LOYOLA UNIVERSITY URODYNAMIC STUDIES FORM

PATIENT NAME:        ,      

MRN: 
     

DOB:         

Date ordered:   10/18/05
  Ordering MD:  David A. Hatch, M.D.
   Pager:  12747

Phone # (home):        

(work):         

Patient Diagnosis:        

Allergies:        

Reason for Urodynamics         

TESTS:
 FORMCHECKBOX 
  Urethral pressure profile (female patients only)
 FORMCHECKBOX 
  Cystometrogram
 FORMCHECKBOX 
  Pressure/flow study
 FORMCHECKBOX 
  Video/ reason why video is indicated         

 FORMCHECKBOX 
  Other         

EMG:
 patch   FORMCHECKBOX 

needle   FORMCHECKBOX 

not applicable   FORMCHECKBOX 

1)  Prophylactic antibiotics (SBE prophylaxis, prosthesis, post-transplant, etc.)


 FORMCHECKBOX 
  NO      FORMCHECKBOX 
    YES / Reason         


HIGH RISK: 
 FORMCHECKBOX 
   Ampicillin 2gm/gentamicin 1.5mg/kg (not to exceed 120mg) 


 

 FORMCHECKBOX 
  IM or     FORMCHECKBOX 
  IV within 30mins Pre-Procedure (PP)(Circle route)




 FORMCHECKBOX 
   Vancomycin 1gm IV over 1-2hrs/gentamicin 1.5mg/kg (not to exceed 120mg) IM or IV





(complete infusion within 30mins PP)(Circle route)


MOD. RISK:
 FORMCHECKBOX 
   Amoxicillin 2gm PO 1hr PP OR    FORMCHECKBOX 
 Ampicillin 2gm IM or IV within 30mins PP




 FORMCHECKBOX 
   Vancomycin 1gm over 1-2 hours (complete infusion within 30mins PP)(Circle route)


Please check one if “YES” 
 FORMCHECKBOX 
   prescription for oral antibiotics was given 





 FORMCHECKBOX 
   IV infusion room was arranged 





 FORMCHECKBOX 
   order faxed to 708-216-6585 for IM meds at time of the study

2) Female patients only: Does the patient have a pelvic organ prolapse?

       FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES / Do you want prolapse reduced during test?____NO ____YES

3)  Anticholinergic medications


 FORMCHECKBOX 
  Patient was instructed to discontinue the medication 3 days before the urodynamic studies


 FORMCHECKBOX 
  Patient will stay on the medication


 FORMCHECKBOX 
  Not applicable

4)  Does the patient currently have urinary tract infection?


 FORMCHECKBOX 
  NO
 FORMCHECKBOX 
  YES / was treated with         

5)  Does the patient have an indwelling foley catheter?  


 FORMCHECKBOX 
  NO    FORMCHECKBOX 
  YES/    FORMCHECKBOX 
  Regular     FORMCHECKBOX 
 Supra-pubic catheter

 
Does the patient need antibiotic prophylaxis?     FORMCHECKBOX 
  NO/     FORMCHECKBOX 
 YES


If yes, please indicate what is needed or prescription supplied to patient    

6)  Is urinary retention present or suspected?  


 FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES / what was the post-void residual?    

7) Would you like the patient instructed on intermittent catheterization if post-void residual is >______ml?

     (Loyola Patients Only)          FORMCHECKBOX 
  NO         FORMCHECKBOX 
 YES

8)  Special needs:


 FORMCHECKBOX 
  ambulatory



 FORMCHECKBOX 
  wheelchair



 FORMCHECKBOX 
  cart


 FORMCHECKBOX 
  special precautions: 

MD Signature: _____________________________________________________________________________________________

This form does not substitute for a green Physician’s Order sheet or a prescription.   Appts. 708-216-2180

Please fax to the Dept of Uro/Gyne (708-216-2275) Attention Nicole Ralston, RN.                      07/20/04

