative for the above symptoms 
provide: 
 Acetaminophen 325 2 tabs PO  Q4-6 hours PRN pain 


while symptoms persist; not to exceed 12 tabs in 24 
hours.    or 


 Ibuprofen 200mg 1-2 tabs PO Q4-6hrs PRN pain 
while symptoms persist; not to exceed 6 tabs in 24 
hrs 


 Follow-up in RN clinic in 72 hours if headache 
persists. 


 
 
 
 
 
 
 
 
_________________________________________    


Signature / Title 







California Department of Corrections        Health Care Services Division 
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Additional Comments: 
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
_________________________________________ 


 
EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient's 


level of understanding on the nursing protocol 
encounter form. 


 Refer patient to other resources as needed.  Document 
all referrals on the nursing protocol encounter form. 


 Follow-up in RN clinic in 72 hours if headache 
persists. 


Patient instructions given:    
 Use of Medications: _________________________ 


__________________________________________ 
 Resubmit a Health Care Service Request Form 


(CDC 7362) if symptoms persist, condition 
deteriorates, blurred vision, spots before the eyes,      
increased pain or: ____________________________ 


 
DISPOSITION 
Time released __________________________________ 
  Condition on release: _______________________ 
  Returned to housing unit 


   Housing reassignment to: _____________________ 
   Referred for follow-up   
           Physician clinic            RN clinic 
  Referred to higher level of care: (specify) ___________ 
     


Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV  arrived at TTA____________________________________  
 


 
List name(s) of RN Protocols used:_______________ 
 


 
______________________________________ 


   Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    








California Correctional Health Care Services  
Institution: ___________                                   Encounter Form: Hemorrhoids 


 


Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: HEMORRHOIDS            
 


7/26/2011 
1 of 2 
 


SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Describe symptoms :  itching    burning   


 bleeding,  irritation 
Pain: Location: _________________________________ 
    What makes the pain better: ___________________ 
    On scale of 0-10 (0 = no pain 10 = worst pain) 


________________ 
Prior history of:    hemorrhoids   constipation        


 diarrhea   GI illness (including liver 
disease)  anal sex or instrumentation   other. 


Chronic illness: _______________________________ 
Allergies:___________________________________ 
Current medications: __________________________ 
_____________________________________________ 
 
OBJECTIVE: 
VS: Temp______ Pulse_____ Resp____ B/P_________ 
Visual inspection of anal area reveals: 
     Trauma     Rash    Papules     Redness   
  Edema     Skin Tags    Hemorrhoids   Warts    
  Abscess     Fissures     Fistula     Bleeding      
  Drainage        Open wounds/lesions                  


ASSESSMENT:   
  Impaired tissue integrity evidenced by/related to      
    ___________________________________________ 
  Pain evidenced by/related to: -__________________ 
    ___________________________________________ 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:       
      STAT (moderate to severe pain, discharge, bleeding, 
abscess, open lesions, condylomata, evidence of trauma, or 
history of anal sex or instrumentation) 
  Urgent    Routine 
 Orders received by phone from POC. 


Physician called (name / time) _______________________ 
Physician responded (time) ________________________ 
 
RECTAL ITCHING/ erythema and/or mild discomfort 
with or without hemorrhoids or open lesions: 
 Sitz bath 20 min. TID PRN pain/itching while 


symptoms persist. 
 Warm compresses to area QID PRN pain/itching 


while symptoms persist.  


 Hydrocortisone Hemmorrhoidal Cream 2.5%: apply 
to affected area no more than 3-4 times/day while 
symptoms persist. 


 
External hemorrhoids accompanied by mild bleeding 
with bowel movements: 
 Warm compress to area QID PRN while symptoms 


persist. 
 Anucort HC 25mg suppository PRN per rectum 


itching/burning/pain after each BM while symptoms 
persist; not to exceed 4 times/day.   


 Sitz bath 20 min. TID while symptoms persist. 
 Docusate Sodium 100mg 1-3 softgels PO QD x 14 


days and while hemorrhoids persist.   
 


All other symptoms: Refer patient to a physician on a 
STAT, Urgent, or Routine basis as appropriate. 
 
EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient's 


level of understanding on the nursing protocol 
encounter form.   


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form.   


 Advise the patient to resubmit a Health Care Request 
Form (CDC 7362) if symptoms persist. 
 


 
 
 
 
 
 
 
 
 
 
_____________________________________________ 


Signature / Title 
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Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 
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DISPOSITION 
Time released: _________________________________  
Condition on release: _________________________ 
  Returned to housing unit 
  Housing reassignment to: ______________________ 
  Referred for follow-up   
        Physician clinic           RN clinic 
  Referred to higher level of care: (specify) ___________ 
      __________________________________________ 
     Person/time contacted: ________________________ 
     Time/Mode of transfer: ________________________ 
     ERV contacted (time) ____________________________________ 
       ERV arrived (time) _______________________________________ 
 
Additional Comments: ___________________________ 
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
 
_____________________________________________ 


Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    
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Name:_______________________________  CDC#_________ DOB_________  Date/Time ______________ 
Fill in the blanks and check all that apply 


ENCOUNTER FORM: INFLAMMATORY SKIN CONDITIONS/RASH                                                                            7/26/2011 
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SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Pain: Scale of 0-10 (0=no pain  10=worst pain): ______ 
    Area of pain: ________________________________  
    Quality of pain: ______________________________ 
    What makes it better? _________________________ 
Location of lesions:_____________________________ 
Symptoms:      Dyspnea     Difficulty swallowing        
 Pruritis   Burning     Tenderness     Fever     
 Malaise   Chills     
 Cracking between fissures of hands/feet/digits 


Is the condition worse at a particular time?_______ 
Previous episodes?:   ____________________________ 


What treatment was rendered: __________________ 
___________________________________________ 


Frequent exposure to potential irritants:   detergents    
 dyes  rubber   plants  weeds/bushes     
 sun 


History of minor trauma to skin:        Bite-insect               
 Bite-animal     Bite-human      abrasion   
 other_______________________________ 


Past medical history:        Asthma          Hay fever  
 Allergic rhinitis      Urticaria        Arthritis   
Other: _____________________________________ 


Family history of:   Atopic dermatitis       Psoriasis      
      Other: (describe) ____________________________ 
Allergies (food/medication): ______________________ 
Current medications: ____________________________ 
OBJECTIVE: 
Vital signs: B/P: ______ Pulse____Resp.____ Temp___ 
Ventilatory effort:   Congestion    SOB 
Swelling:  Lips   Tongue   Uvula   No swelling 
Breath Sounds:     Clear bilaterally    Wheezes         
 Crackles     Diminished     Absent    
Describe:_____________________________________
___________________________________________      


Skin lesions: (Location: size; distribution; pattern):   
Describe:_____________________________________ 


Inspect affected area (s) for:  redness   vesicles 
 pustules  drainage  swelling  
 excoriations from scratching   weeping       
 crusting    fissuring   pigmentation changes 


 
Lymph nodes:   Swelling    Tender    Non-palpable       


Location: ______________ 
 
 
 


ASSESSMENT:   
 Impaired skin integrity evidenced by/related to:  


_________________________________________ 
  Risk of infection as evidenced by / related to:   


       __________________________________________ 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
    History of skin trauma; lymphadenopathy,  


oozing skin lesions covered with a thin, light 
brown or honey-colored crust, or pruritic blisters 
filled with yellow or honey-colored fluid 


    STAT      Urgent     Routine 
 Orders received by phone from POC.  


