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(SEE PAGE 2 FOR CONTINUATION OF MEDICATIONS - CONTINUE ON BACK PAGE)

APPROVED THERAPEUTICALLY EQUIVALENT PRODUCTS WILL BE USED UNLESS OTHERWISE INDICATED

Please write legibly—Remember ID # after signature

Admit to Dr.:

Consults:
! Monitored bed ! Critical Care Unit ! IMCU

Vital Signs: every_______Hours for ____ Hours.   Then every_____Hours

Activity: ! Out of Bed to chair    ! Other __________________________________________

Diet:

Tests: ! CBC ! PT/PTT ! BMP ! Lipid Panel
! CPK stat and every eight hours two times
! Troponin stat and eight (8) hours later, one time order only
! Portable Chest X-Ray
! EKG stat and in the early am
! Echo
! Ejection fraction documented on _____________(Date):   ! No Echo needed

Treatments: ! IV D5W KVO     ! O2 _________      ! I & O
! Other:

Old chart to floor
DVT Prophylaxis:

Medications: 1.) Oral Antiplatelet Therapy
! Non enteric coated ASA 325mg orally stat   ! Has taken within 24 hours
! Aspirin 81 mg PO daily
! Aspirin 325 mg PO daily
! If Aspirin not ordered please document why

2.) Tridil 50 mg / 250 mL D5W start at _____mcg/min and titrate to _____mcg/min
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Medications (cont.)
3.) ! Heparin 4,000 units IV bolus then Heparin 25,000 units / 250 mL D5W at 1,000 units/hr

PTT 6 hrs after heparin bolus
Daily PTT and 6 hours after any change in dose.

PTT less than 50 seconds Bolus with 2,500 units IV and increase drip by 200 units / hr
PTT  50 - 75 seconds No change.
PTT  76 - 90 seconds Stop infusion for 30 min. and decrease rate by 100 units / hr
PTT greater than 90 seconds Stop infusion for 60 min. and decrease rate by 200 units / hr

OR ! Low Molecular Weight Heparin ____________

Caution with pregnancy, renal impairment and weight less than 45 kg or morbid
obesity consider unfractionated Heparin

OR ! Aggrastat - 0.4 mcg/kg/min × 30 minutes then decrease to 0.1 mcg/kg/min
(12.5 mg / 250 mL 0.9% Sodium Chloride) and above Heparin scale.

Caution: Decrease dose by 50% when creatinine clearance less than 30 mL per min.
UNSTABLE ANGINIA/NON ST ELEVATION

Oral Medications:
4.) Beta Blocker: ________________________________________________________________

! If not ordered please state why _________________________________________________
5.) Ace Inhibitor: _________________________________________________________________

! If not ordered please state why _________________________________________________
6.) ARB: _______________________________________________________________________

! If not ordered please state why _________________________________________________
7.) Statin: ______________________________________________________________________

8.) Other:

Discharge Planning:
! Smoking Cessation Counseling
! N/A


