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PATIENT'S IDENTIFICATION:  (For typed or written entries, give: 
Name - last, first, middle; SSN; Sex; Date of Birth; Rank/Grade.)

PRACTITIONER'S SIGNATURE 

Category

HOSPITAL OR MEDICAL FACILITY

SPONSOR'S NAME  

STATUS  

SSN    

DEPARTMENT / SERVICE

RELATIONSHIP TO SPONSOR

RECORDS MAINTAINED AT 

PRACTITIONER'S NAME DATE

ISSUANCE DATEREQUIRING DOCUMENT (Title and Number) 

MEDICAL RECORD - SUPPLEMENTAL MEDICAL DATA 
For use of this form, see requiring document.  Form is not valid without Requiring Document, Issuance Date, Local Form Number, and Edition Date.

LOCAL FORM TITLE  (Optional)  

PROCEDURE DESCRIPTION: 
  
__________________________________________________________________________________________________________________ 
  
__________________________________________________________________________________________________________________ 
  
BENEFITS DISCUSSED: 
  
  
  
  
RISKS DISCUSSED:                                                                                                    ALTERNATIVES: 
  
  
  
  
  
  
ALLERGIES:  LATEX ____________________________________        MEDICATION ___________________________________________ 
  
ANESTHESIA/ANALGESIA: ______________________________        LIDOCAINE 1% _________________________________________ 
  

 TIME OUT VERIFICATION 
CORRECT PATIENT:                                                                                                   POSITION OF PATIENT: _________________________________ 
  
CORRECT PROCEDURE SITE:                                                                                CORRECT PROCEDURE: 
  
ALL TEAM MEMBERS INVOLVED IN TIME-OUT:  
  
POST PROCEDURE: 
STANDARD PROCEDURE: ________________________________________________________________________________________ 
  
IMMEDIATE COMPLICATION:                                                                              ______________________________________________________ 
  
POST PROCEDURE INSTRUCTIONS GIVEN: 
  
PATIENT SENT TO:                                                                                                                                                                  _____________________________ 
  
  
________________________________________________                     _____________________________ 
PHYSICIAN'S SIGNATURE                                                                                      DATE 
 

 YES  NO

 YES  NO  YES  NO

 YES  NO

 NO  YES

 YES  NO

 APU  WARD  HOME  OTHER

 OBTAINING A DIAGNOSIS IN THE LEAST INVASIVE MANNER

 USING ULTRASOUND/CT GUIDANCE TO OBTAIN CELLS/TISSUE FOR PATHOLOGY

 BLEEDING

 INFECTION

 OPEN BIOPSY (SURGERY)

DECLINE THE PROCEDURE (DO NOTHING)
 DAMAGE TO SURROUNDING STRUCTURES

RESULTS MAY BE INCONCLUSIVE
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MEDICAL RECORD - SUPPLEMENTAL MEDICAL DATA
For use of this form, see requiring document.  Form is not valid without Requiring Document, Issuance Date, Local Form Number, and Edition Date.
PROCEDURE DESCRIPTION:
 
__________________________________________________________________________________________________________________
 
__________________________________________________________________________________________________________________
 
BENEFITS DISCUSSED:
 
 
 
 
RISKS DISCUSSED:                                                                                                    ALTERNATIVES:
 
 
 
 
 
 
ALLERGIES:  LATEX ____________________________________        MEDICATION ___________________________________________
 
ANESTHESIA/ANALGESIA: ______________________________        LIDOCAINE 1% _________________________________________
 
 TIME OUT VERIFICATION
CORRECT PATIENT:                                                                                                   POSITION OF PATIENT: _________________________________
 
CORRECT PROCEDURE SITE:                                                                                CORRECT PROCEDURE:
 
ALL TEAM MEMBERS INVOLVED IN TIME-OUT: 
 
POST PROCEDURE:
STANDARD PROCEDURE: ________________________________________________________________________________________
 
IMMEDIATE COMPLICATION:                                                                              ______________________________________________________
 
POST PROCEDURE INSTRUCTIONS GIVEN:
 
PATIENT SENT TO:                                                                                                                                                                  _____________________________
 
 
________________________________________________                     _____________________________
PHYSICIAN'S SIGNATURE                                                                                      DATE
 
AUG 2008
BUMED
Medical Record - Supplemental Medical Data
BUMED
NAVMED 6000/5
AUG 2008
	Category: 
	CurrentPage: 
	PageCount: 
	Enter the hospital or medical facility name. : 
	Enter the sponsor's name. : 
	Enter the status. : 
	Enter the SSN.  : 
	Enter the department / service. : 
	Enter the relationship to sponsor. : 
	Enter the location where records are maintained. : 
	Enter the patient's identification. : 
	Enter the hospital or medical facility name. : 
	Enter the date (DD MMM YYYY).  : 
	Enter the date (DD MMM YYYY).  : 02Feb2010
	MTF1: NHL RADIOLOGY DEPARTMENT INVASIVE PROCEDURE TIME OUT FORM
	CheckBox1: 0
	CheckBox2: 0
	CheckBox3: 0
	CheckBox4: 0
	CheckBox5: 0
	CheckBox6: 0
	CheckBox7: 0
	CheckBox8: 0
	CheckBox9: 0



