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WAR RELOCATION AUTHORITY

MANUAL
OP
HEALTH SERVICE RECORDS
— FOR
USE ON PROJECTS



The records enclosed, In this folder relate mostly to hospi—*
al and clinic operation* primarily, they are concerned with
recording care given to individualse Some, however, are service
forms to facilitate ac ual hospital and out-patient opera ion and
maintenance = 3 u will note that cer ain records are strictly for
out-patien use; other records are strictly for iIn-patient use” and
some may be used for both purposes. Additional records, obviously
necessary in the opera ion of the health services™ will be made
available as soon as possiblee The records enclosed were considered,
of major importance.

A brief descrip ion accompanies each record. While the pur-
pose and method of use of many of the records is obvious it was
recognized that in some instances additional description was nec-
essary . is hoped tha wi h Jae information contained herein

hat the records will prove convenient o0 you In recording signifi-
cant fac®™ s and in expedi Ing necessary procedures in the operation
of the heal 1 service .

Your comments after use of hese records for several months
will bo greatly appreciated in order that improvemen s may be made
before reprinting is ordered.

These records wore fTinally adopted after much study. Forms
used by the U, se- Army Medical Department, by the United States
Public Health Sorvico Marine Hospitals, by he United States Indian
Service hospitals, and by the Wartime Civil Control Administration
in t Assembly Centers were reviewed and followed to a considerable
ex ent* Preliminary draf s wore reviewed by and altorod to incor-
porate suggestions of sovoral projec medical and nursing staffs.
Wg also had tho bonofit of commorrh of bo h Assembly Contor and Re-
loca i1on Project staffs after their use of tho WCCA forms.

Froquon Ly it was necessary to combine sovoral forms in the
Intorost of printing economy.

All forms,d signed o bocomc par of tho patient? permanent
record arc on 8%, x 111 paper and wore arranged for binding at the
top margin with identifies ion data a tho bottom of tho pago. No
hospital number, out-pationt nmibor, or serial number is used, he
individualls idontification number being usod exclusively,

Perhaps a statomcri summarizing th thoughts of those who
contribxatod. to the dovelopmon of theso forms will bo holpful to

you.



In developing thoso forms it was tho intention to havo con-
veniont working forms based on actual sorvico rondcrod rather than
on any thoorotical plan. Also, i1t was tho gonoral plan that all
patients! records would bo filed in one placo# tho hospitalfs
Con ral Chart Room. A fow oxcopfeions o this gonoral rule wore
rocognizod as boing dosirablo In ccr ain projects, namelys Immuniza
tion Record, Don al Record, and the Minor Ailmon Rocord. Whonovor
a paticntfs record loaves tho Cem ral Chart Room the person iIn
chargo should mako a proper notation of i1ts destination and who is
rosponsibloe

Modical sorvico to Individuals at ho project, by necessity
of living accommodations, vgrios considerably from fuxt of the
normal communitye It includes two distinct typos of sorvico usual-
ly available in tho normal American community, Ono is tho type
usually obtainod mthrough hospital In-*Pa tont Sorvico, through hos-
pital Out-Pation Departments or clinics, or through privato
physiciansT officese Tho o J10r is ho homo romody typo usually of
minor nature which is obtained in tho individualls own home often
without tho visit of a physician, and sometimes proscribed from tho
local drug store= On ho project tho following distinct typos of
scrvicos to individuals appoared clear?

1= In-Patient Servicee This sorvico includes hospitalization of
patients on the usually accepted grounds, and also includes an
infirmary type of sorvico for minor illnoss.

2, u *Patiout Department Service . This sorvico involves tho
opera i1on of regularly schodulod diagnostic, troatmont, and
preven ivc clinico as ofton as ]I0 nood roquiros and tho staff
can attond. Those clinics should oporatc on an appoin iIncut
"basis, patients "boing roforrod from tho In-Pa icirt Service,
the Sick Call Sorvico, tho Emergency Room Sorvico, or ]i0 Homo
Sorvico.

