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ISBAR4AC/Nurse Clinical Handover Information Age:

For Residential Aged Care Facilities

NOTE: Complete ISBAR prior to contacting the GP/ACE Service/Nsw Ambulance
1f TRANSFER to ED send: ISBARAAC, Observations Chart, Medication Chart, Advance Care Plan / MOLST, Confusion Assessment Method

(cami) Please use yellow envelope if available
1 Your name and role: RACF: RACID:
Direct phone number for call back: RACF Direct Fax number:
Identify

Name and position of person you are speaking to:

Resident’s main problem /symptom at present?

How long has this been an issue?

Is there any relevant medical history? (have chart available)

Medications (have chart available) Known Allergies:

Initial treatment and the effect on the resident?

Background
Has Resident’s family been notified of current problem/symptom?  Yes / No
Name of the resident’s usual GP:
Is there an Advance Care Pian / Directive or MOLST in place? Yes /No If yes, whatiisit?
Baseline Observations: (have chart available) Current Observations:
Date: Time: Date: Time:
Temp: Blood pressure: Temp: Blood pressure:
Pulse rate (regular/irregular) Pulse rate: (regular/irregular)
Respirations: Oxygen saturation: Respirations: Oxygen saturation:

A 86L: Weight: BGL: Weight:
A | Urinalysis: Urinalysis:

1. Are there any injuries or abnormal findings?
See Symptom Reference Guide over page

2. Is resident more confused than usual? Yes /No
f yes, complete Confusion Assessment Method - see ACE Manual  CAM score = 1234 (circle)
3. Isthe resident in pain? Yes/No
f yes, use FACES chart over page to determine amount of pain Painscore= /10
Circle the type of pain: Chronic / Acute / Acute on Chronic

1am requesting assistance with / advice for:
Symptom management  Medication review ~ GP assessment of patient  Sending patient to ED  Other
What are the goals of Care (consider Advance Care Plans):

Outcome of ACE call - resident to be.

Doctor's Orders / ACE Advice: managed: (Please circle)
©  infacility
* With assistance of third party
*  ByGP/Ambulance / Other
Name: Signature: Date: * _Transferred to ED
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