Physician notified (name / time) ______________ 
Physician responded (time)_________________ 
 


ECZEMA 
 Remove offending agent (describe): _________ 
 Hydrocortisone Topical Cream 1% : apply to  
      affected area no more than 3-4 times/day while     
      symptoms persist 
 If no improvement after 7 days, instruct the      


patient to return to the RN clinic for follow-up.   
 


URTICARIA (HIVES): If the patient presents with 
urticara accompanied by dyspnea, wheezing or shortness 
of breath see Allergic Reaction Protocol for treatment 
 Discontinue use of non-prescription analgesic and 


canteen purchased medication  
 Physician contacted to discuss discontinuation of any 


other medications. 
 If no improvement after 3 days, schedule for 


follow-up with physician within 24 hours  
 
TINEA PEDIS  
 Topical Cream 1% cream: apply to  
       affected  area BID x 4 wks 
 Number of tubes issued: ____________________ 
 If condition worsens discontinue medication and 


notify physician.  
 If no improvement after 3 weeks, instruct the 


patient to return to the RN clinic for follow-up 
 
 
 
____________________________________ 


Signature / Title 
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POISON OAK 
 Take a cool shower, with soap to remove toxin.  
 Make sure to wash all clothing that came in 


contact with the plant. 
 Calamine lotion, apply to affected areas 2x/day 
      while symptoms persist. 
 Hydrocortisone Topical Cream 1%: apply to 


affected area while symptoms persist no more than 
3-4 times/day while symptoms persist. 


 Pt instructed to return to clinic if no improvement 
after 3 days 


 
DRY FLAKY SKIN: 
 Recommend mild soap. 
 For all other skin conditions/rashes, refer 


patient to a physician on a STAT, urgent or 
routine basis as appropriate 


EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Patient education consistent with the assessment of the 


condition. 
 Document the education provided and the patient’s 


level of understanding on the nursing protocol 
encounter form. 


 Refer patient to other resources as needed, for 
additional information, specialized instruction, or 
support.  Document all referrals on the nursing 
protocol encounter form. 


 Advise the patient to resubmit a Health Care Request 
form (CDC 7362) if symptoms persist 


Patient instructed in:  
        Use of Medication: ______________________ 
        Skin Care: _____________________________ 
        Keep feet clean and dry, report secondary    
            infection: ______________________________ 
        Resubmit a Health Care Service Request Form      
           (CDC 7362) if condition persists or deteriorates:        
           _______________________________________ 
       
DISPOSITION:     
Time released _________________________________ 
Condition on release: _________________________ 
 Returned to housing unit 
 Housing reassignment to: ___________________ 
 Referred for follow-up   


                Physician clinic       RN clinic 
 Referred to higher level of care: (specify)                          


       __________________________________ 
Person/time contacted: ___________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV arrived (time) _____________________________________  
 
Additional Comments: ___________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________
List name(s) of RN Protocols used:________________ 
_____________________________________________ 
 
 
_____________________________________________ 


              Signature / Title 
  


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    
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SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________                                             
Description of the insect if possible: 
_____________________________________________ 
Location of the bite or sting:______________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain): _____ 
    Area of pain: ________________________________  
    Quality of pain: ______________________________ 
    What makes it better? _________________________ 
Previous history of allergic reaction to bee, hornet, wasp 
or hornet sting  
Description:  ________________________________ 
Assess for the following symptoms:  
      Nasal congestion    Difficulty breathing          
      Difficulty swallowing    Tightness in chest           
      Generalized warmth       Tingling of the hands, 


feet, or lips     Abdominal cramps           
     Other: _____________________________________ 
Allergies:_____________________________________ 
Current Medications: ___________________________ 
_____________________________________________ 
OBJECTIVE: 
VS: Temp______ Pulse_____ Resp____ B/P_________ 
 
Monitor and record vital signs every 5 minutes until 
stable.  Thereafter, monitor and record vital signs, 
oxygen saturation, level of consciousness, and 
breath sounds every 15 minutes 
 
Time Pulse Resp BP LOC O2 sat Lung 


Sounds 
       
       
       
       
       
 
Level of consciousness and responsiveness: 
 Awake    Alert    Oriented to person, place, time 


     If no, describe:______________________________  
 
Observe ventilatory effort: 
 Difficulty breathing   Respiratory distress 


Breath sounds bilaterally:    Clear   Wheezes  
      Crackles      Diminished     Absent 
     Describe: _____________________________________ 
Observe oropharynx for swelling:  present  absent 
 
 
 


Observe skin for: 
 Bite marks    Erythema     Edema    Urticaria 
 Diaphoresis     Facial swelling     Cyanosis  


For spider bites assess abdomen for: 
 diminished bowel sounds   rigid, board-like 


abdomen. 
For bee stings evaluate for:   retained insect parts 


 
ASSESSMENT:   
 
 Impaired skin integrity related to/evidenced by: 
_____________________________________________ 
 Pain related to/evidenced by:___________________ 
_____________________________________________ 
 Risk for ineffective breathing pattern related to: 
_____________________________________________ 
PLAN:   
MD referral completed: (circle)    NO / YES  If Yes:   
 STAT (Abrupt onset; facial swelling; tightness in the 


throat, dyspnea, wheezing, hypotension, tachycardia, 
anxiety, airway obstruction, pain and cramping of the 
large muscles, diaphoresis, HTN, tachycardia, 
weakness, paresthesia, headache, slurred speech, N/V)  


  Urgent          Routine 
  Orders received by phone from POC 


Physician notified (name / time) _________________ 
Physician responded (time)______________________ 


 
INSECT STINGS 
LOCAL REACTION  
  Maintain patent airway 
 Remove insect stinger    


  Apply ice to sting site & elevate extremity if 
affected 


  Follow up in RN clinic if symptoms do not improve in 3 
days or immediately if inflammation increases (reaction 
extends beyond sting site) 


Tetanus prophylaxis per guideline 
 
 
 
 
 
 
 
 
 
 
__________________________________________ 


Signature / Title 
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GENERALIZED LIFE-THREATENING  
 O2 at 15 L/minute via rebreather. If airway 


obstruction occurs provide mechanical ventilation 
using a bag-valve mask (ambu bag) 


  Notify physician STAT 
  Transport to TTA STAT  
 Pulse oximeter: O2 Saturation: __________ 
 Cardiac monitor:  Rate:______   Rhythm:_________ 


      If other, describe: _________________________ 
 Epinephrine 1:1000 aqueous 0.3 mg SQ. Vigorously 


massage injection site (MR q 10-15 min X 2 PRN) 
         1st dose Time:____Site:______Heart Rate:_________          


2nd dose Time:____Site:_____   Heart Rate:________ 
3rd dose: Time:____Site:_____  Heart Rate: ________ 
 Prepare to transport patient to higher level of care  
 IV Site: location: ____________  Time: _______ 


            Needle: __________________  Rate: _________ 
 Solution: Sodium Chloride Intravenous 


Solution (0.9%). Adjust infusion rate to keep 
systolic blood pressure > 90 mm Hg  


 Diphenhydramine HCL 50 mg IV over 5 minutes   
         Time started:_________  Site: ______________ 
 Methylprednisolone Sodium Succinate 125 mg  


   IV X 1 over 1-2 minutes 
         Time started:_________  Site: ______________ 
 Fax a copy of the relevant progress notes, 


physician’s orders and emergency care flow sheet to 
receiving facility 


 
SPIDER BITES 
LOCAL REACTION   
 Cleanse bite with Chlorhexidine Skin Cleanser. 
 Apply ice to bite to relieve pain and local 


swelling.  Elevate extremity if affected. 
 Monitor and record vital signs every 15 minutes 


for one hour; then every hour until stable. 
 Observe the patient for at least two hours before 


discharging back to housing unit. 
 Instruct patient to utilize the urgent/emergent 


process to access medical care if he/she 
experiences difficulty breathing, or if hematuria, 
rash, joint pain or signs of infection develop 


 
SPIDER BITE: SYSTEMIC REACTION  
 Maintain a patent airway. 
 Notify the physician STAT. 
 Apply ice to bite to relieve pain and swelling and 


slow the action of the venom. (Do not apply ice 
if there is the possibility of a rattlesnake bite- ice 
increases tissue necrosis). 
 


