Current Pat. Status:   Outpatient                                               

Primary Eligibility:           HUMANITARIAN EMERGENCY                           

Order Information                                                               

To Service:            INFECTIOUS DISEASES HOME IV ANTIMICROBIAL THERAPY        

From Service:          COM HOME HEALTH (TELEPHONE)                              

Requesting Provider:   MITCHELL,AMY L                                           

Service is to be rendered on an OUTPATIENT basis                                

Place:                 Consultant's choice                                      

Urgency:               Routine                                                  

Orderable Item:        INFECTIOUS DISEASES HOME IV ANTIMICROBIAL THERAPY        

Consult:               Consult Request                                          

Reason For Request:                                                             

Request from (unit/service): 4b                                                 

Request for (drug,dose,frequency): vanco 1gm q12h                               

Select Action: Next Screen//    NEXT SCREEN  

Duration of drug(s): 6week                                                      

Venous Access: picc                                                             

Dx for home IV antimicrobial use: osteo                                         

Comments: ;ljljljlkj                                                            

Please provide I.D. approval/recommendations for Community Health/Home          

Health re: appropriate home:                                                    

  1. IV drug, dose, frequency, route and duration                               

  2. Lab work recommendations with frequency                                    

Inter-facility Information                                                      

This is not an inter-facility consult request.                                  

Status:                COMPLETE                                                 

Last Action:           COMPLETE/UPDATE                                          

Select Action:Next Screen//    NEXT SCREEN  

Facility                                                                        

 Activity                Date/Time/Zone      Responsible Person  Entered By     

------------------------------------------------------------------------------- 

 CPRS RELEASED ORDER     06/13/02 16:07      MITCHELL,AMY L      MITCHELL,AMY L 

 PRINTED TO INFECTIOUS   06/13/02 16:07                                         

 INCOMPLETE RPT          06/13/02 17:15      WOLFGANG,JILL A     WOLFGANG,JILL A

     Note# 2873490                                                              

 DISASSOCIATE RESULT     06/13/02 17:15                          WOLFGANG,JILL A

     Note# 2873490                                                              

 COMPLETE/UPDATE         06/14/02 10:32      WOLFGANG,JILL A     WOLFGANG,JILL A

     Note# 2874750                                                              

Note: TIME ZONE is local if not indicated                                       

Select Action:Next Screen//    NEXT SCREEN  

--------------------------------------------------------------------------------

       TITLE: ID HOME IV ANTIMICROBIAL THERAPY CONSULT (S)                      

DATE OF NOTE: JUN 14, 2002@10:27     ENTRY DATE: JUN 14, 2002@10:27:42          

      AUTHOR: WOLFGANG,JILL A      EXP COSIGNER:                                

     URGENCY:                            STATUS: COMPLETED                      

VAMC Referral (TEST PATIENT)                                                    

  Patient evaluated and agree with need for home IV antibiotics for             

Osteomyelitis                                                                   

  Please see I.D. note from: May 7, 2002                                        

  Home IV therapy recommendations:                                              

    #1 Drug, Dose, Frequency/Route: Vancomycin 1 gram IV q12 hours              

Select Action:Next Screen//    NEXT SCREEN  

Consult Detailed Display      Jun 14, 2002@16:50:52          Page:    5 of    5 

TEST,MARY   000-00-6677                                FEB 22,1959 (43)   <WAD>

Consult No.: 440139                                                Wt.(lb): 200

+                                                                               

    #1 Duration/stop date: For 4 weeks, to end on July 14, 2002                 

  Lab work recommended with frequency: Please check Bun, lytes,                 

creatinine, and vanco trough q week while on medication.  Goal trough 12-       

15.                                                                             

  Comments:  Patient will need wet to dry dressing changes q day; curasol       

cream.                                                                          

  Follow-up appt in I.D. Clinic on: July 2, 2002 in Blue Clinic 1:00 PM         

/es/ JILL A WOLFGANG                                                            

MD, Infectious Diseases Fellow                                                  

Signed: 06/14/2002 10:32                               