3= Sick Call Sorvico. This service may bo considorod oquivalont
tho daily sick call of the Army and to a largo extent should
be able to adequately provide for tho caro of minor ailmonts.
Sick Call Clinic should be schodulod regularly, and as often
each day and at as many points of ho projoe as nccoscary and
foasiblo. To assist iIn his sorvico oach school building was
designed wj=h a 3iG .lai room. Tho school health room was con-
coivod not only for school uso but also for community use. It
could bo utilized very well in tho Sick Call Servicee At somo
projee s a section of one of tho regular barrack buildings 1is
being u 1lized= In a few instances dispensary buildings havo
boon oroctod. Tho record designed for uso of this sorvico is



short ad. simple = It is believed that full and proper uso of
this ype of service will moot not only ho health noods of
tho ovacuocs, but also provon ncodless crowding of tho rogu-
lar typo Ou Patient Clinics with pationtc whoso diagnoses
and therapy arc obviously simple =

4. Emcrgoncy Room Service. This sorvico is available on 24-hour
Basis as needed* will provide service for accidonts and
for the moro sorious eases repor cd at times when the Out-
Patient Department or Sick Call Service is closede

5, Homo Service. This service :3 available on 24-hour basis as
needed« While 1t should bo kept a < minimum, thoro will bo
homos requiring the call of a physician boforo proper disposal
of a particular medical problom can bo made.

In order that tho medical service mny oporatc with groatost
efficiency all ovacuooa, so frr as possiblo, should 1®port tho en-
act of their illness at tho regular sick call period. In thio way
tho Emorgoncj Room Sorvico and tho Homo Sorvico will not bo ovor-
burdonod, rosorving thom for real nocd] and the rogular Ou Pn ictit
Department Clinics Will not bo ovorburdonod vw/ith minor illnoss,
rosorving them for patients requiring moro extensive study and
tirccttmoirb. At tho sick call tho pcitiont will rccoivo iImmodiato
consideration vihich may take ho form of (1) immediate simple
advice, proscription, or troatmont, (2) referral with an appoint-
ment to a regular Out-Pci icn Clinic, (3) request for hospitaliza-
tion, or (4 c.ny combination. Patients seen i the Emorgoncy Room
or on a Homo Service call will rocoivo tho nocossary immodiato
care and thon disposed of bT {1)roforral to an Out-Patient or
Sick Call clinic, (2 request for hospitalization, or (3) dis-
charged.

It is doairablo for officiont uso of patientsl records that
a definito order of arrangoraont bo followed both for use of the
records on the wards, in tho Out-Patient sorvico and also for final
filing 1n tho Central Chart Room. Tho sequence of Out-Patient
records 1is most convonicn when tho samo order is followod for Out-
Pationt uso anf for Chai- Room filinge For In-Patient rocords 310
sequence will vary from the ward3 to the Chart Room files.



Because all WHA records of pcitien s1 care will be peman-
ently filed and some uniformity will be desired for all projects
the following sequence is reauested to be followed for In-Patient
and Ou Patient forms wherTThe patientj s record is made ready for

the Central

Chart Room.

In-Patient Records Seauence for Piling

In-Patient Admission & Discharge Record
Consent to Care a Hospital

(@ Clinical History Record, or

() Ante Partum Record, 1if used, or

(c) Newborn Record, 1if used

Physical Examination Record

Wardls Surgeons Progress & Treatment Record
Laboratory Record

X-ray Report

Report of Anesthesia

(c.) Surgery Rocord

(b) Labor and Postpartum Record

Unusual Occurronce Report

Permit for Pos mortom Examincition
Autopsy Rocord

Doctor =s Order Shoot

Tompgraturg Char

Bodaido Rocord
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Out-Pationt Records Soquonce for Piling
and For Usg iIn Out-Pa™iont Service

(@ Dispensary Minor Ailmont Record, 1if used
(b) Clinical History Record, if used, or
(©) Anto Parturm Record, 1T usod

Physical Examination Record

Out-Patient Progress Rocord

Laboratory Record

X-ray Report

Report of Anos hosia

Surgery Record

Unusual Occurronco Report

Public Health Nursing Rocord



For service on the Wards tho following soquonco of In-
Pat 1ont records 1Is suggostod. Obviously, a full so of theso
rocorda will not bo nooded for patients such as woll nov/borns.

