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A  indicates a selected order. If a defaulted order is not appropriate, draw a line through the order.

Device Consent  (3 check all that apply):

Sedation: 
	Moderate sedation and analgesia
Devices (Choose appropriate):
c	 Insertion of:    c ______________chamber Permanent Pacemaker   c Automatic Implantable Cardiac Defibrillator
	 c	 Bi-Ventricular Pacemaker    c  Implantable Cardiac Defibrillator     c Temporary Loop Recorder    
		  by__________________________________________________________________________________________________ M.D.      
c	 Generator Replacement by:________________________________________________________________________________ M.D.
c	 Lead     c  Replacement    c  Revision and/or   c  Extraction by____________________________________________ M.D.
	 Lead type: Pacemaker  c  Bi-Ventricular  Pacemaker   c  Implantable Cardiac Defibrillator Lead
c	 Other_____________________________________________________________by:____________________________________ M.D.

Diagnosis:_______________________________________________________________________

Isolation (check all that apply): 

c	 Airborne precautions    c  Contact precautions   c  Droplet precautions

Nursing: 
	Skin clip and prep _________________________________________________(location).  (Outpatient only)  
	Provide pre-procedural education 
	Have patient void on-call to procedure
	If patient is diabetic, check capillary blood glucose upon arrival to Pre-Op Department
c	 Place urinary catheter; Reason for placement: Procedural. For inpatient admission, upon placement, send urine for UA to 

Reflex to Culture (UATC) 
c	 Other:________________________________________________________________________________________________________

Nutrition: 
	NPO     c  after midnight   c  6 hours pre-procedure    c  except PO meds

LAB: 
c	 Pre-procedural labs to be done at ___________ including: 
       	c 	BMP     c  CBC    c  HCGS    c  Lipid Profile   c  Hepatic Function Panel     c  APTT     c  PT     

Procedures:  
c	 12-lead EKG at ________________ to be done at _____________; Reason for exam: ____________________________________

IV Fluids: 
c	 ____________________________________to run at _______________ mL / hour.  Start at_______________
cSaline lock, flush per protocol
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Medications: 
Pre-Procedure: 
c	 Give all medications the day of the procedure except the following:__________________________________________________

Medications on-call to Cath Lab (after all consents signed): 
c	 Diazepam (Valium)__________mg PO X 1 on-call to Cath lab, or                 
	 c	 Lorazepam (Ativan) __________mg PO X 1 on-call to Cath lab                 
c	 Diphenhydramine (Benadryl)_________mg PO X 1 on-call to Cath lab     

Antibiotics:           
c	 Cefazolin (Ancef) 1 Gm IVPB X 1 to be administered within 60 minutes of incision time, or
	 For IgE mediated B-lactam allergy (i.e. hives, laryngospasm):
	 c	 Vancomycin 1 Gm IVPB X 1 over 60 minutes to be administered within 120 minutes of incision time
		  Reason:  c  B-lactam allergy    c  active MRSA

Antibiotic Device Pocket Irrigants – To be administered in Cardiac Cath Lab
c	 Bacitracin Irrigation 50,000 units in NS 500 mL X 1 irrigation bottle, or
	 c	 Cefazolin (Ancef) Irrigation 1 Gm in NS 500 mL X 1 irrigation bottle, or
		  c	 Neosporin Irrigation 1 mL (neomycin 40 mg / polymyxin B 200,000 units) in NS 500 mL X1 irrigation bottle, or
		  c	 Vancomycin Irrigation 1 Gm in NS 500 mL X 1 irrigation bottle
			   c  Vancomycin 500 mg vial topical X 1 for dusting

Additional Orders:

c	 ______________________________________________________________________________________________________________

c	 ______________________________________________________________________________________________________________