 Monitor and record vital signs every 15 minutes. 
 Insert an intravenous line and infuse Sodium 


Chloride Intravenous Solution (0.9%). Adjust 
infusion rate to keep systolic blood pressure > 90 
mm Hg.  


 Prepare to transfer patient to outside facility or 
admit to a facility capable of providing a higher 
level of care 


EDUCATION: 
 Assess patients potential for understanding the health 


information to be provided  
 Provide patient education consistent with the 


assessment of the condition 
 Document the education provided and the patients 


level of understanding on the emergency care flow 
sheet or nursing care encounter form 


 Refer patient to other resources as needed. Document 
all refers on the emergency care flow sheet or nursing 
care encounter form 


 Resubmit Health Care Service Request Form  
(CDC 7362) if: symptoms persist; deteriorate, 
difficulty, breathing; fever; purulent drainage; 
swelling; or: changes in level or location of pain; 
bleeding, swelling, drainage;  or: ____________     


DISPOSITION 
Time released: _________________________________ 
Condition on release: _________________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
     Physician clinic       RN clinic 
 Referred to higher level of care: (specify) _________ 
    ___________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV arrived (time)  _______________________________________ 
Additional Comments: ________________________ 
__________________________________________ 
List name(s) of RN protocols used:_______________ 
__________________________________________                                                                             


__________________________________________ 
   Signature / Title 


 
1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		SPIDER BITES

		 Assess patients potential for understanding the health information to be provided

		 Provide patient education consistent with the assessment of the condition

		 Document the education provided and the patients level of understanding on the emergency care flow sheet or nursing care encounter form

		 Refer patient to other resources as needed. Document all refers on the emergency care flow sheet or nursing care encounter form

		( Returned to housing unit

		( Referred for follow-up
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SUBJECTIVE: 


Chief Complaint: _______________________________ 


Circumstances surrounding loss of consciousness:  


Obtain information from witnesses about events leading 


up to loss of consciousness:  


 suspected drug overdose  seizure  physical trauma 


Info from the patient: ____________________________ 


        _________________________________________ 


        _________________________________________     


Date/Time: ___________   patient found     of onset 


History of:     Diabetes    Seizures disorder              


 Psychiatric illness   Previous episode of LOC      


 Head trauma    Alcohol use       Drug Abuse          


    Pain: Scale of 0-10 (0=no pain  10=worst pain)  ________ 
     Area of pain: ________________________________      


    What makes it better/worse? ____________________ 


      __________________________________________  


Chronic illnesses: _______________________________ 


_____________________________________________ 
Allergies: _____________________________________ 


Current medications: ____________________________ 


_____________________________________________ 


OBJECTIVE: 


 ABCs present  


Vital Signs 


Time BP Pulse Resp O2 Sat. 


     


     


     


     


     
 


           


 ○   ○ ○  ○ ○○ 
 


Time 
 


Circle and describe 


 PERL    Abnormal ___________________ 


 PERL    Abnormal ___________________ 


 PERL    Abnormal ___________________ 


 PERL    Abnormal ___________________ 
 


 


 


    Parameter                  Finding            Score 


 


 


Eye Opening 


 


 


Spontaneously 


To speech 


To pain 


Do not open 


 


4 


3 


2 


1 


 


 


 


Best Verbal 


Response 


 


 


 


Best  


Motor 


Response 


 


Oriented 


Confused 


Inappropriate speech 


Unintelligible speech 


No verbalization 


 


Obeys command 


Localized pain 


Withdraws from pain 


Abnormal flexion 


Abnormal extension 


No motor response 


5 


4 


3 


2 


1 


 


6 


5 


4 


3 


2 


1 
 


Interpretation:   best = 15;   worst = 3 
 


 


             Glasgow Coma Scale 


Time     
Eye Opening     


Best Verbal Response     


Best Motor Response     


Glasgow Coma Score     


     


Oriented to time, person, 


place, situation 


Y 


N 


Y 


N 


Y 


N 


Y 


N 


 


 Check for head trauma involving scalp lacerations, 


hematomas, and bony deformities of the skull: (describe) 


_____________________________________ 


     ___________________________________________ 


     ___________________________________________ 


     ___________________________________________      


 Fresh needle marks (Describe): ____________________ 


     ___________________________________________ 


Breath odor:   alcohol      acetone     


Fingerstick blood glucose: (time/ results)_____________________ 
 


ASSESSMENT:   


 Altered mental state related to/evidenced by: ______ 


__________________________________________ 


 Alteration in tissue perfusion, cerebral, related to/    


     evidenced by:________________________________  


 


Additional Comments: ________________________ 


___________________________________________


___________________________________________


___________________________________________ 


 


___________________________________________ 
                                    Signature / Title 


 


 


 


 


Glasgow 


Coma  
Scale 
(GCS) 


3         4          5             6             7           8 
 


Pupil 


Size 
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PLAN:  
          


Provide BLS (Basic Life Support) if indicated 


Maintain a patent airway:      


 Oral airway used    Nasopharyngeal airway used 


 Assisted ventilation  


 Applied C-spine collar before moving the patient if 


trauma evident or suspected. 


 Applied pressure dressing to any open bleeding wound. 


 If the patient is unconscious with stable vital signs, 


place in a left lateral decubitus position, unless C-spine 


precautions are indicated. 


 O2 at 2-6 L/minute to maintain oxygen saturation  90 


 cannula   rebreather mask  at  _____l/min to 


maintain 02 Sat > 90%.  


 Pulse oximeter reading on O2 __________________ 


 Notify physician STAT. 


Physician called (name / time) ___________________ 


Physician responded (time) ____________________ 


 Start IV Sodium Chloride Intravenous Solution (0.9%) 


at TKO started at (time) ________ in (location) ________ 


using (needle)_____________. 


 If fingerstick blood glucose is below 50 mg/dl, 


administer 50 ml of 50% dextrose IV push over 2 


minutes.  May administer Glucagon 1 mg IM if 


unable to gain IV access. FSBS: _____________ 


 50 ml of 50% dextrose IV push over 2 minutes 


given at (time): _________ 


FS glucose after medication: _______ (time)___  
 Glucagon 1mg IM (time) ______   (location) _________ 


FS glucose after medication: _______ (time)___  
 


 If history or physical findings suggest opiate overdose, 


 Naloxone Intranasal 4 mg #1  L  R Nostril 


 Naloxone Intranasal 4 mg #2  L  R Nostril 


Alternately, administer  
 Naloxone 0.8 mg given   IV    IM (if unable to obtain 


IV access) (time) ______  (location) _____________    


 Dose # 2 Naloxone 0.8 mg given   IV    IM (if 


unable to obtain IV access) (time) ____  (location) _________    


 Monitor vital signs, neurologic status, and oxygen 


saturation at least every 15 minutes 
Time BP Pulse Resp. O2 Sat. Peak flow 


      


      


      


      


 Prepare to transfer the patient to an outside facility or 


admit to a facility capable of providing a higher level 


of care. 


 Fax a copy of the relevant progress notes, physician 


orders, and emergency care flow sheet to receiving 


facility. 
  


EDUCATION:  


 Assess the patient's potential for understanding the 


health information to be provided. 


