Appendix 1.

University of Illinois Medical Center

STROKE SERVICE ADMISSION/CONSULTATION NOTE

Reason for Admission/Consultation:   

Requested by:   
Time of patient arrival:   

Time of initial page:   

Time of encounter:   

_____________________________________________________________________________

Chief complaint:   

Date/time of onset (last known normal):
HPI (nature, quality, severity, timing, context, duration, modifying factors, associated signs/symptoms):   

Prior stroke/TIAs (date, description):   

Vascular risk factors:   

Past Medical/Surgical history: 

Current/home meds:   

Allergies:   

Family history:   

Social history:   

ROS (other than HPI):   


Constitutional


(  ) negative     (  ) findings (describe):


Neuro



(  ) negative     (  ) findings (describe):


ENT



(  ) negative     (  ) findings (describe):


Eyes



(  ) negative     (  ) findings (describe):


Cardiovascular


(  ) negative     (  ) findings (describe):


Respiratory


(  ) negative     (  ) findings (describe):


Heme/lymphatic


(  ) negative     (  ) findings (describe):


GI



(  ) negative     (  ) findings (describe):


GU



(  ) negative     (  ) findings (describe):


Musculoskeletal


(  ) negative     (  ) findings (describe):


Integument


(  ) negative     (  ) findings (describe):


Endocrine


(  ) negative     (  ) findings (describe):


Allergy/immunologic

(  ) negative     (  ) findings (describe):


Psych



(  ) negative     (  ) findings (describe):

Physical Exam:   


Constitutional/Vitals (T/P/BP/R):   


General Appearance:


Fundi:   


ENT:   


Cardiovascular:   


Heart:   


Carotids (pulses/bruits):   


Peripheral (pulses/bruits):   


Respiratory:   


GI:   


Skin:   


Neuro:  


Cognitive: 


Cranial Nerves:


Motor:


Reflexes:


Cerebellum:


Plantars:


Sensory:


Gait/Station:

NIHSS (National Institutes of Health Stroke Scale):   

1a. LOC Score:


0=alert
 


1=obtunded 






2=stuporous 


3=comatose

1b. Questions Score:

0=2/2 correct 


1=1/2 correct 






2=0/2 correct

1c. Commands Score:

0=2/2 correct 


1=1/2 correct 






2=0/2 correct

2. Best gaze Score:

0=normal 


1=partial gaze palsy






2=forced deviation/ 





   total gaze palsy

3. Visual Score:

0=no loss 


1=partial hemianopia




2=complete hemianopia

3=bilateral hemianopia/ 







   cortical blindness

4. Facial palsy Score:

0=normal/symmetric 

1=minor asymmetry 



2=partial paralysis

3=complete paralysis 



   (lower face) 


   (upper and lower face)

5a. Motor RUE Score:

0=no drift 


1=drift but doesn’t hit bed 



2=antigravity but unable to 
3=no antigravity 



    maintain 10 seconds 



4=no movement 

9=amputation 







    (don’t score in total)

5b. Motor LUE Score:

0=no drift 


1=drift but doesn’t hit bed 



2=antigravity but unable to 
3=no antigravity 



    maintain 10 seconds 



4=no movement 

9=amputation 







    (don’t score in total)

6a. Motor RLE Score:

0=no drift 


1=drift but doesn’t hit bed 



2=antigravity but unable to 
3=no antigravity 



    maintain 5 seconds 



4=no movement 

9=amputation 







    (don’t score in total)

6b. Motor LLE Score:

0=no drift 


1=drift but doesn’t hit bed 



2=antigravity but unable to 
3=no antigravity 



    maintain 5 seconds 



4=no movement 

9=amputation 







    (don’t score in total)

7. Dysmetria Score:

0=absent 


1=present in 1 limb 







    (specify limb) 



2=present in two limbs 



    (specify limbs)

8. Sensory pin Score:

0=normal 


1=mild/moderate loss 



2=severe/total loss or unaware

9. Language Score

0=no aphasia 


1=mild/moderate aphasia 



2=severe aphasia 

3=mute/global aphasia

            :   

10. Dysarthria Score:

0=absent 


1=mild/moderate 







    (slurs but can be understood) 


2=severe (unintelligible in 
9=intubated (don’t score)


    absence of aphasia) 

 

11. Extinction Score:

0=no abnormality 

1=visual, tactile, auditory, 







    spatial, or personal 







    inattention/extinction/neglect 



2=profound hemi-inattention 



    or hemi-neglect to more 



    than one modality

   Total Score:   

Other Neurologic Findings:  

Modified Rankin Score:
0=no symptoms


1=no significant disability: symptoms but can carry out usual activities


2=slight disability: unable to carry out previous activities but able to look after own affairs independently


3=moderate disability: requiring some help but able to walk without assistance


4=moderate/severe disability: unable to walk without assistance and unable to attend own bodily needs without assistance


5=severe disability: bedridden, incontinent, and requires constant nursing care and attention

                           Score:   

Data Reviewed:   

Initial imaging results:   

ECG findings by monitor or 12-lead:   

Serum glucose:   

Other:   

Assessment (case formulation):   

Diagnosis/differential diagnosis:   

Plan:
- Reperfusion therapy eligibility (choose one):

(  ) patient is eligible for acute reperfusion therapy with (please specify):  

(  ) IV tPA

 

(  ) IA thrombolysis



(  ) clot retrieval 

(  ) patient is not eligible for acute reperfusion therapy because:   

- Agent and time of first antithrombotic administration (or contraindication):   

- BP goal:   

- Additional brain and vascular imaging ordered:   

- Additional labs ordered:   

- Dysphagia status: 

             (  ) dysphagia screen performed

                          Date/Time of screen:

                          (  ) cleared for diet

                          (  ) npo (including meds) until dysphagia screen performed

             (  ) dysphagia screen to be performed prior to any oral intake

                          (  ) RN water swallow test

                          (  ) Speech Therapy swallow evaluation

- Fluids/nutrition:   

- DVT prophylaxis:   

- Therapy/rehab services ordered (speech/PT/OT/rehab consult):  

- Other: 

Case reviewed with (attending):   
***The 10 performance markers are bolded for emphasis of this paper and do not appear bolded in the electronic medical record