Tompora urc Chart

Doctor fs Order Shoe

Bodsido Record

In-Pationt Admission & Discharge Record
Consent to Care a Hospital

(@©.) Clinical History Record, or

(b) Ante Par Record, 1if used, or

(c) Newborn Record, 1f used

Physical Examina ion Record

Wardi3s Surgeons Progress c Treatment Rocord
Laboratory Record

Report of Anesthesia

Surgery Rocord

Labor and Postpar um Rocord

Unucual Occurrence Report

Pormit for Postmor om Examination

00MONER
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The following persons contritm ed in the preparation and
review of preliminary forms and in the drafting of the final
recordsi

A. B.- Carson, M.D. - Tule Lake Relocation Project
James Goto, M.D. - Manzanar Relocation Project
Lauren Neher, M,D, - Minidoka Relocation Project
Jack Slea h, M.D* - Gila River Relocation Project
E. Ce Stamm, Sr* Dental Surgeon- U.S.P.H.S., San Francisco

Joy Stuart, R.N” P_H"N. - WRA, San Francisco

Carlyle Thompson, M.D, - WRA, San B"rancisco

Yoshiye Togasaki, M«D, Manzanar Relocation Project

Gertrude Wetzel, - Manzanar Relocation Project
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CONSENT TO JDARE AT HOSPITALt WHA-39

This form must bo complctod on cvory admissioii
and signed by the patient e If the patient iIs a minor
or is physically or mentally unablo to sigft for him-
self the nearest of kin should sign the record. In
those iInstances whon the patient cannot sign for him-
self and delay in locating the immodiato rolativos
would bo detrimental o the patientfs subsequent care
such caro may bo rondorod without signed consent. When
this condition prevails tho facts pertaining should bo
recorded on the conscn slip and signed "by tho admit-
ting officere= Howovor, tho consent slip should bo
signed In tho regular manner as soon as possible thoro*-
aftcr.

It is the responsibility of tho admitting of-
ficer to sgg that this form has boon complotod on oacn
admission. It 1s ho responsibility of tho operating
surgoon o0 sco that this form has boon signed and iIn-
cluded in tho history before any surgery is performed
upon a patiente

This form bocomos a part of tho pationt*s por-
manont record.



Consent to
Care by or
in Hospital

Agree to
Remain Until
Discharged

(Surname of patient) (Given name)

CONSENT TO CARE AT HOSPITAL

The undersigned consents to any and all medical and surgical treatment
prescribed by the physician or surgeon attending

and to the administration of and/or performance of all necessary exam-
ination, treatments, anaesthetics and operations which may be necessary
or advisable during (his) (her) (my) care as a patient in the hospital.

It is agreed that the said patient is to remain in the hospital until the
attending physician in charge of the case recommends discharge. Should
the patient leave without discharge, the following signer assumes all
responsibility for any and all untoward results that may folloiw and not
hold any blame therefor against the physician or the hospital.

SIGNATURE ..o,

(Relationship to patient)

(Physician) (Witness)

(Identification number)



N-PATIENT ADMISSION AND DISCHARGE RECORD: WHA-40

Tho purposo of his form is to summarize
the patientlij entire In-Pationt hospital record.
Tho first piiysician o:camining he patient after
cidnission w1 1 complotc he top bird of the form
and sign it ct that timese The ires of tho record
iIs to be completed and signed "by tho discharging
physician.

This form bocomoa part of tho patientrs
permanent record.



IN-PATIENT ADMISSION AND DISCHARGE

Project address of patient. Sex. Race.
BIrthpPlaCe...c.ooiii e s . \2 S Age.

S
RElIGION.....coiiiiiie e Marital statez M...........
In case of emergency notify.

(Name) (Project address) (Relationship)

Main admitting diagnosis....
Date admitted.......ccooeviiiininiiiiireee, STGNMATUTE ..ttt e et e ene e ... ..MD

Diagnosis Date of Treated Un- Oper-

Final Diagnosis !
Diag. treate ated

Condition on Disposition

to majo'r“
condition

State chief diagnosis on Line 1" other diagnosis in order of importance® include dental diagnosis.