 Provide the patient education consistent with the 


assessment of the condition. 


 Document the education provided and the patient’s 


level of understanding on the emergency care flow 


sheet. 


 Refer the patient to other resources as needed.  


Document all referrals on the emergency care flow 


sheet. 
 Advise the patient to utilize the urgent/emergent 


process to access medical care if symptoms recur 
 


Patient instructed in:        


 Use of medication   


      Use of alcohol and/or drugs 


      Importance of keeping scheduled appointments     


      Wound care: ______________________________ 


         _________________________________________ 


      Other: ___________________________________ 


         _________________________________________ 


 Resubmit Health Care Service Request Form (CDC 


     7362) if: loss of consciousness; dizziness; seizures;   


     aura; or: ____________________________________ 


 Patient Health Care Education Forms given to patient:  


   (specify) _____________________________________ 


     ___________________________________________ 


 Education deferred due to patient condition 


DISPOSITION 


Time released: _________________________________ 


 Condition on release: ________________________ 


 Returned to housing unit 


 Housing reassignment to: _______________________ 


 Referred for follow-up   


      Physician clinic      RN clinic 


Referred to higher level of care: (specify) _____________ 


    _____________________________________________ 


    Person/time contacted: __________________________ 


     Records faxed to facility 


    Time/Mode of transfer: __________________________ 


    ERV contacted (time) _______________________________________ 


    ERV arrived (time) __________________________ 
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Name of Protocol(s) used: _________________________ 


_______________________________________________ 


 


 


_____________________________________ 
Signature / Title 


Additional Comments: ________________________  


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________ 


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


__________________________________________


__________________________________________


__________________________________________


__________________________________________


__________________________________________


__________________________________________


__________________________________________


____ 
 


 


_______________________________ 
                               Signature / Title 


 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Patient instructed in:

		( Use of medication

		( Use of alcohol and/or drugs

		( Importance of keeping scheduled appointments

		DISPOSITION

		( Returned to housing unit

		( Referred for follow-up
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SUBJECTIVE: 
Chief Complaint: ______________________________ 
Date and time of onset: _________________________ 
Location and description of problem: ______________ 
____________________________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain): __________ 
    Area of pain: ________________________________  


Quality of pain:  dull    sharp   aching             
  throbbing   spasm     


 
If low back pain or flank pain assess for urinary 
symptoms:      Low back pain       Flank pain   
Urinary symptoms:  Urinary frequency       Dysuria  
 Burning on urination         Hematuria 


 
What makes it better? _________________________ 
History of prior pain / duration:__________________ 
    ___________________________________________ 
Accompanying symptoms:  Muscle spasms        


 Numbness        Tingling   
                     Other: ____________________ 
History of:    fever    chills    headache   
 nausea    vomiting    diarrhea   fatigue 
 trauma 


History of chronic illness:   Arthritis    Cancer    
     Diabetes   Blood dyscrasias    Renal Disease 
Other:  ___________________________________ 
Allergies: _____________________________________ 
Current medications: ____________________________ 
_____________________________________________ 
OBJECTIVE: 
Vital signs: BP: ______ Pulse: _____  Resp:  ______  
    Temp:_____    Urine dipstick  
 
Observe the following: Extremity: _________________ 
 Upper  Lower  Right   Left   
    Describe:  Color:_____________________________ 
     Warmth       Tenderness      Deformity      
     Swelling:   
     Circulation      Sensation 
    Describe: __________________________ 
    ___________________________________________ 
Muscle:  Atrophy     Hypertrophy     Weakness      
                Tremors    
Range of motion to affected extremity: 


  limited   full    other:_______________ 
 
 
 


Pain or discomfort with or without movement. 
For back pain observe curvature, gait, and stance; 
test for straight leg raising: ____________________ 
_________________________ 
 
Dipstick urine if current symptoms or history of flank pain, urinary 
frequency, dysuria, and /or burning on urination and hematuria 
Results of dipstick / urinalysis:  :___________________ 
_____________________________________________ 
ASSESSMENT:   
 Impaired physical mobility related to:  ____________ 
    ___________________________________________ 
 Pain  related to / evidenced: ____________________ 
______________________________________________
______________________________________________
___________________________________________ 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   


     STAT ( Positive urine dipstick and patient has signs  
        and symptoms consistent with a UTI; alterations in  
        circulation or sensation, new deformity or discoloration,  
        or patient appears ill or has history of fever, chills,  
        headache, nausea, vomiting, or diarrhea; severe muscle  
        cramps; muscle weakness  with or without fever; warm or  
        acutely swollen, joints) 
    Urgent                  Routine 
  Orders received by phone from POC 


Physician notified (name / time) ______________________  
Physician Responded (time)________________________  


 
Extremity pain or stiffness:  
 If alteration in circulation or sensation, new 


deformity or discoloration, or patient appears ill 
or has history of fever, chills, headache, nausea, 
vomiting, or diarrhea notify physician STAT.   


 If none of the above signs and symptoms are 
present: 
 Apply ice or heat as deemed appropriate. 
 Ibuprofen 200mg 1-2 tabs PO Q4-6 hours 


PRN pain while symptoms persist; not to 
exceed 6 tabs in 24 hours or 
 
 


___________________________________________ 
Signature / Title 
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 Naproxen 220mg 2 tabs PO 1st


 Activity as tolerated.  


 hour; 1 
tab Q8-12 hours PRN pain while 
symptoms persist; not to exceed 3 tabs 
in 24hours 


 Instruct patient to follow-up in RN clinic 
in 72 hours if symptoms persist. 


Muscle cramps: 
 Severe muscle cramps; muscle weakness 


with or without fever: Refer STAT to 
physician. 


 Mild to moderate muscle pain or cramps, 
without weakness or fever: 
 Advise patient to rest. 
 Acetaminophen 325mg 2 tabs PO Q4-6 


hours PRN pain while symptoms persist; 
not to exceed 12 tabs in 24 hours; or 


  Ibuprofen 200mg 1-2 tabs PO Q4-
6hours PRN pain while symptoms 
persist; not to exceed 6 tabs in 24 hours; 
or  


 Naproxen 220mg 2 tabs PO 1st hour; 1 
tab Q8-12 hours PRN pain while 
symptoms persist; not to exceed 3 tabs 
in 24hours 


 Instruct patient to follow-up in RN clinic 
in 72 hours if symptoms persist.  


Joint pain: 
 Warm or acutely swollen, joints: Refer 


patient to physician STAT for evaluation. 
 Joint pain without redness, swelling, or 


deformity:  
 Naproxen 220mg PO 2 tabs 1st hour; 1 


tab Q8-12 hours PRN pain while 
symptoms persist;  not to exceed 3 tabs 
in 24 hours; or 


 Ibuprofen 200mg 1-2 tabs PO Q4-
6hours PRN pain while symptoms 
persist; not to exceed 6 tabs in 24 hours;   


 Instruct patient to follow-up in RN clinic 
in 72 hours if symptoms persist.   


 
 
 


Low back pain: 
 Acute low back pain: Refer patient to 


physician on a STAT, Urgent, or 
Routine basis as appropriate. 


 If urine dipstick is positive or patient 
has signs and symptoms consistent 
with a urinary tract infection (UTI) 
refer the patient to the physician 
STAT.  


 Chronic low back pain with 
documented diagnosis: 
 Review unit health record to 


confirm diagnosis and treatment. 
 Continue recommended exercises 


and provide patient with 
instruction sheet. 


 Review proper body mechanics 
with the patient.   


 Activity as tolerated.  Advise 
patient to avoid prolonged sitting. 


