
Direct ADmit PreliminAry rePort
Fax to: 217.788.5586

Other Pertinent Information:  ____________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

Date: _________________________ Time: __________________
154-0138 03/21/12
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Situation:

History of Present Illness: __________________________________________________________________________________

Initial Vital Signs:  temperature: ________  Pulse: _______  Respirations: _________  Blood Pressure: _______

O2 Sat: _______________________   Pain: ________________________   Accu Check: _______________________________

Monitor Rhythm: _____________________________________________

BackgRound:

Past Medical History:   HTN    COPD   CHF    Asthma    CAD    PVD    DVT    CA

 Diabetes    Insulin Dependent   DNR   Other Medical History:  __________________________________________

________________________________________________________________________________________________________

Allergies:  _______________________________________________________________________________________________

Isolation:    No    Yes   Type:  __________________________________________________________________________

IV Access:  ______________________________________________________________________________________________

Medical Devices:    Pacemaker/AICD    Medication Pump  or  ______________________________________________

aSSeSSment:  _________________________________________________________________________________________

________________________________________________________________________________________________________

Loc:    awake    arousable    unresponsive    confused    agitated    oriented
Abnormal Labs:  WBC_________    Hgb_________    Hct_________    Plt_________

Na_________   Cl_________   K+_________   BUN_________   Creat_________  Glucose_________  CO2_________

PTT_________    PT_________    INR_________    CK_________    MB_________    Lactic Acid_________

TROP_________    BNP_________    D-Dimer_________    Myoglobin_________    Mg++_________

Tox Screen:  _____________________________________________________________________________________________

Meds Given and Response:  _______________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

SeRvice RequeSted:  _________________________________________________________________________________

________________________________________________________________________________________________________

Patient Name: ________________________________________________________________________________________________________

Facility: ________________________________________________________________________ Phone #: _____________________________

Person Completing Form: _______________________________________________________________________________________________

springfield, illinois

This form is not a final hand-off report.  
A Memorial RN will be calling you for a final condition report.



If IV t-PA administration 
can begin at referring 
hospital, Memorial’s 

Stroke Center neurologist 
will guide the referring  

physician until the  
patient is transferred.

If IV t-PA cannot be 
administered at the 

referring hospital, the 
patient can be transferred 

to Memorial Medical 
Center for possible IV t-PA 
and/or other acute stroke 

interventions.

Memorial’s Stroke Center neurologist 
will discuss appropriate treatment 
options with referring hospital’s  

ED physician, including potential  
neuro-intervention up to 24 hours  

from symptom onset.

Memorial Medical Center
701 North First Street • Springfield, IL

(217) 788–3000

If StrokE SyMPtoM onSEt  
IS LeSS thaN 4.5 hourS

If StrokE SyMPtoM onSEt  
IS greater thaN 4.5 hourS

MeMorialAccess contacts a stroke-trained neurologist to discuss with 
referring ED physician regarding patient presentation and treatment options.

ischeMic stroke transfer protocol

choose MeMorial.

ED calls MeMorialAccess  
877.662.7829  

and reports stroke patient for stroke team consult

ED physician begins stroke evaluation:   
Conducts neurologic assessment (NIhSS and establish time of symptom onset/last known normal),  

non-contrast Ct of the brain, labs (Pt/Inr, BMP, CBC)

Patient presents in an outlying hospital Emergency Dept. (ED) with signs and symptoms of stroke.

080–0315     05/10/12
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