Open Date of

Operation (Name) No Anesthetic Operation

Name of Surgeon

Other significant summary and data— Recommendations

(DT Eo] g F= 1 {0 =T I o TSR

.................................................. Lo e MD

(Date of discharge) (Hospital days)- (Signature of discharging physician)

(Surname of patient) (Given name) (Identification number)



ADMISSION REPORT
MmN Hour

(Surname of patient) (Given name) (Identification No.)

has been admitted to Ward.........cc.ooeeeiviieeicii e,

This copy for (check)

Chief Medical Officer. . Ward.....cooovveee.
Chief Nurse................ « Admitting office
Other........cou.....

ADMISSION REPORTe WRA-41

This record i1s a report of tho nctunl admi
anco of a pationt and i1s intended to provide daily
informa ion to oertain hospital s affe It is to bo
made out in quadruplicate or with additional copios
if dosired at tho timo of ho patientfs admission;
one copy being sont to each of tho following?

Chief Modical Officer
Chief Nurse

Ward

Admitting Office

(Other copies may bo roquirod --- one to business
office, otce). On oach copy i1t should bo iIndicated
by chocK raark for whom tho copy 13 iIntended.

This form is no intonded to bccomo part of
the patientT3 permanent record™*



DOCTORS ORDER SHEET. ~fRA-42

The orders given by physicians in
rcgaira o Ji ir pcitioiits ciro_to be ontGrod
on this form with ordering time indicatod.
All orders, whe her* wri ten by tho physician
or nurse, must boar the physician”™ signa-
Uire* The nurso checking 30 doe
orders will insert her initials vith the
Gxnc tinio 1lc order is chocked.

This form bocornos part of tho
patient?s pcrmcmori record.



Time. Ordered

Date Hour

(Surname of patient)

DOCTORS" ORDER SHEET

DOCTOR’S ORDER

(Given name)

(over)

Diagnosis

Nurse’s Initials*
Time and date
order checked

Physician’s
Signature

(Identification number)



lime Ordered

Date Hour

(Surname of patient)

DOCTORS' ORDER SHEET

.................................. + ememeen smemess e nnenennenenens D1AQNOSIS.

DOCTOR’S ORDER

(Given name)

(over)

Nurse’s Initials.
Time and date
order checked

Physician’s
Signature

(Identification number)



TEMPERATURE CHART”™ WRA-47

This = a usual hospital tompomturo
chart™providing for certain additional pationt
data In summary form* The accompanying form
has boon mcido out as a oamplo.

Yemr attention hac already boon called
to tho error in printing with regards to plot*
iIng ompera urcse A series T 4 dots should
have been printed inctoad of 3 dots botwoon
oach sot of horizontal parallel black solid

e Tho chart 1is usable If ono extra do
iIs Inserted. Forms correctly printed are being
obtained. Temperatures will hen be easily
recorded in either the Centigrade or Fahren-
heit scale, depending on which type r thermom-
B er has been made available to you.

This record becomes part of the patientTs
permanent record.



TEMPERATURE CHART

A ?3 C

( SURNAME OF PATIENT GIVEN NAME ) IDENTIFICATION NUMBER



BEDSIDE RECORD WHA-44

This record will be used by the

except when

the Newborn Record is used. ?tmi-'s not

necessai”r hat a new shoet be used a

J pGgi)llling of each day, "but eacli dayfs
entries should be clearly separated from

tnose of tho previous day by two lines
drawn across the pago iIn rod ink with the

date written in rod iInk between these

aaner mi™ Ighte?ords for the day ar CI SGd

) This record bocomos part of tho
patient Ts pomianont record.



BEDSIDE RECORD

Hour Temp* Pulse Retp. Food - Medicine - Fluid Intake Urine Defn.