 Acetaminophen 325mg 2 tabs PO 
Q4-6 hours PRN pain while 
symptoms persist; not to exceed 
12 tabs in 24 hours.  or 


 Ibuprofen 200mg 1-2 tabs PO Q4-
6hours PRN pain while symptoms 
persist; not to exceed 6 tabs in 24 
hours; or  


 Naproxen 220mg 2 tabs PO 1st 
hour; 1 tab Q8-12 hours PRN pain 
while symptoms persist; not to 
exceed 3 tabs in 24hours; or 


 Instruct patient to follow-up in RN 
clinic in 72 hours if symptoms 
persist. 


 
 


___________________________________________ 
Signature / Title 
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EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the 


patient's level of understanding on the nursing 
protocol encounter form. 


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form. 


 
 
 


DISPOSITION:     
Time released ________________________________ 
 Condition on release: ______________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
      Physician clinic       RN clinic 
 Referred to higher level of care: (specify) ___________ 
    ___________________________________________ 
    Person/time contacted: ________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV  arrived (time) ____________________________________  
 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________


______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
________________________________ 
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________ 
 
 
 
List name(s) of RN Protocols used:________________ 
 
 
___________________________________________ 


Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Muscle cramps:
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SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Activity at time of onset _________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________ 
     Area of pain: ________________________________      
Is SOB accompanied by chest pain   yes   no 
Symptoms:       SOB        wheezing   


 air hunger    dyspnea   
 
Recent exposure to  dust      fumes    chemicals         
 Other ______________________________________ 
Allergies: _____________________________________ 
Hx. of recent respiratory infection  yes   no 
History of   asthma    COPD    bronchitis         
      tuberculosis     heart disease         
 Other chronic diseases: ____________________ 


____________________________________________ 
Smoker   yes   no 
Current medications: ____________________________ 
_____________________________________________ 
OBJECTIVE: 
 Airway, breathing and circulation present.  
 Awake, alert, oriented to person, place, time 


Time BP Pulse Resp. O2 Sat. Peak 
flow 


      
      
      
      


General appearance: 
 SOB  
 Dyspnea 
 Cyanosis 
 Tachypnea 
 Too breathless to speak in sentences  
 Stridor 
 Nasal flaring      
 Signs of choking 
 Use of accessory muscles 
 Restlessness    
 Pallor  
 Diaphoresis       
 Other: _______________________     
 Jugular venous distention 
 Tracheal deviation 


 


Lungs Sounds 
           Upper Right             Upper Left 
                 Clear   Clear 
                 Wheezes               Wheezes 
                 Crackles                Crackles 
                 Diminished           Diminished 
           Lower Right             Lower Left 
                  Clear        Clear 
                  Wheezes               Wheezes 
                  Crackles                Crackles 
                  Diminished           Diminished     
Heart sounds:    Regular     Irregular      
ASSESSMENT:   
 Impaired gas exchange related to/ evidenced by: ____ 
     ___________________________________________ 
 Ineffective breathing pattern related to /evidenced by:  
     ___________________________________________ 
 Inability to sustain spontaneous ventilation related to / 


evidenced  by: _______________________________ 
PLAN:  
 STAT referral to physician (for severe bronchospasm) 
     Physician (name/time): __________________________   
     Physician Responded (time):_____________________ 
  Orders received by phone from POC 
 Airway, breathing and circulation maintained 
 Place on pulse oximeter 
  O2 given via  cannula    rebreather mask   
      O2 at 2-6 L/minute via nasal cannula or 15L/ minute 


via mask to maintain oxygen saturation ≥ 90%.  
 IV started Sodium Chloride Intravenous Solution  
      (0.9%) at(time)_________ in (location) 


_____________ with(needle) __________  to run 
at______________ 


 Monitor cardiac rate and rhythm with EKG machine 
or cardiac monitor  


 Monitor vital signs, level of consciousness, and 
pulse oximeter readings every five minutes until 
transferred to outside facility. 


 Prepare to transfer to outside facility or admit to a 
facility capable of providing a higher level of care. 


 Fax a copy of the relevant progress notes, physician 
orders, and emergency care flow sheet to receiving 
facility 


 
 
____________________________________________ 


Signature / Title 
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EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient’s 


level of understanding on the emergency care flow 
sheet. 


 Refer patient to other resources as needed.  
Document all referrals on the emergency care flow 
sheet. 


 Advise patient to utilize urgent/emergent process to 
access medical care if symptoms recur 


 
DISPOSITION 
Time released: _________________________________ 
 Condition on release: _______________________ 
 Referred for follow-up   
       Physician clinic      RN clinic 
Referred to higher level of care: (specify) _____________ 
   Watch Commander notified ____________________ 
    Transport team arrived ________________________ 
    Records faxed to facility 
    Ambulance contacted (time)_____________________________ 


    Ambulance arrived (time) _____________________ 
    Time/Mode of transfer: _______________________ 
Additional Comments: 
Name of  RN protocol(s) used:_____________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


_____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________ 


 
 
 
 
 
 
 
 
____________________________________________ 


Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________

		( Referred for follow-up
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SUBJECTIVE: 
Chief Complaint: _______________________________ 
     Time: ___________     patient found      of onset 
Circumstances surrounding seizure:  
Seizure activity: Started (time): ______ Ended (time): _____ 
     Info from witness (name; description of event): _________ 
        _________________________________________ 
        _________________________________________       
     Info from patient: __________________________ 
        _________________________________________ 
        _________________________________________ 
        _________________________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________ 
     Area of pain: ________________________________      
    What makes it better or worse? __________________ 
History of:  Missed seizure medication   Head 
trauma    ETOH abuse     Diabetes  
Current medications (including last dose taken) if patient is 
receiving anticonvulsant or diabetic medication: _____________ 
_____________________________________________ 
Chronic illnesses: _______________________________ 
_____________________________________________ 
Allergies: _____________________________________ 
OBJECTIVE: 
 ABCs present    
Vital Signs 


Time BP Pulse Resp O2 Sat. 
     


     
     


     
     
     
     


   


             


 ○   ○ ○  ○ ○○ 
 


Time 
 


Circle and describe 


 PERL    Abnormal ___________________ 
 PERL    Abnormal ___________________ 
 PERL    Abnormal ___________________ 
 PERL    Abnormal ___________________ 


 
 
 
 
 
 
 


 


    Parameter                  Finding            Score 
 
 


Eye Opening 
 
 
 
 


Best Verbal 
Response 


 
 
 


Best  
Motor 


Response 
 


Spontaneously 
To speech 
To pain 
Do not open 
 
Oriented 
Confused 
Inappropriate speech 
Unintelligible speech 
No verbalization 
 
Obeys command 
Localized pain 
Withdraws from pain 
Abnormal flexion 
Abnormal extension 
No motor response 


4 
3 
2 
1 
 


5 
4 
3 
2 
1 
 


6 
5 
4 
3 
2 
1 


 


Interpretation:   best = 15;   worst = 3 
 


 
 


             Glasgow Coma Scale 
Time     


Eye Opening     
Best Verbal Response     
Best Motor Response     
Glasgow Coma Score     


     


Oriented to time, person, 
place, situation 


Y 
N 


Y 
N 


Y 
N 


Y 
N 


 


Observe, describe, and document the following: 
 Cyanosis   Apnea   Abnormal eye movements 
 Lip smacking    Swallowing    Chewing             
 Profuse salivation   Tonic/clonic movements                     
 Injury to mouth or limbs   Urinary incontinence          
 Stool incontinence                      


      
Fingerstick blood glucose: (time/ results)_____________________ 


 
ASSESSMENT:   
 Risk for injury related to/evidenced by: ___________ 
     ___________________________________________ 
 Risk for aspiration related to/evidenced by:________ 
    ___________________________________________ 
 Alteration in tissue perfusion, cerebral, related to/  
    evidenced by:________________________________ 
    ___________________________________________ 
 
 
__________________________________________ 


Signature / Title 
 
 


Glasgow 
Coma  
Scale 
(GCS) 


3         4          5             6             7           8 
 


Pupil 
Size 
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PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
      STAT (Status epilepticus)       Urgent         Routine 
Physician called (name / time) _______________________ 
Physician responded (time) ________________________ 
 
ACUTE SEIZURE ACTIVITY 
 Assess ABC (airway, breathing, and circulation). Use 


oral or nasopharyngeal airway if indicated. 
 Loosen clothing around neck. 
 Place patient in left lateral decubitus position to 


prevent aspiration.  Suction any vomitus or excessive 
saliva from mouth.  


