      Jefferson County Health Center
       2000 South Main  
    Fairfield, Iowa 52556

641-472-4111

                   Downtime Order Form

When ordering tests for which Medicare, Medicaid, or other insurance reimbursement will be sought, only order tests that are medically necessary for the diagnosis and/or treatment of the patient at this time. Must have a Dx and/or signs and symptoms to perform. 

     HEMATOLOGY     DX/Symptoms

CHEMISTRY     DX/Symptoms
         CHEMISTRY PANELS   DX/Symptoms 
___   CBC/Auto Diff      ___________
          ___   ALT               ____________
           ___   Blood Gases         ____________ 

___   CBC/Manual Diff  ___________
          ___   Amylase         ____________
                     ___  Arterial
___   WBC
           ___________
          ___   AST                ____________
                     ___   Venous
          
       

___   Hgb                        ___________                    ___   BUN               ____________
           ___   Base Chem            ____________      

___   Hct
           ___________
          ___   Beta Hydroxy ____________
           ___   CMP                      ____________       

___   Platelet Count        ___________
          ___   Calcium          ____________
           ___   Lytes
       ____________
___   Sed Rate                 ___________                    ___   Chloride         ____________
           ___   Renal Panel           ____________   
               

 

          ___   CPK                ____________
     COAGULATION


          ___   Creatinine       ____________

       DRUG LEVELS       

___   PT/INR
           ___________
          ___   CRP                ____________
           ___   Acetaminophen     ____________               ___   PTT
           ___________
          ___   Glucose          ____________                 ___   Alcohol
        ____________           

___   D-Dimer                ___________                     ___   Lactate           ____________ 
           ___   Salicylate               ____________  





          ___    Lipase            ____________                ___   Other Drug Level:  ____________
      URINALYSIS

             
          ___    Magnesium    ____________
                      List: ______________      
           

___   UA/Cult Ext        ___________                       ___    Phosphorous  ____________
                               ______________       
                        ___   UA/R&M            ___________                       ___    Potassium       ____________
                               ______________        

                  Culture if positive
  
          ___    Sodium           ____________
             
                                                                                 ___   UA/Dipstick only ___________
          ___    Uric Acid        ____________
           ___   Rapid Urine            ____________  




                                    
            

                       Drug Screen
     SEROLOGY



                   IMMUNOASSAY     


                            
           

___   Mono Test            ___________      
           ___   Beta HCG Quant__________
           ___   Chest Pain Protocol
_________                                                   

___   Serum HCG         ___________                       ___   BNP

 ____________
                        CBC  CMP  Troponin     

___   Urine  HCG          ___________  
           ___   CKMB       
 ____________

          PT/INR  PTT  Chest X-ray  EKG               
         



           ___   Free T4            ____________           

     MICROBIOLOGY


           ___   Procalcitonin
 ____________               ___    Sepsis Protocol            _________
___   C& S                    ___________
           ___   Troponin      
 ____________

          CBC  CMP   Lactate
            Site: _______________

           ___   TSH      
 ____________                            Blood Culture
___   Blood Culture       ___________
         





          Chest X-ray  EKG


___   Chlamydia/GC      ___________                         OTHER LAB TESTS:

          ___     Stroke Protocol ____________

Site: _______________  
                          ___ Type and Screen ____________                          CBC CMP PT/INR PTT                ___   Influenza A/B       ___________                       ___ Crossmatch      _____________                            POC Glucose  EKG        
       ___   RSV                      ___________

     # of Units: ________________                            Head CT w/o                                 ___   Rapid Strep           ___________
            ___     List: ___________________                 
___   Aerobic Cultures   ___________                                             ___________________    
   PATHOLOGY:
___   Anaerobic Cultures ___________                     ___  EKG   ___________________
           ____  Source - ____________________

___   Gram stain only    ____________
            ____ ________________________              ____ ____________________________

            



            ____  ________________________


                 



RADIOLOGY     DX/Symptoms 
 Time    
Medication Order

	
	

	
	

	
	

	
	

	
	


___ Chest x-ray        ____________

___ KUB
    ____________
     
___ Cervical
    ____________
               ___  Abdomen complete w/PA chest (flat           & upright)


___ Extremity       Site ____________ other x-rays  Specify: ____________
___ C-Arm   
_____________



                   
CT’S


                       
____ Head w/o



____ Cervical


____ Chest  (PE protocol with)


____ Abd/Pelvis (with)

____ Abd/Pelvis (without)


PHYSICIAN’S SIGNATURE: _______________________________________    Date: _________________    Time: _______________
F:EPIC/Downtime_Procedures/JCHC ACU-OR Downtime Forms/Order Form                                                                                (6/21)