(Surname of patient) (Given name)

(over)

Treatment and Remarks

(Identification number)



Hour Temp Pulse Resp Food - Medicine - Fluid Intake

(Surname of patient)

BEDSIDE RECORD

Urine Defn

(Given name)

(over)

Treatment and Remarks

(ldentification number)



CLINICAL HISTORY RSCOR] \ WRA-45

Tho Clinical. His ory Rocord will bo
complotcd by tho attending doctor on ovory
patient ndmi tod to the 110spi nl except ob~
stetrical patiem s and newbornse This fotm
will also bo used In tho Ou -Patiemt Depart-

mont clinics™ oxcopt Sick Calle

Tills form "bGComos part of tho patient
pormcinGn record*



CLINICAL HISTORY RECORD

Family History—Past History—Present Iliness

(Examining physician)

(Use other side if necessary)

(Surname of patient) (Given name) (Identification number)



PHYSICAL EXAMINATIONiIWRA-46

The Physical Examination record
will bo ucod by tho attending physician
for Gvwc'ry patient admit tod to tho hos-
pital except obstetric patients and new-
bornse This form will also "o usod in
the Out-Pa ion clinics ewhenevor Form
WHA-45, Clinical History Record, is used

This form "bGCOmos par of tho
pa lentfs permanent recorde



PHYSICAL EXAMINATION

Headings: General appearance, weight (normal and present), eyes, ears, nose, tongue, teeth, throat, lungs, heart, arteries® pulse, blood pressure, abdomen,
intestines, liver, spleen, kidneys, skin, mucous membranes, bones, joints, muscles, glandular system, nervous system, genito-urinary system.

Diagnosis

(Examining Physician)

(Use other side if necessary)

(Surname of patient) (Given name) (Identification number)



WARD SURGEONTS PROGRESS AND TREATMENT RECORD, WHA-47

This form will "o used for he follow-
up care and progress notes of all iIn-pation s,
except obstetric patients r.nd newborns, by all
tho a tonding physicians and dentists, includ-
ing individuals called in professional consul-
ta ione

This form bocomos part of tho pation *s
permanent recorde



WARD SURGEON’S PROGRESS AND TREATMENT RECORD

Ward surgeons will record on this sheet the diet, treatment, complications, changes of diagnosis, intercurrent diseases, and daily
progress of the case, and will initial each notation.

Date

(Surname of patient) (Given name) (Identification number)

(over)



WARD SURGEONS PROGRESS AND TREATMENT RECORD

Ward surgeons will record on this sheet the diet, treatment™ complications, changes of diagnosis, intercurrent diseases, and daily
progress of the case, and will initial each notation.

Date

(Surname of patient) (Given name) (Identification number)

(over)



ANTE-PARTUM RECORD, WHA-48

This form is o "o completed as
fully as possible on he occasion of tho
patientfs first rogistra ion in tho pro-
natal clinice Spaco is provided for 18
anto partum visits* If more spaao is
nooded, the Out-Patient Progress Record
Form WRA-62 should bo usod. When pationts
on whom this form has boon prepared enter
the hospital this record bocomcs part of
tho In-Pa icri record and should procede
tho Labor cind Postpar um form in e
pa 1ontJs hospital records

_ This form bocomos par of ho
patient? permanont record*



WRA-40

ANTE PARTUM RECORD

At Term

Age..ie Gravida

Abnormalities:
Relevant Family History

Aledicd.1 History  (Particularly Cardiac, Renal, Pulmonary, Venereal Diseases)

Menses: Began at........ccccoe veveieneiniceineeeen Usual DUration........cccceeevrveneinienneene

REMArKS: (PAIN, BTC.) it et ettt er et £rbeeenenes

OBSTETRICAL HISTORY

___Abortions

Usual Interval.

Date Pcrzlgjgs:n(é; Details of Labor Puerperium Child: sex, weight, health
Remarks:.....cocoveeeeeeieeceeee e
Husbands History: (Note V.D. or Thc.).
PRESENT PREGNANCY
General Examination: Temp......c.cc.coeevenene Pulse.....ccooevevieriennnn, (2T o BPureieeeiree, Ht........... W t..

(Note: heart, lungs, teeth, throat, thyroid, skin, extremities, etc.)

(Surname of patient) (Given name)
(over)

RECORDER-SUNSET. S. F. 8-42 5M

(ldentification number)



L. M. P. date: Type P. M. P. date:
Date of Quickening........ccccocvveveveviciveieinnnnns N U 1T U Vomiting.

DIEEAM Q. .. Constipation.........cccccveeinennene

[ (=T - (o] o [T Edema.....ccocoveieiiie e,

BreastsS. ..o

Abdomen: Ht. of fundus.......cccoeveviev eeoveeen, 1 A F- 1 0] o OSSR Hernia....cooeevevvieeenen,

PEIVIC. .o e

Measurements: Sp.......cc.. coeeeee. (OF SR Tl e Ext. vonj......ceuene. Bitub.....cccc oo C.D.ceere

Pubic angle......cccovviiiee i, Spines Sacrum...... ... Prognosis..