 Place on pulse oximeter and administer supplemental 
oxygen at 2-6L/minute via nasal cannula to maintain 
oxygen saturation above 92%. 


 Move potentially dangerous items away from the 
patient.  Avoid restraining patient or forcing anything 
through clenched teeth. 


Record the following:  
 Duration of seizure activity;  
 Type of seizure;  
 Whether the patient lost consciousness and how 


long he remained unconscious;  
 All behaviors observed during the seizure; and  
 Level of consciousness after the seizure. 


 Remain with the patient until vital signs are stable 
and seizure activity ends. 


 Transfer   the patient to the triage and treatment area.  
  Venous blood sample drawn for blood glucose, AED 


drug level, CBC and chem. panel (specify) _____ 
     ___________________________________________ 
 Notify the physician. 
 If signs of injury are present, call Medical Officer of 


the Day for further direction. 
 
STATUS EPILEPTICUS 
 Assess ABC (airway, breathing, and circulation). Use 


oral or nasopharyngeal airway if indicated. 
 Loosen clothing around neck. 
 Place patient in left lateral decubitus position to 


prevent aspiration.  Suction any vomitus or excessive 
saliva from mouth.  


 Place on pulse oximeter and administer supplemental 
oxygen at 2-6L/minute via nasal cannula to maintain 
oxygen saturation above 92%.  


 Move potentially dangerous items away from the 
patient.  Avoid restraining patient or forcing anything 
through clenched teeth. 


 


Record the following:  
 Duration of seizure activity_________________  
 Type of seizure__________________________  
 Whether the patient lost consciousness and how 


long he remained unconscious______________  
 All behaviors observed during the seizure 


______________________________________ 
 Level of consciousness after the 


seizure_________________________________ 
 Remain with the patient until vital signs are stable 


and seizure activity ends. 
 Two IVs of Sodium Chloride Intravenous Solution 
(0.9%) at TKO started at (time) _____/_____ in (location) 
_________/_________  using (needle) ____/____ 
Administer: 
 Lorazepam 4mg IV push  over 2 minutes (give slowly 


not greater than 2mg per min) – wait 1 minute for 
response, then repeat if seizure continues.  If 
unable to obtain IV access, administer Lorazapam 
4mg IM.   


     1st Dose: (time started/site) ________________________     
       2nd Dose: (time started/site) ________________________     
If hypoglycemic or blood glucose level not available, 
administer: FSBS: ___________ 
 50ml of 50% Dextrose IV push over 2 minutes 


started at (time)  __________  
 Thiamine 100 mg IV 


Fingerstick after medication: (time) ___________  
 Monitor respiration and pulse every five minutes 


until stable, then every 15 minutes. 
 Prepare to transfer patient to outside facility or admit 


to a facility capable of providing a higher level of 
care as indicated. 


 Fax a copy of the relevant progress notes, physician 
orders, and emergency care flow sheet to receiving 
facility.  


 
EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient’s 


level of understanding on the emergency care flow 
sheet. 


 
 
 
____________________________________ 


Signature / Title 
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 Refer patient to other resources as needed.  


Document all referrals on the emergency care flow 
sheet. 


 Advise patient to utilize the urgent/emergent process 
to access medical care if symptoms recur. 


 
Patient instructed in:      
 Use of medication   


      Use of alcohol and/or drugs  
      Blood glucose monitoring 
      Importance of keeping scheduled appointments     
      Other: ___________________________________ 
          ________________________________________ 
 Resubmit Health Care Service Request Form  


(CDC) 7362) if: seizure reoccurs, aura or loss of 
consciousness occurs; use of drugs or alcohol; 
missed medications;  or _______________________ 


     ___________________________________________ 
 Education deferred due to patient condition 
 
DISPOSITION 
Time released: _________________________________ 
 Condition on release: _______________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
       Physician clinic      RN clinic 
Referred to higher level of care: (specify) ____________ 
    ___________________________________________ 
    Person/time contacted: _________________________ 
 Records faxed to facility 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 


    ERV arrived (time) ________________________ 


Name of RN Protocol(s) used:____________________ 
___________________________________________ 


 
 
________________ 


Signature / Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Pain: Scale of  0-10 (0=no pain  10=worst pain)  ____________

		PLAN:

		ACUTE SEIZURE ACTIVITY



		Patient instructed in:

		( Use of medication

		( Use of alcohol and/or drugs

		( Blood glucose monitoring

		( Importance of keeping scheduled appointments

		DISPOSITION

		( Returned to housing unit

		( Referred for follow-up
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 SUBJECTIVE: 
 Assess patient’s previous tetanus immunization 


history. 
 Assess for history of previous reaction to 


vaccination. 
 If pregnant:  First determine the date of the last 


menstrual period and calculate the trimester.  Consult a 
physician before giving any tetanus prophylaxis to a 
pregnant patient..  Note:  Pregnant women may receive 
tetanus immunization during the second and third 
trimester if necessary and on the direct order of a 
physician 


 
OBJECTIVE: 
 Examine wound for the presence of foreign bodies 


and/or debris. 
 Determine if the wound meets the criteria of a 


tetanus-prone wound as described in the above 
definition 


 
ASSESSMENT:   
 Altered skin integrity evidenced by/related to ___  
      __________________________________________ 
  Risk for systemic infection evidenced by/related to:  
      __________________________________________ 
PLAN:  
Administer tetanus prophylaxis according to the attached 
guidelines: 


 
 Shake vial or prefilled syringe containing Tetanus-


Diphtheria Toxoid vigorously to suspend contents.  
Solution should be white; if is not white DO NOT 
use. 


 Administer:  
 TD = Tetanus-Diphtheria Toxoid.  Standard dose 


is 0.5 ml given intramuscularly into the deltoid 
muscle.  Administer  Tetanus-Diphtheria Toxoid 
0.5 ml   via deep intramuscular injection, 
preferably in the deltoid muscle.  Use a 1 to 1 ½ 
inch, 20 to 25-gauge needle. 


 TIG = Tetanus Immune Globulin.  Standard dose 
is 250 Units intramuscularly.  Use a separate 
needle, syringe, and injection site to administer 
Tetanus Immune Globulin 
 


   
 Advise patient that he/she may experience redness, 


pain, or soreness at injection site.  These symptoms 
will disappear within a few days. 


 Document the date, time, name of the medication, 
dose, route, and site of administration on the 
emergency care flow sheet..  


EDUCATION:  
 Assess patient's potential for understanding the 


health information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Evaluate the patient's level of understanding and 


document all patient education on the encounter 
form or a progress note. 


 Refer patient to other resources as needed.  
Document all referrals on the nursing protocol 
encounter form. 


