Emergency Room Visit Vital Information

Avoid having care delayed because information is not available for the ER visit. Use this checklist to compile this critical information. An idea is to use this document on a computer and add the current information under the applicable bullet point. This Table was originally printed in the Society of Certified Senior Advisors, CSA Journal. March 22, 2004

· Full name, preferred name, age, birth date and primary language if not English

· Next of kin; designated representative; health care agent; spokesperson; decision maker (note, these roles may all be performed by the same person or different people – it is very important to differentiate which person does what and to include their phone numbers and other contact information)

· Address (include legal mailing address if different from the current residence)

· Third-party payer information; Medicare; Medicaid; insurer's identification number, phone number and address for billing questions (consider a photocopy, front and back, of each of these cards)

· All physicians', including specialists', names, phone numbers and office addresses ( it is helpful to know with which hospitals they hold professional affiliations)

· Pharmacy names, addresses and phone numbers

· Advance directives: living will; durable power of attorney for health care (health care proxy); do not resuscitate order; Five Wishes; POLST; any contemporaneous verbal statements that express the persons wishes regarding care at the end of life (note, copies of these documents should be attached to the vital information/medical history document)

· Normal or baseline physical function: dressing; personal hygiene; toileting; eating – describe each function in terms of whether the person manages independently or with assistance

· Dentures (upper, lower; full, partial)

· Ambulation/mobility: quality of gait (shuffling, lurching, stiffness, etc.); describe how the person typically gets from A to B (independently, walker, cane, wheelchair, other)

· Transfer from bed to standing position, bed to chair, etc.; describe how the person typically accomplishes this and if they ever experienced dizziness or falls when transferring

· Cognitive/mental status: confusion, forgetfulness, disorientation, inability to recognize known others

· Ability to state needs

· Ability to follow directions

· History of wandering

· Periods of lucidity in a 24-hour day

· Emotional status: typical mood; history of alcohol use; history of depression and how it was managed

· Vision and hearing; describe any impairments and devices used, including different kinds

· Sleep pattern: usual bedtime; sleeping medications used, if any; wakefulness during the night; usual wake up time

· Indicate if the person is (more) confused on waking

· Nutritional status: over or underweight; special diet; consistency

· Falls history

· Pain history: how pain is expressed; how it has been effectively treated

· Trauma history

· Medical/surgical history

· Skin rashes, dyscrasia, itching, sensitivities

· Allergies: food, medications, contact

· Medications, including ophthalmics, skin, appetite stimulants, laxatives, other over-the-counter meds, dietary supplements, vitamins, homeopathic remedies

· Pacemakers, stents, other implants

· Vaccine history: influenza, pneumonia, other

· Nursing home resident: describe the reasons for NH placement, goals of care, plan of care; indicate key contacts in the NH