M.D.
(Signature)



LABOR AND POSTPARTUM RECORD, WRA-49

Tins rocord will be oponod for every
obstc® riccil pr ticirfc cit tho start of labor.
It provides for medical findings during the
laborP during ho puorporal period and also
for edg return pos pcir um chock~up rt 110

out pT i:r
rocord will sorvo as tho in-patient history
and physical examination record. 2l n addi-

tional space is roquirod for medical notes
for unusually long periods of* obstetrical
hospitiza ion, uso tho regular War Surgeonfs
Progress and Trentmont Rocord Form VVRA-47.

Abbreviations usod on this record aro
as follows s

HR - Heart

BP - Blood Prossure

Rosp - Respiratory

Ps-Pn - Position and Prcsori a ion
PHT - Footal Hoar Tones

This form bocomos part of ho patientls
pormanont record*



LABOR AND POSTPARTUM RECORD
FIRST STAGE: Ward
GENERAL PHYSICAL EXAMINATION Bed-------------
Resp.

Temp.------------ Pulse.....cce. veeee. Resp.---- B. P Heart----------- Lungs ___Infection Other
Abdominal Examination: Ps. & Pr. ENgagement......ccoce e FH.T
Rectal Examination: “initial) Station.........ccccvvivivcvcieieceeens Effacement......cccccccvvcecininns e, Dilatation...................
Pains began at.......c.cccooieiiiennne Character......cocoevvieiieniceen FreqUenCY.....cc v Duration.......c.ccoceeeneneee.

| =T T
Membranes ruptured: NO.......cccoceviiiieiennne SPON..cciiiieeceee e At s TIMe.oiiiiiiiiins s
Medication

SUBSEQUENT EXAMINATIONS

Engagement Cervix Rectal or
Date Hr. B.P. F.H.T, Above at  Dilatation Ps. and Pr« Vaginal Remarks

Below Spines Consistency Exam*
SECOND STAGE! Began......iveneee. Delivery: Date.......cccccovuueee.. Hr e Type delivery.
T DNOIMAL ESCIOEB. ....iviiii e bbbttt bRt bbbt b bttt b st bbbt st ne et
F N 1= 1 =) - VRS Administered by.

AlVe...oiis e e,

Baby: Stillborn.........ccccoceiinenenn SEX it Condition........ccccceeveenne
REIMATKS. ..ttt ettt c ettt sttt b e et b et et ettt et e tenrene s

(Surname of patient)

(Given name) (identification number)

(over)



THIRD STAGE: Total blood
Placenta delivered at: Hour. Intact. Lost ..

Medications:

[ o R (o] (] 0 A = LT - UL SRS

Lacerations: ISt®.....ccccovvniiienneinieen 2Nd 3rd Repair.

Lacerations CEIVICAL.......coiiiiiiiii e Repair....cconice e,

ANESTNESTA. .. Administered bY......cccovviviinnenne e

REMAIKS.....oiitiiiiic e e e ——— e

(Signature)

DAILY SUMMARY DURING PUERPERIUM

Ht.
Date Fever of Lochia Breasts Perineum General Condition—Remarks

Functus

CONDITION ON DISCHARGE

) Return to o
Date discharge.. .Postpartum clinic.. (Discharging physician)
POSTPARTUM EXAMINATION: Temp. Pulse.. RESP..cvvveiee e, B.P.-

General EXamination......ccccooeveviees o eee ceeee eeeriees

Pelvic Examination..

Recommendations:.

# (Signature)

M.D.

M.D s
Initials

M.D.

M.D.



NEWBORN RECORD WRA-50

Tho Nowborn Rocord will bo usod. for all
woll babies during ]! nowborn period. Nowoorns
who become ill and. aro transferred out of tho
nursery will require Jig usual Bedside Rocord.
Form ~A*-44 as well as the usual Clinical His-
tory and Physical Examination Records, Forms
WRA-45 and 46, Each n w*born should be thorough-
ly examined at "birthi and }ic findings recorded
wi hin 24 hours of tho dolivorye All abnormal
findings upon physical.examination should bo
fully doscribod.