 Resubmit a Health Care Service Request Form   
       (CDC 7362) if: symptoms of epistaxis reoccurs or 


condition deteriorates:  ________________ 
 
DISPOSITION 
Time released: _________________________________ 
Condition on release: _______________________________ 
  Returned to housing unit 
  Housing reassignment to: ____________________ 
  Referred for follow-up   
           Physician clinic            RN clinic 
  Referred to higher level of care: (specify) ___________ 
      __________________________________________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV arrived (time) _______________________________________ 
 


Additional comments: ______________________________ 
__________________________________________
__________________________________________
List name(s) of RN Protocol used: ________________ 
_____________________________________________ 
 
_____________________________________________ 


Signature / Title  


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		 Shake vial or prefilled syringe containing Tetanus-Diphtheria Toxoid vigorously to suspend contents.  Solution should be white; if is not white DO NOT use.

		 Administer:

		 Advise patient that he/she may experience redness, pain, or soreness at injection site.  These symptoms will disappear within a few days.
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Fill in the blanks and check all that apply 


ENCOUNTER FORM: URI / RHINITIS / PHARYNGITIS                                                                                   7/26/2011                       
 


1 of 2 
 
 


SUBJECTIVE: 
Chief Complaint: _______________________________ 
Date and time of onset: __________________________ 
Pain: Scale of  0-10 (0=no pain  10=worst pain): ___________ 
    Area of pain: ________________________________  
    Quality of pain: ______________________________ 
    What makes it better? _________________________ 
    History of prior pain / duration:__________________ 
    ___________________________________________ 
Accompanying symptoms: 
 Headache   Cough (productive)  (circle) YES/NO If yes 
check below:      
      Clear    Yellow      Green      Blood-tinged   


  Other :_______________________________ 
 Sneezing/nasal congestion    Watery eyes    
 Itchy palate/throat    Loss of taste / smell    Earache    
 Sore/swollen throat      Chest congestion     SOB 
 Fever/chills   Malaise   Muscular aches    Stiff neck 
         
  Exposed to others with similar symptoms 
History of:    Asthma     Bronchitis    Smoking            


  COPD       Tuberculosis     Diabetes      
 HIV infection    


Allergies: _____________________________________ 
Current medications:____________________________ 
_____________________________________________ 
OBJECTIVE: 
VS: Temp______ Pulse_____ Resp________ BP______  
Peak Flow______O2 Sat________________ 
Frontal maxillary sinus:    tender   non-tender 
Eyes:    Clear     Watery       Red 
Ears:     Clear     Drainage    Cerumen 


Tympanic membrane:  Normal      Erythema   
   Bulging      Retracted      Drainage 


 (describe right vs. left) ________________________________ 
______________________________________________
______________________________________________ 
Nose:     Clear     Congested     Erythema     Edema 


Drainage:    Clear           Purulent          
Throat/Uvula:   Red     Enlarged tonsils  Exudate   


  No abnormalities 
Neck:   Stiff     Lymphadenopathy    Adenitis 


 No abnormalities 
Lungs Fields:   Clear    Wheezes      Crackles        


 Diminished breath sounds    Absent       
Describe right vs 
left):____________________________________________________
________________________________________________________
__ 
_   


ASSESSMENT: 
  Risk for bacterial infection as evidenced by/related 
to: ______________________________________ 
  Ineffective breathing pattern as evidenced by/related 
to: ______________________________________ 
PLAN:  
PCP referral completed: (circle)    YES / NO  If yes:   
    STAT      Urgent     Routine     
If patient presents with tender, enlarged cervical lymph 
nodes, stiff neck, severe sore throat or marked erythema 
and swelling of the throat, deviated uvula, difficulty 
breathing, drooling, fever > 101.5 F, purulent nasal 
discharge and tenderness over the involved sinus, severe 
headache, or confusion refer patient to a physician STAT.  
 
 Orders received by phone from POC. 
PCP notified (name / time) ___________________  
PCP Responded (time)_______________________ 
 
ALLERGIC RHINITIS   
 Chlorpheniramine 4mg 1 tab PO Q4-6 hours PRN 


congestion while symptoms persist; not to exceed 6 
tabs in 24 hours;    


 Advise patient to return to RN clinic if purulent 
drainage or fever develops. 


 
VIRAL RHINITIS  
 Acetaminophen 325mg 2 tabs PO Q4-6 hours PRN 


pain while symptoms persist; not to exceed 12 tabs in 
24 hours.           


 Chlorpheniramine 4mg 1 tab PO Q4-6 hours PRN 
congestion while symptoms persist; not to exceed 6 
tablets in 24 hours.   


 Warm salt water gargles PRN. 
 If no improvement after 3 days, instruct the patient to 


return to the RN clinic for follow-up. 
EDUCATION:  
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient's 


level of understanding on the nursing protocol 
encounter form. 


 
  __________________________________________ 


Signature/Title 
 
 Refer patient to other resources as needed.  Document 


all referrals on the nursing protocol 
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 Advise the patient to resubmit a Health Care Request 
Form (CDC 7362) if purulent drainage, fever, sinus 
pain, or difficulty breathing develops. 


Patient instructions:  
  Use of medications 
  Drink plenty of fluids  
  Return to clinic in 3 days if no improvement 
  Patient Health Care Education Forms given to patient:  


(specify)____________________________ 
  Resubmit a Health Care Service Request Form (CDC 


7362)  if symptoms persist, condition deteriorates, 
purulent drainage;  fever; sinus pain;  difficulty 
breathing; or _______________________ 


 Patient verbalized understanding of instructions  
 
DISPOSITION:     
Time released __________________________________ 
 Condition on release: _________________________ 
 Returned to housing unit 
 Housing reassignment to: ______________________ 
 Referred for follow-up   
      PCP clinic       RN clinic 
 Referred to higher level of care: (specify) ___________ 
    Person/time contacted: _________________________ 
    Time/Mode of transfer: ________________________ 
    ERV contacted (time) _____________________________________ 
      ERV  arrived at TTA____________________________________ 
_______________________________________________________________  
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________


______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________ 
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________ 
List name(s) of RN protocols used:  _________________ 
______________________________________________ 
 
 
 
 


Signature/Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		SUBJECTIVE:

		Chief Complaint: _______________________________

		Date and time of onset: __________________________

		Area of pain: ________________________________

		What makes it better? _________________________

		OBJECTIVE:

		( No abnormalities

		ASSESSMENT:

		PLAN:

		PCP notified (name / time) ___________________

		ALLERGIC RHINITIS

		VIRAL RHINITIS

		EDUCATION:

		Signature/Title

		DISPOSITION:

		Time released __________________________________

		( Condition on release: _________________________

		( Housing reassignment to: ______________________

		( PCP clinic      ( RN clinic

		Person/time contacted: _________________________

		ERV contacted (time) _____________________________________

		List name(s) of RN protocols used:  _________________
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Name:__________________________ CDC#: _____________________  DOB: _________  Date/Time:__________ 
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SUBJECTIVE: 
Chief Complaint: _______________________________ 
Description of injury (what/where/how happened): ______ 
_____________________________________________ 
Date and time of injury:__________________________ 
Pain: Scale of 0-10 (0=no pain  10=worst pain) ___________      
     Area of pain: ________________________________ 
     Quality of pain: ______________________________ 
     What makes it better/worse? ___________________ 
Associated injuries:  Fractures  Dislocations 
 Other: Describe: ____________________________ 
__________________________________________ 


Chronic Diseases:     HIV      Cancer     Diabetes    
 Peripheral Vascular Disease           
 Alcoholic Liver Disease    Bleeding tendencies  
  Other___________________________________  


 __________________________________________ 
Allergies: _____________________________________ 
Current medications: ____________________________ 
_____________________________________________ 
Date of last tetanus:  ____________________________ 
OBJECTIVE: 
 ABCs Present 
  Awake, alert, oriented to person, place, time 
VS: Temp______ Pulse_____ Resp____ B/P_________ 
Wound:   
 General appearance of the wound (note location, size, 


and depth). 
      Describe: _________________________________________________ 
 Active bleeding: Describe:(location, quantity, color) 
       _________________________________________________________ 
 Evidence of contamination:  
      Describe: _________________________________________________  
 Degree of swelling and tenderness around wound. 
      Describe: _________________________________________________  
 Presence of foreign body in wound:  
      Describe: _________________________________________________  
 Circulation, sensation, and motion distal to injury. 


