
Patient Please Complete This Page:

	Name
	Date of Birth (MM/DD/YYYY)

	Address
	City / Zip code

	Phone number
	Medical Insurance Company

	If minor: your relationship to patient
	Insurance group / policy #

	Interpreter needed?     ( Yes  ( No (if yes, language?)
	Other special requirements?


	A. I have been sick  (check box)
      □ 1 day                □  2 days                □ More than 2 days

	B. Symptoms – During this illness have you had:



(check YES or NO)

Fever
□ YES
□ NO


Sore throat
□ YES
□ NO


Cough
□ YES
□ NO


Muscle aches
□ YES
□ NO


Vomiting
□ YES
□ NO


Diarrhea
□ YES
□ NO


Headache
□ YES
□ NO


Dizziness
□ YES
□ NO


Ear Pain
□ YES
□ NO



	C. In the past 48 hours have you had: (check YES or NO)

Chest pain not related to coughing or breathing?



□ YES
□ NO


Difficulty breathing (not pain with breathing, but problems being hungry for air or short of breath?



□ YES
□ NO


Severe vomiting (4 or more times today?



□ YES
□ NO


Severe headache (one of the worst of your life?



□ YES
□ NO



	D. Allergies – do you have allergies to: (check YES or NO)


Tamiflu (olseltamiver)
□ YES
□ NO


Relenza (zanamivir)
□ YES
□ NO


Ibuprofen orTylenol
□ YES
□ NO


Antibiotic
□ YES
□ NO


If YES, what is it?  (please circle or write in)

       PENICILLIN         SULFA          OTHER


Other allergy:______________________

	E. Your medical conditions – check the boxes for conditions you have (your examiner will ask you more about these):
  □
Asthma or other chronic lung disease?

  □
Heart failure (fluid on the lungs) or major heart problems:

  □
Diabetes or other metabolic disease?

  □
An immune system problem (like HIV?AIDS)?

  □
Current pregnancy?

  □
Liver problems?

  □
Blood problems?

  □
Neurologic or neuromuscular problems (like stroke)?

	F. Other medical problems – Please check boxes for other conditions you have and write any additional problems in the rest of the box:

  □
Hypertension
_______________________
  □
Kidney disease
_______________________
  □
Cancer
_______________________
  □
Ulcer problems
_______________________


	G. Medications – Please list your medications:

    NAME                                             DOSE           FREQ.
___________________________  __________  _________

___________________________  __________  _________

___________________________  __________  _________

___________________________  __________  _________



	H. Your home – check the box if you:

  □
Live in a group home or long term care?

  □
Have family members living with you who are younger than 5 or older than 65 years?
  □
Live with a pregnant woman?
  □
Have family at home with long-term health problems?  (see list in box E above)


	For Office Use Only


	Triage Station

	Time In:
	Time Out:
	Staff:
	

	
	Physical Exam
	

	(
	O2 Sat________       HR_________       RR__________
	Temperature           ˚ F    By:

	(
	General-well nourished, mild distress
	Weight                    lbs/kg    By:

	(
	Eyes-sclera clear
	

	(
	Ears-TM normal
	

	(
	Throat-normal
	

	(
	Lymphadenopathy-no cervical nodes
	

	(
	Pulmonary-Clear chest, no retractions or distress
	

	(
	Cardiac-no murmur, S3/S4, regular
	

	(
	Abdomen-soft, NTND
	

	(
	Skin-no rash, pallor, diaphoresis
	

	(
	Neuro-alert, oriented, appropriate, ambulatory without assistance, gross motor and coordination normal
	

	(
	Family requiring prophylaxis? YES/NO-number and indication ref H.
	

	
	
	

	(
	Patient sent to Education station, did not qualify for antivirals.
	

	(
	Patient sent to Education station, did qualify for antivirals but insufficient stock to dispense.

	(
	Patient sent to Pharmacy station, for antiviral dispensing.

	(
	Patient sent to Advanced Care & Transportation station.

	Use of Antivirals for the Treatment of Influenza: Adults (age >18 years)

NORMAL KIDNEY FUNCTION DOSING *

□ Oseltamivir (Tamiflu®) 75 mg by mouth TWICE daily for 5 days


CHRONIC KIDNEY DISEASE DOSING *

□ Oseltamivir (Tamiflu®) 75 mg by mouth ONCE daily for 5 days


DIALYSIS DOSING *

□ Oseltamivir (Tamiflu®) 75 mg by mouth ONE dose now AND CONTACT HEALTH CARE PROVIDER MANAGING KIDNEY DISEASE WITHIN 48 HOURS
* See attached Tamiflu® Package Insert for more information. To be updated as required. 




