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Stroke Assessment/Treatment/Transfer Form


Demographics




Symptoms
   Name: _________________________________      Chief Complaint:  ________________________
   Gender:  ( Male     ( Female


   Date of Onset:  ___/___/20____
   Age:
______



               Time of Onset:  ____:____  (AM   (PM
History / Cerebrovascular Risk Factors
( HTN    ( DM    ( Previous Hx of Stroke    ( CAD    (Afib      ( TIA    ( Carotid Stenosis    ( Current Smoker    ( Hyperlipidemia    ( PAD    ( OSA    ( Mechanical Heart Valve

Medications

Allergies:  __________________________________________________       ( No Known Allergies List Home Medications:  _____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________

Vital Signs

Arrival to ED Date/Time:  ___/___/20____  @  ____:____ (AM   (PM

BP:  ____/____    P/HR:  _______    RR:  ______    O2Sat:  _______%
Diagnostics

PT (INR):  ______    PTT: ______    Gluc: ______    EKG: _________________________________
Head CT Findings_____________  Date/Time of CT:  ___/___/20____  @  ____:____ (AM   (PM
Brief Exam

Cincinnati Pre-Hospital Stroke Scale: ________
Facial Droop:  ( Normal    ( Abnormal  (Instruction: Have patient show teeth or smile.)
Arm Drift:  ( Normal    ( Abnormal  (Instruction: Have patient close eyes and hold both arms straight out with palms up for ten seconds.  Abnormal: One arm drifts or does not move.)
Abn’l Speech:  ( Normal    ( Abnormal   (Instruction:  Have pt. say "You can't teach an old dog new tricks.”)
Treatment Administered

( ASA  325 mg





( Heparin __________ @_____/hr
( IVF (0.9% NS) __________ @_____/hr


( O2 _______LPM

( IV t-PA (refer to guidelines) 

Bolus_____________     Infusion __________ @_____/hr

Date/Time t-PA Given:  ___/___/20____  @  ____:____ (AM   (PM
Communications

Verbal Report Called to ____________________at LH ED 715-838-3242 by ___________________
Date/Time Report Called to LH ED:  ___/___/20____  @  ____:____  (AM   (PM 
Transportation
( Mayo One    ( Barron    ( Bloomer    ( Osseo    ( Gold Cross    ( Other: _________________
Date/Time Contacted:  ___/___/20____  @  ____:____  (AM   (PM 

Date/Time Departed:  ___/___/20____  @  ____:____  (AM   (PM 

Form Completed by_________________________________ 

Date/Time:  ___/___/20_____  @  ____:____  (AM   (PM  