Range of motion and strength 
   CSM distal to the wound: (Area): _________________ 
 
 


Time Circulation/ 
Color 


Sensation Movement Strength 


     
     
     
     


 


ASSESSMENT:   
 Risk for infection evidenced by/related to: _______ 
____________________________________________ 
 Impaired skin integrity evidenced by/related to: 
________________________________________ 
PLAN:  
MD referral completed: (circle)    NO / YES  If yes:   
 STAT: Bite wounds, human or animal; puncture 


wounds to feet; wounds containing foreign objects; 
contaminated wounds; lacerations involving the 
face, palms, soles of feet, joints, or genitals; 
superficial lacerations more than 6 hrs old; deep 
lacerations  


 Urgent           Routine 
     Physician called (name / time) _________________ 
     Physician responded (time) ____________________ 
 Cleanse skin adjacent to wound with Chlorhexidine 


skin cleanser.  
 Refer patient to physician STAT 
 Irrigate with Sodium Chloride Irrigation Solution 


(0.9%). 
 Apply dry dressing pending physician evaluation 


and treatment (amount/site) 
__________________________________________ 
Abrasion 
 Wound irrigated with 500 – 1000 ml Sodium 


Chloride Irrigation Solution (0.9%) and a 50 ml 
syringe with a #20 gauge blunt needle to irrigate 
wounds. Irrigate wound until clean and all foreign 
bodies removed 


 Apply 2% lidocaine gel or similar topical anesthetic 
to abrasion before cleansing to minimize pain if 
necessary. 


 Cleanse abrasion with sterile 4 x 4 soaked in Sodium 
Chloride Irrigation Solution (0.9%). 


 Apply thin layer of Bacitracin/Polymyxin topical 
ointment (antimicrobial ointment). 


 Leave wound exposed to air. 
 Administer tetanus prophylaxis per tetanus 


immunization guidelines if necessary. 
 Follow-up in clinic within three days if there is no 


improvement. 
 
________________________________________ 
                                      Signature/Title 
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Avulsion 
 Wound irrigated with 500 – 1000 ml Sodium Chloride 


Irrigation Solution (0.9%) and a 50 ml syringe with a 
#20 gauge blunt needle to irrigate wounds. Irrigate 
wound until clean and all foreign bodies removed 


 Elevate affected area if possible and apply continuous 
pressure to control bleeding. 


 Notify physician STAT. 
 Prepare to transfer patient to outside facility or admit to 


a facility capable of providing a higher level of care. 
 Once bleeding is controlled gently realign soft tissue to 


prevent further damage.  Cover wound with saline-
soaked gauze followed by dry sterile 4X4s. 


 Keep patient NPO. 
 Monitor and record vital signs and neurovascular status 


every 15 minutes. 
 Administer tetanus prophylaxis per tetanus 


immunization guidelines if necessary. 
 Fax a copy of the relevant progress notes, physician 


orders, and emergency care flow sheet to the receiving 
facility. 


 Upon return to the institution follow-up with inmate in 
the clinic.  Provide wound care as ordered by the 
physician.  Instruct patient to keep dressing clean and 
dry, and watch for signs of infection including redness, 
warmth, fever, swelling, drainage, and increased pain. 


 
Superficial laceration/Small open wound 
 Place gauze sponge on the wound and apply continuous 


pressure to control bleeding. 
 Irrigate laceration using Sodium Chloride Irrigation 


Solution (0.9%).  
 Cleanse skin adjacent to wound with Chlorhexidine skin 


cleanser. 
 If wound is clean and easily approximated, apply steri 


strips. 
 Cover with dry sterile dressing.  
 Administer tetanus prophylaxis per tetanus 


immunization guidelines if necessary. 
 
Puncture wound 
 Wound irrigated with 500 – 1000 ml Sodium Chloride 


Irrigation Solution (0.9%) and a 50 ml syringe with a 
#20 gauge blunt needle to irrigate wounds. Irrigate 
wound until clean and all foreign bodies removed 


 Place gauze sponge on the wound and apply continuous 
pressure to control bleeding. 


 Examine the wound and notify the physician if foreign 
bodies and/or debris are present.  Remove any wood 
splinters before cleansing wound. 


 Cleanse wound and skin adjacent to wound with 
Chlorhexidine skin cleanser.      


 Administer tetanus prophylaxis per tetanus 
immunization guidelines if necessary. 


 Discharge patient back to housing unit. 
 Follow-up in RN clinic within three days and refer 


patient to a physician if indicated. 
 
EDUCATION:  
Patient instructed in:   
 Assess patient's potential for understanding the health 


information to be provided. 
 Provide patient education consistent with the 


assessment of the condition. 
 Document the education provided and the patient’s 


level of understanding on the emergency care flow 
sheet. 


 Refer patient to other resources as needed.  
Document all referrals on the emergency care flow 
sheet. 


 Advise patient to utilize the urgent/emergent process 
to access medical care if signs and symptoms of 
infection develop          


 Use of medication 
 Wound care:  


      Instructed to keep extremity elevated for 24 hrs 
      Watch for signs of infection including redness,      
          warmth, fever, swelling, drainage, and increased  
          pain. Notify health care staff if present 
      Keep dressing clean and dry 
      Dressing changes: 


_________________________ 
 Other:______________________________________ 
 Resubmit Health Care Service Request Form 
 (CDC 7362) if redness, warmth, fever, swelling, 


drainage or increased pain at the wound site. 
 Patient verbalized understanding of instructions 
 Education deferred due to patient condition 
 
 
 
 
 
 
 
 
__________________________________________ 
                                 Signature/Title 
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Name:__________________________ CDC#: _____________________  DOB: _________  Date/Time:__________ 
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DISPOSITION 
Time released:_______________________________ 
 Condition on release:_______________________ 
 Returned to housing Unit 
 Housing reassignment to:____________________ 
 Referred for follow-up 


 Physician clinic           RN clinic 
 Referred to higher level of care:  (specify)___________ 
    ___________________________________________ 
Person/time contacted:___________________________ 
 Records faxed to facility 
Time/Mode of transfer:___________________________ 
ERV contacted (time)____________________________ 
ERV arrived (time)______________________________ 
 
Additional Comments: 
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________ 
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________ 
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________ 
___________________________________________ 
___________________________________________
___________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________


__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
__________________________________________
__________________________________________
__________________________________________
__________________________________________ 
List name of  RN Protocol used: ___________________ 
__________________________________________ 
 
 
__________________________________________ 
                                         Signature/Title 
 


1. Disability Code: 2. Accommodation:  3. Effective Communication:  
 TABE score ≤ 4.0  Additional time  P/I asked questions 
 DPH  DPV  LD   Equipment  SLI  P/I summed information 
 DPS  DNH   Louder  Slower Please check one: 
 DNS  DDP  Basic  Transcribe  Not reached*  Reached 
 Not Applicable  Other* *See chrono/notes  
 
4. Comments:    





		Superficial laceration/Small open wound

		Puncture wound

		DISPOSITION