Tho nIDIDrcvia ions used oil ]Jlis shoo
as Tollowss

OM -occipitomontal

OP «occipitofrontal

SOB - suboccipi obrogmci ic
BP -bipariotal

BT -bitemporal

This form bocomes part of tho pa I ntfs
pormanont rocord.



NEWBORN RECORD

MOTHER'S NAME....cciiiiiiic ettt e e e ene s Iden. NO...cooiiiiee e,

Date of birth.......c..cccooevivncien, LI LT Full Term ..o Sex.

Type of delivery.....cocvivie v, SRRSO SRR e ————
Eye

Medications GIVEN......ccccceiveiericeeer e e ———— Prophylaxis.......c.cccccoeeviniviiinnnas

Physical examination at Dirth (Note: Eyes, mouth, heart) lungs, cord, genitals, anus, spine, extremities)

Diameters at birth: O.M."..... ............ OF. SOB..coeeeeee B. P jd1v

(In centimeters)

Circumferences at birth: O.M.................. OF i s SOB.coiiieie Shoulders.......

(In centimeters)

(Signature)

NURSED NOTES

Days Date Temp. Wt, Eyes Skin Cord Stools Urine Feeding: Type, Amount, Schedule— Remarks

10
11

12
13

14
15
16
17..

(Surname of patient) (Given namt) (Identification number)
(over)



Physician™ Progress Notes:

SKiNLciic EYBS i MOUERN.....oiiiie e
HEAIT. ..o e e UGS ettt et ettt e
UmbIlicus . oo GenitalS.....coovveiiie e BUTLOCKS. ...ecviieiiiecec e
I JUTTES oottt et ANOMAIIES. ... e
(OFo T aTo L1 A o] a 1) o Jo F o] a1 o T LU

MODE OF FEEDING:

FOrmMUIa— . o e e e e

Schedule........ocoevviiciiiiccec,
RETURN TO WELL BABY CLINIC

DATE OF DISCHARGE

M.D.
(Signature)



SURGERY RECORD, V/RA-51

This record form must bo complotod
on all eases rocoiving surgical treatmont.

The primary prc*i pora ivG diaghos-
is Y/ill bo entorod on this folrai boforo
surgery 1iIs started*

Tho pos operativo diagnosis will
bo inserted on this record immodiatoly
following surgory ¢ Tho surgeon v/ill des-
cribe tho Surgical plrocoduro ahd findings
on ho day of surgorye

Tho Pathologist Report will bo
completed as early as possible on every
ease on which spccimGns are submitted for
examinatione



SURGERY RECORD

ROOM OF WaArd NO....oiiieiiiceee e Bed....ooiiiieeeee e Date.

Preoperative Diagnosis.

Postoperative Diagnosis.

Findings (Including condition of all organs examined)

Operation (Including Incision, Ligatures, Sutures, Drainage, and Closure)

(Use other side if necessary) (Surgeon)

Pathologist’s Report.

M.D.
(Pathologist)

(Surname of patient) (Given name) (ldentification number)



REPORT OF AWESTHESIA9 TOA-52

It is tho rosponGibility of
individual o.dministoring the anosthotic
to see that this form is accurately com-
plGtcd and Inserted into the pr.tiont s
record tho same day the oporation is
porformod. No anosthotic 1is to begin
until tho portion above the graphic rec-
ord Is complotod. OFf particular Import-
ancc- IS tho c¢310ck of tho spopgo
boforo and after each oporation ana tnho
nnejoTtion of tho name of tho person mak-
ing such chock.

This form bocomes po.rt of tho
patient”™ permanent record.