Use of Antivirals for the Treatment of Influenza: Pediatrics (age <18 years)


NORMAL KIDNEY FUNCTION DOSING 

For children <12 months *

□ Age <3mo - oseltamivir (Tamiflu®) 12 mg by mouth twice daily for 5 days

□ Age 3-5mo - oseltamivir (Tamiflu®) 20 mg by mouth twice daily for 5 days

□ Age 6-11mo. - oseltamivir (Tamiflu®) 25 mg by mouth twice daily for 5 days

For children >12 months

□ Weight <15kg (<33 pounds) - oseltamivir (Tamiflu®) 30 mg by mouth twice daily for 5 days

□ Weight 16-23kg (34-51 pounds) - oseltamivir (Tamiflu®) 45 mg by mouth twice daily for 5 days

□ Weight 24-40kg (52-88 pounds) - oseltamivir (Tamiflu®) 60 mg by mouth twice daily for 5 days

□ Weight >40kg (>88 pounds) - oseltamivir (Tamiflu®) 75 mg by mouth twice daily for 5 days

* Dosing as per Emergency Use Authorization for children < 12 months. See attached Tamiflu® Package Insert and Emergency Use Authorization of TAMIFLU®: Fact Sheet for Health Care Providers. To be updated as required. This can be also found at: http://www.cdc.gov/h1n1flu/eua/pdf/tamiflu-hcp.pdf
	Testing and Treatment Orders:

· Ibuprofen 600mg OR 10mg/kg
· Acetaminophen 975mg OR 15mg/kg
· MDI albuterol 4 puffs q5min x2 prn  
· Prednisone 40mg po
· Ondansetron (Zofran) 4mg ODT 
· CXR (2 view AP/lat) r/o infiltrate  (NEG) (INFILTRATE)
· Throat rapid strep with culture if neg  (POS)  (NEG)
· UA    (NEG)    (UTI)   (DEHYDRATION)    (KETOSIS)
· UPT     (NEG)      (POS)
Other lab results / assessment after treatment:

Documentation:

Time:

Meds:

Provider:

_______________________________________
_______________________________________

	Diagnosis :    (INFLUENZA-LIKE ILLNESS)    (PNEUMONIA) (PHARYNGITIS)    (STREP PHARYNGITIS)    (GASTROENTERITIS)

Write alternative / additional:



	Discharge Orders:

· Tamiflu pre-printed treatment (pg. 1 box E conditions or age <5 or >65)

· Relenza pre-printed treatment Rx

· Tamiflu pre-printed prophylaxis (# RX  1 / 2 / 3 / 4) – document indications in family (pg. 1) or provider boxes

· Ibuprofen Rx pre-printed 

· Acetaminophen Rx pre-printed

· Ondansetron 4 mg ODT pre-printed Rx 

· Imodium 2 mg pre-printed Rx

· Vomiting instructions 

· Diarrhea instructions

· Influenza patient instructions



	Disposition:

· Home

· Hospital

· Clinic

· Alternate Care Site

· Other______________________




Provider / Title:
__________________________________________________________
Signature:

_________________________________________________________
Date and D/C Time:
______________________________
	Pharmacy Station

	Time In:
	Time Out:
	Staff:
	Rx #

	(
	Patient received education on medication administration.
	Lot #

	(
	Patient received medications on site.
	Exp. Date

	Education Station

	Time In:
	Time Out:
	Staff:

	(
	Patient received education on home care and hygiene.

	(
	Patient received education on home care.

	(
	Patient received education for nursing mothers.

	(
	Patient received education for mothers with newborns.

	(
	Patient received education on follow up with primary provider.

	Advanced Care & Transportation Station

	Time In:
	Time Out:
	Staff:

	(
	Patient transported to: 

	(
	Home contact requested/needed?

	 (    Transportation Provided by:

	

	


Station Functions

Entry/Egress/Parking

· Mask Everybody Entering

· Hand Sanitize Pts

· Identify Pts in Trouble

· Assist Pts with Limited Mobility

· Assist in Curb Side Drop Off

· Parking Lot to Front Door Assistance

· Assist Field House Exit to Parking Lot

· Exit Interview to Determine Trouble Spots

Registration/Triage

· Gather Medical Data for Dispensing

· Gather Demographic Data for Reporting

· Accommodate Multiple Languages

· Provide Pediatric Expertise

· Provider-specific Data Entry
· Update Patient Form

Med Dispensing and Education

· Dispense Antivirals for Adults and Pediatrics

· Label Dispensed Meds

· Record Treatment Provided on Patient Form
· Specific Relenza Education

· Witness First Dose

· Educate Pts and Family

· Provide Take Home Material (CDC/OMC/OCPH/MCR)

· Retrieve Most Recent Articles/Updates

· Update and Collect Patient Form
Advanced Care and Transport

· Advanced Diagnosis

· Vitals

· Advance Treatment

· Pre-Hospitalization Preparation

· Crash Cart

· IVs

· Oxygen

· Beds

· Other Equipment/Expertise

· Record Treatment Provided on Patient Form
· Coordinate Transportation with Bed Availability at Receiving Facility

· Update and Collect Patient Form
Patient Care Record 					
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