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DNACPR in place?       Yes / No
If yes attach the DNACPR sheet.

Attach the medication administration record sheet.

Have next of kin/advocate been informed?      Yes / No
Has the person centred advanced care statement been offered?      Yes / No
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Personal Details About me
P14 i + Do not attempt cardio Date of Birth: ("How | can communicate with you and how |
My Hospital pulmonary resuscitation want you to communicate with me
Passport sheet attached. ) NHS Number: (How | show my wants and needs e.g. happiness,
* Medication adminstration pain or things that worry or upset me)
record sheet attached. Religion:
= Next of kin / Advocate
informed. Normal Weight:
« Person centred advanced
care statement offered
YN, ("GP Name / Address / Tel Number: N
Full Name:
Known by: e A
If you need to contact someone who
knows me really well, please contact
fNext of Kin / Advocate: )
(Address: B
Relationship:
Telephone Number:
A, e
/Photo: =X \_Contact over 24hrs: Y/N )
/”SOS Information B
(e.g. allergies, adverse reactions, MRSA and
other health care associated medical conditions)
S =
. )
Skin / pressure care Issues: Y/N
- A
Consent: | may need more time and help to say
‘yes’ or ‘no’ to treatment. N J X i
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About me

fMobility needs - When | am well | can do:

person, what equipment | need)

-

(e.g. getting in and out of bed, walking 1 person 2

\ A
(Assistance required with personal care =3
(e.g. going to the toilet, personal hygiene,
dressing and undressing)
= S
fMy night time and sleep pattern )
N >

& Taking my medication(s), attached the MAR 3
sheet.

- A

[ Safety needs (How to keep me safe from harm. 5
e.g. bed safety rails)

= =

4 Eating and drinking (e.g. dentures, swallowing )
difficulties, Diabetes, soft foods)

Diabetes Y/N

Other Information

( What I am taking with me to the hospital: I

e A

(" Other information: (reasons for vulnerability, e.g.\
learning difficulty, dementia)

= =%

. T8 A
( Date form reviewed =
e, o





