[image: image1.wmf] 

[image: image2.png]%Doylestown Health



  

SAME DAY SERVICES (SDS)/ADMITTED MORNING OF SURGERY (AMOS)

 PEDIATRIC PRE-ADMISSION HEALTH QUESTIONNAIRE

(THROUGH 17 YEARS OF AGE)

Dear Parent/Caregiver:

We welcome the opportunity to participate in your child’s medical care.  The health information you provide is essential for planning your child’s care.  Please complete pages 1 through 5 of the following survey and bring it to the hospital when you register or have pre-admission testing prior to surgery.  Black ink is recommended.

Child's Name: ___________________________________________________ Age: ____   Date of Surgery:  ______________
Surgeon: ____________________________________   Child’s Home Phone Number:  ______________________________   
Diagnosis or Operative Procedure:  ________________________________________________________________________
Pediatrician or Family Physician: ___________________________________________________________________________
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HEALTH HISTORY: Please check Yes  FORMCHECKBOX 
 or No  FORMCHECKBOX 
 to describe your child’s health history.

· Has your child had any problem with anesthesia? 




Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

(If yes, please explain):___________________________________________________________

· Has anyone related to your child had any problem with anesthesia?  


Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

(If yes, please explain):___________________________________________________________

· Has there been any recent illness or exposure to a contagious disease?


Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

(If yes, please explain):___________________________________________________________

· Does your child have any braces, retainers, loose, chipped, or capped teeth?

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

(If yes, please circle)

· Does your child have a history of:

	Asthma             Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Diabetes            Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Seizure disorder         Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Jaundice                Yes FORMCHECKBOX 
 No FORMCHECKBOX 


	Lung disease    Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Thyroid disease Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Frequent headaches  Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Arthritis                  Yes FORMCHECKBOX 
 No FORMCHECKBOX 


	Heart murmur   Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Blood disorder   Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Eye problems             Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Physical disability  Yes FORMCHECKBOX 
 No FORMCHECKBOX 


	Hypertension    Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Anemia              Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Kidney disease           Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Psychiatric illness  Yes FORMCHECKBOX 
 No FORMCHECKBOX 


	Heart disease   Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Bleeding   
	Bowel problems          Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Ongoing health

	Stroke               Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Tendencies        Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Hepatitis                      Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Condition                Yes FORMCHECKBOX 
 No FORMCHECKBOX 



Reproductive:  (If Menstruating)

Could patient possibly be pregnant now or by the date of surgery?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

Pregnant in the last 90 days?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No    Date of last menstrual period:  __________________

Are your child’s immunizations up to date?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no/unsure, immunization information pamphlet given:  Yes  FORMCHECKBOX 
    No FORMCHECKBOX 
     Refused  FORMCHECKBOX 

Has your child ever had an infection or been told by a healthcare provider that they have a resistant bacteria such as Methicillin Resistant Staph Aureus (MRSA) or Vancomycin Resistant Enterococcus (VRE)?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unsure

Has your child ever had C-diff?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unsure

Past surgical History: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 (if yes, please list)

	TYPE OF SURGERY
	DATE AND HOSPITAL

	
	

	
	

	
	


Additional Comments in the above responses:  _______________________________________________________________  

_____________________________________________________________________________________________________
Developmental data: 
Please complete the section for the appropriate age of your child.      
Key:  ( = Yes   O = NO

INFANT (1 month-1 year)

	1-4 Months:
	
	4-8 Months:
	
	8-12 Months:
	

	Raises head when prone
	
	Holds head erect continuously
	
	Crawls or walks with help
	

	Attains complete head control
	
	Sit with support for short interval
	
	Sits from standing position
	

	Rolls from back to side
	
	Uses thumb and fingers for grasping
	
	Put objects into container
	

	Watches hands and feet
	
	Transfers objects from hand to hand
	
	Drinks from cup with help
	

	Attempts to grab objects
	
	Explores grasped objects
	
	Eats with fingers
	


TODDLER (1-3 years)

	15 Months:
	
	18 Months:
	
	24 Months:
	
	30 Months:
	
	36 Months:
	

	Walks alone
	
	Begins to run
	
	Walks steady
	
	Balance on foot
	
	Dresses self
	

	Creeps up stairs
	
	Falls down
	
	Runs controlled
	
	Can jump
	
	Walks backward
	

	Throws objects
	
	Climbs stairs
	
	Kicks ball
	
	Pedals tricycle
	
	Walks down stairs
	

	Turn page of book
	
	Scribbles
	
	Draws lines/circles
	
	Holds crayon
	
	Unbuttons buttons
	

	Builds 3 blocks
	
	Drinks from cup
	
	Builds 4 blocks
	
	Builds 6 blocks
	
	Builds 10 blocks
	


PRESCHOOL (3-6 Years)

