The CAPC Clinical Rounding Tool  -  Initial & Final Assessment Only
Patient Name:______________________
___________________________









Last










First
Sex: 

( Female
( Male




DOB:____/_____/_____

Ethnicity: 
( White/Caucasian




( Asian or Pacific Islander




( Don’t Know

( Black or African-American

( American Indian or Aleute/Eskimo

( Hispanic or Latino




( Other (specify:_________________)
 
MRN #:_____________________

Admission/Serial #: _________________________

Primary Diagnosis:​​​​​​​​​​​​_______________________


Hospital Admit Date:____/____/____



Hospital D/C Date: ____/____/____

Date of Initial PC Consult: ____/____/____

Referring STAFF MD Specialty: ________________________

Type of PC Involvement:

(
Transfer/Admit to Inpatient PC Unit:


(
Consult then Transfer


(
Consult Only
( Direct Transfer
























( Direct Admit from ER




















( Direct Admit from Physician/Home
















( Direct Admit from Hospice

Date of Direct Admit/Transfer to PC Unit (if applicable): ____/____/____
Unit in the Hospital Prior to PC Transfer (if applicable): 

	( Med/Surg
	( Rehab

	( Telemetry
	( Select/Chronic Ventilator Unit

	( ICU
	( Other:___________________

	( ER
	


Reason for Initial PC Consult (if applicable):

	( Pain
	( Hospice Referral/Discussion

	( Other symptoms
	( Withdrawal of Life Prolonging Interventions

	( Advance Care Planning
	( Transfer to Inpatient Unit

	( Goals of Care Discussion
	( Other:___________________


	Disposition:

( Expired







( Home with no services




( Transfer to inpatient hospice unit

( Expired before seen



( Home with homecare





( ECF skilled

( Expired before transfer


( Home with hospice






( Acute rehab

( Signed off service




( ECF with hospice






( Ventilator facility

                                                                                                                        ( Other:____________________


Transfer to Medicare Hospice Benefit:        ( No
( Yes (Date: ____/____/____ )
 Outpatient PC Clinic Follow-up:                 ( No
( Yes (Date: ____/____/____ )


PCLC Daily Clinical Instrument

Patient Name: ____________________
____________________


MRN #: __________________________



  



   Last







First
	Date (month/day)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Respondent
	Patient = P        Family/Proxy = F       Team = T        Nurse = N        All = A        Other = 9

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Advance

Directives
	Yes, on chart = 1    Yes, NOT on chart =  2     No and doesn’t want to discuss = 3     No but was discussed today = 4     Doesn’t have, patient is incompetent = 5     Discussed and created/completed today = 6     Not addressed today = 7

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DNR (Y/N)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Family Meeting (Y/N)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Symptom
	Responsive patients:  None = 0     Mild = 1    Moderate = 2    Severe* = 3     (*requires follow-up in 72 hours)    

Non-responsive patients:  Symptom NOT present = 4     Symptom present, not requiring intervention = 5    Symptom present, requires intervention = 6   Unable to rate = 9      

	Pain (current)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Pain (minimum)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pain (maximum)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tiredness/Fatigue
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Nausea
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Depression
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Anxiety
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Drowsiness/Sleepiness
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Anorexia
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Shortness of Breath
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Constipation (Y/N)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Secretions (Y/N)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Delirium (Y/N)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Treatment
	No = 0         Yes = 1          Discontinued  = 2         Initiated = 3           Unknown/Missing Data = 9

	Ventilator
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	BiPAP/CPAP
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Oxygen

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TPN
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	IV fluids
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tube feeding
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Antibiotics
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Restraints
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Telemetry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	ICU care
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Completion Status
	Completed  = 1       Not completed, not seen = 2          Not Completed, other reason = 3

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


