FACILITY NAME:  __________________

__________        
DATE:  

EVAC RESIDENT ASSESSMENT AND STAGING AREA DESIGNATION FORM


	CIRCLE APPROPRIATE STAGING AREA FOR PATIENT:  

	D1 – Immediate Discharge: able to meet their own needs and/or have reliable caretaker to assist with personal and/or medical care.
	D2—Non-Critical: normal vital signs/stable: no acute medical conditions but require medical monitoring, treatment or personal care beyond what is available in home setting. 
	D3—Critical: not candidates for discharge: require a level of care only available in a hospital or Skilled Nursing or Sub-Acute Care Facilities.


	D4—Actively Dying/ Palliative:  may be designated palliative care or recently removed from life support and DNR 

	PATIENT ASSESSMENT :  Completed by Unit Nurse and given to Department Charge Nurse

	Patient Name and address:  (Attach patient label if available)  


	Transferring Unit:
	Room #:
	Ambulatory Status:

( Wheel Chair    ( Bed/Cart  

( Able to walk assisted

( Able to walk unassisted

	
	Nurse Name:


	Pt. Weight:  

	Family Physician:
	Medical Record #


	Isolation:   (NA  ( Contact 

( Droplet  ( Airborne  Reason: ( MRSA  (VRE ( TB

( CDIFF  (Other:

	Family Member with Pt:  

( yes  ( no: Name:______________________

	Patient Diagnosis:


	Allergies:  
	
	Emergency Contact Name & Phone:



	Medications:       (Pain meds       (Steroids      (Sedation     (Infusing (titration req.)   ( Other: ___________________________________

Special Meds:  ___________________________  (e.g. cannot discontinue)  (  See Attached Medication Reconciliation Form  

NOTES: 

	Special Care Needs:  ( Acute cardiac    ( Acute medical  

( Psyche w/risk   (Dialysis    ( Suicide Risk   ( Burns   ( bariatric ( non-English: ____________   
( Disabled: __________________  (Other:  
	Code Status:

(  DNR Comfort Care  (DNR Arrest 
( Full Code

( Other:  

	Mental/Behavior  Status:    ( Oriented   ( Confused   ( Combative  ( Forgetful  ( Restraints     ( Other

	Equipment to accompany the patient to Staging Area:       ( bed     (IV Pumps (___)     (Gurney     (Oxygen     (Traction     (Wheel Chair     (Ventilator     (Monitor     (Other:  

	STAGING AREA RECORDING:  Completed by EVAC Staging Care Unit Leader 

	Patient Arrival Time to Staging:  ____________
(  Confirm Pt ID and Staging Area on wristband.

(  Medical Record arrived with patient?  

(  Record in treatment given in Staging Area in patient’s medical record or downtime form 
(  Medication List is prepared for transfer - do not send meds other than IV unless necessary.
	Notes:


	TRANSPORTATION INFORMATION:  Completed by Staging Care Unit Leader

	Patient Destination:


	Transported Via:

(  Ambulance  (  School Bus  
(  Other  ​​​​​​​​​​​​​​​: _________________________
	Time of evac transfer to receiving facility:

	Patient Accompanied by:

(  Alone   (  Family Member  (  Friend  (  Other: _________________
	Patient Condition on Transfer:

(  Stable   (  Critical  (  Other: ____________________________

  

	(  Recorded all equipment leaving with patient on Patient Care Equipment to Receiving Facility Tracking Sheet  


White Copy: To Receiving Facility with Patient    Yellow Copy:  Facility copy      Pink Copy:  To Patient Tracking Center from unit.