	4 Years:
	
	5 Years:
	
	6 Years:
	

	Hops on one foot
	
	Jumps rope
	
	Can hop and skip
	

	Climbs and jumps
	
	Runs with no difficulty
	
	Begins to ride a 2-wheele bike
	

	Throws ball overhand
	
	Skips well
	
	Draws a person with a body
	

	Uses scissors
	
	Plays catch
	
	Able to use fork
	

	Copies squares
	
	Ties laces on shoes
	
	Begins to use a knife
	


SCHOOL-AGE (6-12 Years)

	6-7 Years:
	
	8-10 Years:
	
	10-12 Years:
	

	Motor activities under control
	
	Increase in rhythm
	
	High energy level
	

	Improved balance
	
	Able to write rather than print
	
	Exhibits fine motor skills
	

	Hand and eye coordination
	
	Correctly adds 4+3=
	
	Reads this sentence:
	

	Able to state own address
	
	Maintains eye contact
	
	“The flower is red”
	


ADOLESCENCE (12- 17 Years)

	States special interests/hobbies
	
	Able to state one positive thing about self
	

	Correctly multiplies 9x7=
	
	Reads this sentence:
	

	Able to state why he/she is going to the hospital
	
	“I am a patient at Doylestown Hospital”
	

	Able to state duties at home he/she must do
	
	
	


PAIN HISTORY:

· Does your child have any pain? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Location: ______________.  Is it :  Acute  FORMCHECKBOX 
 Chronic  FORMCHECKBOX 

Pain Rating Scale:

Explain to your child that each face is for a person who feels happy because there is no pain, or sad because there is some or a lot of pain.  Face 0 is very happy because there is no hurt.  Face 2 hurts just a little bit.  Face 4 hurts a little more.  Face 6 hurts even more.  Face 8 hurts a whole lot, but Face 10 hurts as much as you can 

imagine, although you don’t have to be crying to feel this bad.  Circle the number below the face that best describes their own pain.
                              0                    2                  4                   6                    8                 10
                                                 PATIENT ALLERGY LIST

Do you have an allergy, local sensitivity or itching to any latex product such as balloons, 

condoms or gloves?


 FORMCHECKBOX 
  Yes
    FORMCHECKBOX 
  No

Do you have shortness of breath or wheezing after blowing up latex balloons, after a dental visit or eating bananas?  



 FORMCHECKBOX 
  Yes
    FORMCHECKBOX 
  No

ALLERGY SCREENING:  (medication, food, environment and other)



 FORMCHECKBOX 
  No known allergies

 FORMCHECKBOX 
  Yes, listed below

	TYPE
	REACTION

	
	

	
	

	
	

	
	

	
	

	
	

	
	


As part of your daily medication routine, are you taking anti-inflammatories such as aspirin, Advil®, Aleve® or Motrin®?  

 FORMCHECKBOX 
  Yes   Date of last dose:  ________       FORMCHECKBOX 
  No                  

As part of your daily medication routine, are you taking blood thinners?  

 FORMCHECKBOX 
  Yes Date of last dose:  ________       FORMCHECKBOX 
  No 

Patient unable to provide medication information:   FORMCHECKBOX 

PATIENT MEDICATION LIST
PLEASE LIST ALL CURRENT PRESCRIPTION MEDICATIONS, THEN LIST ALL OVER THE COUNTER MEDICATIONS, VITAMINS, HERBAL SUPPLEMENTS, AROMATHERAPY, HOMEOPATHY AND FOOD SUPPLEMENTS.

	MEDICATION/SUPPLEMENT
	DOSE
	HOW OFTEN DO YOU TAKE THIS MEDICATION?
	To Be Completed Day Of Procedure
BY NURSE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


THE MEDICATION HISTORY LISTED IDENTIFIES THE BEST LIST AVAILABLE FROM 
THE PATIENT/ PATIENT SOURCE.


Patient signature or person completing the list:  ________________________________

Date:  ________________
         Time:  ___________

Reviewed by:  ___________________________    Date:  _________      Time:  ______

Primary language spoken at home:  Child_____________________ Parents_____________________

Translator needed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Primary caretaker: ______________________________.  Relationship to child: _________________. 
 Are there any significant family situations, which may affect the child’s hospitalization?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 (if yes, please explain) ____________________________________________________________________________________
Who will be staying with child during hospitalization? _________________________________________

Are there any cultural and/or religious practices we should be aware of that would help us take better care of your child?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 (if yes, please explain) ________________________________________________________
Living arrangements:   House  FORMCHECKBOX 
 Apartment  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 (name of facility) _______________________

Does your child sleep in: Crib  FORMCHECKBOX 
 Bed  FORMCHECKBOX 

Are there any feeding problems? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 (if yes, please explain) __________________________

Has your child’s weight remained stable? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 (if no, please explain) ____________________

Breast-fed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Uses a cup: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Uses a pacifier: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Bottle-fed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Feeds self: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Thumb sucker: Yes  FORMCHECKBOX 
No  FORMCHECKBOX 
 (right or left)

Did your child’s Surgeon or Pediatrician order testing prior to surgery?

