If‘: NNTP TELEPHONE REFERRAL NATIONAL NEONATAL
~ TEMPLATE TRANSPORT PROGRAMME

Feidhmeannacht na Seirbhise Sldinte
Health Service Executive

Where possible, please have the following information to hand
when telephoning the NNTP to request a transport.

Date of Transport Request: /- 20 Time of Transport Request: L hrs
Time Ref Unit Decided to Transfer Infant: . hrs
ReferringHosp: Unit: @ RefHosp/Contact: Ref. Consultant:
ReCeiVING HOSP: ...............ccoooooooooooeeeeecccec, Unit:........... @ RefHosp/Contact: ... .. Rec.Consultant: .
REASON O TraANSPOIt e Time Critical: |:| Yes |:| No
SUMMARY OF INFANT DETAILS RECEIVED BY PHONE

patientNamMe: ...~~~ DOB: [ 20 Sex. M/F TimeofBirth: : hrs Age:
Gestation: wks. BirthWt.. gms PresentWt.. .. gms Apgars @ mins; 1= 5= 10=
Surgical? Medical? Cardiac? Cong Abnormality? DIAgNOSIS:
Infection Risk: || NO [ YeS (Y082 e )
LT L 00000000000000 0000000000000 os oo
[ Alrway CURRENT MANAGEMENT/STATUS PRIOR TO TRANSFER
| Ventilation Resp Rate ETT Size ETT Taped Chest X-Ray ADVICE

Mode
I P — ms@lips
‘MI PIP PEEP/CPAP Vent Rate Tinsp $a02 Pre-duct

Fi02 %

Post-duct

BLOOD GAS Site pH (o, 0, HC03 BEx Lactate Bl.Sugar

Time
A e |
M‘ IBP S M Perfusion CapRefill | HgB Plts

HR NIBP D

1A Access Peripheral /UAC IV Access Peripheral / UVC/ Cent.

Fluids Tot.Rate................ mis/kg/day | Bolus(s) Dose(s)

Type? 1. Type? 1.

2. 2.

3. 3.

4, 4.

5. 3

DRuGS | DOSAGE ADVICE | ENVIRONMENT Core Temp. / SetTemp

Morphine [ ] Consent? Yes [ ] No[]

Muscle relaxants [ ] Il:‘l‘:::).II-R'.lI\::TION Seen by Mother? Yes | No[ |

Surfactant [ ] Religious Rites? ~ Yes[ | No[ ]

Inotropes [ ]

Antibiotics

Prostin L

Anti-Convulsants | |

Nitric Oxide [ ]

Other || NNTP Dr’s Signature

ADDITIONAL/OTHER RELEVANT INFORMATION




