
( Date: I 1 Time: I OBSTETRICAL ASSESSMENT AND TRIAGE RECORD I 

Last Clinlc Vislt: 1 I I I I 

! 

Provider: 
Contacted By 
Time: 

- 
Prenatal Record Available: 0 Yes 

n Nn 

Naval Hospital, Oak Harbor 

Patient Arrived Via: 0 Ambulatory 
0 Wheelcharr 
Ll Stretcher 

Reason For Vislt: 
0 RJO labor 
0 Bleeding 
0 WO SROM 
D R/O PROM 
0 Decreased Fetal Movement 
0 PreeclampslaMTN 
0 Hyperemesls 
0 Trauma 
0 Other 

AllergiedSensitivity: 0 None 0 Latex 0 Other 

Other: Yes I No 
Yes I No 

Support Persons: Yes /No 
FOB involved: 0 Yes 0 No Yes 1 No 

Yes I No 

General Health: 0 Excellent 0 Good 0 Poor 
Significant History or OB Medical Complications: 

MedicationslDrugslherbs: 0 None 
Type/Dose Last taken With Patient 

Free from apparent physlcal and emotional abuse 
0 Yes 0 No 

Preresent WT Height MEDICATIONS GIVEN 

Tobacco Use: 0 No 0 Yes Amount 
Alcohol Use: U No 0 Yes Amount 

I I' I 

Miscellaneous: Time I Medication 1 Dose I Route/Site I Signature 
I I I I 

Last Oral Intake: 
Flurds 1 I Time: 
Solids I I Time: 

Commun~cations Barriers: 0 None 0 Other: 

I - 
ASSESSMENT 

JI 
i 

Patient Symptoms: 
0 Paln (0-10) Locat~on ChronldAcute 
0 Contractions: Onset: 1 1 @ 

Frequency Strength 
0 Leaklng Amnlotic Fluld: Onset: I I @ 

Color: U Clear 0 Bloody 0 Mewnlum Other: Added 

I 0 Vaginal Bleeding: Onset: I 1 @ 
0 None 0 Bloody Show 0 Frank bleeding (assoc~ated) wlth abd. paln 

LMP G AB EDC P- LB 

Fetal Activity: U Present 0 Diminished 0 Absent 1 

1 I Laboratory Tests Ordered I Time 11 Test: NST. 0 Reactive 0 Non-Reactive 0 USIBPP - .. - .. I 

Vaginal Exam: Cl None 0 SVE U Sterile Speculum Exam 
(findings: ) 

Membranes: 0 Intact 0 Leaking 0 Ruptured 0 Nitrazlne (poslneg) 
Urrnary: Cl Asymptomatic 0 Urgency 0 Dysurla 

( 1  0 UA 1 1   ono ow up tinamgs: I 
[O - 

0 GBS 
0 PIH Panel - (Chem 7, Urlc Acld, Llver Panel, LDH) 
U Fern Testing 
0 Other 

Station Eff Time 

Notes 

Dilatlon 

Provlder Signature 

Date: 1 1 Time 

UC's 
Intensity 

Pres 

I 0 Hyperemes~s 0 Preclarnpsla 0 Discomforts Other: 

I 1 RN Signature I 

UC's 
FreqlDura 

MD/RNICNh4 

ADDRESSOGRAPH 

I I Date: I 1 Time I 

Time 

Disposition: 0 Admit 0 Transfer to: 
0 Discharge to home accompanred by 
0 Instructions 
0 Follow-up to' 

I I I 

NHOH 6320/86 (Rev 02/05) 

BPI 
Resp 

TI 
Pulse 

FHR 



DOCTOR'S ORDERS DATEJS IGN DOCTOR'S ORDERS DATEJSIGN 

MEDICAL RECORD 

Patient Teaching: Barriers To Learning: ONone 0 Physical U Emotional 11 Cognitive 

OLabor Instructions nFetal Kick Counts U Preterm Labor U Bleeding 

O Refer to Discharge Instructions 0 Patient Handout: 

"I have been given and understand the above instructions." Patient Signature 

Nurse Signature 

Date: / / Time: 

PROGRESS NOTES 

DATE NOTES 


