AGENCY  NAME
Disaster Worksheet

Pt. Name                                                                          Date                      Time

Address

Phone Number 





Is it functioning?     ( Yes     ( No


Home situation (Circle answers)
1) Accessible by Home Health Nurse

2) Safe to maintain ADLs

3) Unsafe--needs temporary placement 

4) Needs ambulance

5) Unable to assess patient, as home is unsafe to enter. Needs emergency personnel:

a) STAT  

b) ASAP

Patient Condition
(Alert/oriented     


(calm/cooperative      


(confused         

(uncooperative        


(anxious                


(unconscious
Vital Signs
BP   




HR                                Reg/Irreg
R

(Chest clear to ausc    
Lung sounds

Signs of shock evident
( Yes

( No
Ambulatory status
(Ambulatory with walker/cane
(Wheelchair bound

(Needs special transport vehicle     
Others
Any needing suturing? Yes_______ No _______  
( Urgent
( Not Urgent

Possible fracture? Yes________ No _________ Where

Possible head injury? Yes________ No ________ Symptoms





Diabetic Yes_____ No _____ On Insulin? Yes______ No ______ When was last meal?_____________   When was last insulin?_______________

If needing transport, list medications and when last taken








If you send medications with pt., make sure they include pt's name. 
Any medical equipment patient needs? ( Wheelchair
( Oxygen tank 


( Other 


Name and phone # of family if patient needs transport: _______________________

___________________________________________________________________________________