	Blood testing                                              Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Were Studies done at Doylestown Hospital? Yes FORMCHECKBOX 
 No FORMCHECKBOX 


	Urine testing                                               Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	If done at another facility, please indicate where:

	X-Rays                                                       Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	

	ECG (electrocardiogram)                           Yes FORMCHECKBOX 
 No FORMCHECKBOX 

	Approximate date studies were done:


Signature of person completing this form: ___________________________Relationship: ______________Date: ___________
Emergency phone number:  __________________________________
    Relationship:  __________________

Discharge planning needs:  ___________________________________________________________________

_________________________________________________________________________________________    
Additional Information:  ______________________________________________________________________  

_________________________________________________________________________________________  

_________________________________________________________________________________________  

To be completed by hospital Associate:

Indications of neglect or abuse:      Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

  
If YES, check below indicators that apply:



 FORMCHECKBOX 
 Physical evidence of abuse



 FORMCHECKBOX 
 Conflicting story between parent/child of events of injury



 FORMCHECKBOX 
 Injury inconsistent with history or developmental age of child



 FORMCHECKBOX 
 Referral to Child Protective Services   1-800-932-0313

Nurse Signature:  _________________________________   Date:  ____________________ Time:  ________

THIS PAGE IS FOR HOSPITAL USE ONLY

To be completed by RN
                                                       SDS PEDIATRIC PRE-OPERATIVE CARE PLAN

Nursing Diagnosis:

1. Anxiety and knowledge deficit related to age.





2. Potential for non-compliance
Plan and Implementation:
1. Assess level of anxiety.





2. Clearly and concisely explain pre-operative instructions to child and caregiver.





3. Discuss verbalized concerns with child and caregiver.





4. Orientation to SDS unit, playroom and pediatric photo album.

Expected Outcome:

1. Child will experience reduced anxiety




2. Child and caregiver demonstrate understanding of pre-operative  

                                                        teaching




3. Child arrives appropriately prepared for surgery
                                                   4.  Willingness and ability to participate in pre-operative care

Goals Met:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	COPING/SOCIAL

Displays appropriate coping mechanisms for age    FORMCHECKBOX 

Support available for child and family     FORMCHECKBOX 

No identifiable social risks   FORMCHECKBOX 
  (if present; identify):
______________________________________________
	ORIENTATION

Visitor policy reviewed with family    FORMCHECKBOX 

Pre-Op tour of SDS and playroom                    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Pediatric Photo Album reviewed with child        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	Describe readiness to learn (check all that apply):

 FORMCHECKBOX 
  Receptive      FORMCHECKBOX 
  Motivated      FORMCHECKBOX 
  Not Interested      FORMCHECKBOX 
  Unable      FORMCHECKBOX 
  Other:  _________________

Instruction preference:   FORMCHECKBOX 
     Verbal   FORMCHECKBOX 
     Print   FORMCHECKBOX 
     Video   FORMCHECKBOX 
     Demonstration   FORMCHECKBOX 

Barriers to learning (check all that apply):

 FORMCHECKBOX 
  Culture/religion      FORMCHECKBOX 
  Language      FORMCHECKBOX 
  Reading level      FORMCHECKBOX 
  No barriers identified

 FORMCHECKBOX 
  Emotional/mental      FORMCHECKBOX 
  Physical/sensory      FORMCHECKBOX 
  Cognitive      FORMCHECKBOX 
  Other

	DISCHARGE PLANNING

Do you have the appropriate car seat for your child?  Yes  FORMCHECKBOX 
      No   FORMCHECKBOX 

Child Safety Seat printed material given to parent/guardian.

Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     Refused  FORMCHECKBOX 

Discharge driver:   _________________________________

Emergency phone number:  __________________________

Advised to have immediate 24 hr. care at home                   FORMCHECKBOX 

Information obtained from:  ___________________________

Via:  Walk-In   FORMCHECKBOX 
   Phone   FORMCHECKBOX 
   Bedside   FORMCHECKBOX 
   no interview   FORMCHECKBOX 

	PRE-OP TEACHING GIVEN TO:  FORMCHECKBOX 
 Child   FORMCHECKBOX 
  Caregiver

Time of Arrival                                                         FORMCHECKBOX 

Location of SDS                                                      FORMCHECKBOX 

NPO, medications                                                   FORMCHECKBOX 

Expected length of stay                                           FORMCHECKBOX 

Explanation of procedures                                       FORMCHECKBOX 


	Date/Time
	FOCUS/Department
	DAR Notes:  All those giving direct care to the patient, please record your observations, treatments, etc., in this space.  Write legibly, meaningfully and to the point using the DAR format:

D=data      A=action     R=response

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Signature of Nurse reviewing and completing form:  ________________________________Date:  _____________ Time: _______
Patient and Family Education Committee 

8/2015
Grade level 7.9
RN to complete on admission:  Height: ______          Weight: ______   pounds/ Kilograms          Body Mass Index:  ______
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