REPORT OF ANESTHESIA

SUFPGEBON ottt ASSISTANT. ...t s e et e,
Preoperative diagnosiS.........ccerveirieiricinee et Habits: TODACCO. ...
Preoperative examination: Heart........c.ccocveeiiiieicicise e T Lo TSRS
Preoperative Urine EXAMINMATION. .....ooiiiiiiiiitiiie et ettt ettt ettt bt bt bt b e b e b e e bbb ee b e s e bt b eb e b e bt et es bt s sa ebe e enenen s

Yo o L= = (A VZCT 0 0 =To [ ToT: LA o] o SRS

15 30 45 18JhR 15 30 45 2"9HR 15 30 45 39 HR

V<o [Tox-Ud o] oI [ NS0T o =] V2SSO
Sponge Count: Before......ccccoees vvverceie e, After e, Checked by.
Condition At CIOSE.......cciiiirie e e e
REMAIKS. ... oo e e - o .

(Signature of anesthetist)

(Surname of patient) (Given name) (Identification number)



REQUEST FOR LABORATORY EXAMINATION

Name. Iden. No.......
Ward......cooeceeeevies e Bed...ooo. e e, Date

Probable diagnosis

Specimen to be examined

Examination desired

Remarks.

PEQUEST FOR LABORATORY EXAMINATIO WRA-53

This is not a por ion of thG patientfs
permanen record but Is a request to toch-
nicians fTor examinations desired.



LABORATORY RECORD”™i1IVRA-54

This record i1s for use in both
the In-Patient and Out-Patient services
and bocomos part of the patiorvics por-
manont record. Data will bo recorded
by laboratory staff or other individual
performing os s.

Cau ion is particularly hcedod
in tho uso of his rocord in order to
avoild v;astc« Avoid using a separate
shoot for recording oach laboratory tost
Gonorally, one shoot should sorvo for
one 110spi al admission and rola od Out-
patient dopartnicn visits e



Ward

Quantity...

Specific Gravity.........
Reaction

Albumin

Sugar

Whhite blood cells

Examiner

Hemoglobin......
Red blood cells.

Polymorphonuclears.
Segmented.................
Non-segmented........
Small mononuclears.
Large mononuclears.
Eosinophiles...........

Abnormal.................

(Surname of patient)

LABORATORY RECORD

URINALYSIS

BLOOD EXAMINATION

SPINAL FLUID

(Given name)

(over)

(ldentification number)



OTHER EXAMINATIONS

Remarks:



Xx-ray report Mwra-55

This record iIs a combination request
cmd report form. The upper half of the
record will bo complotod by tho at Gnding
physician ahd 10 shoe sGnt o the X-Hay
doiDartmont. Tho X-Ray dopartmont shall send
for tho pationt at the most convcniQ)! timo
s-oon  hcroaftcr e The form should bo com-
plotod by tho rooirfcgecn010gist or in his
absence by tho physician interpreting tho
film within 24 hours and inserted iInto the
paticn Ts record.

This form becomes part of tho patient
pormanon record*



Ward

X-Rays requested

Clinical Diagnosis and Data:

Dressings (may) (may not) be removed.

Date

Size of Film Number of Films

Roentgenologist Report

(Surname of patient)

Bed No..

X-RAY

(Given name)

REPORT

Date

Patient’s age.

(Physician in charge)

Position

(Identification number)



REQUEST FOR CONSULTATION

Date.
Iden. No.
NBIMIE. ...t e et 1 e e s e e e e
WP NO .o e n e eerens
o N | (o o1 (o SRR
VAV LoT 8 T To I DT Vo L1 £ TSR
RBIMIATIKS. ...t R Rt

Consulting doctor will please write report on patients progress recora.

RECORDER-SUNSET. S. F. 8-42 5M

REQUEST FOR CONSULTATION, V/HA-56

This record has boon prepared for the convon-
ioncc cf tho requesting and consulting physicians *
The physician requesting consultation will comploto
this form.

is not oxpcc od that this Request for
Consulta ion shall bocolio part of tho pationtfyg per-
manent record* Tho consultantl!ls remarks should bo
rocorded on he Patient? Progross Record in tho
proper chronological, sequence, properly dated and
,sighed.



PERMIT FOR POSTMORTEM EXAMINATION”N WR/U57

No au opsy shall bo performed until
the Pormit for Pos ftiortGn Eiiciinina ion has
boon c mplot d In triplicate and tho orig-
inal copy Y/ith tho rest of tho pationtTs
record given o tho physician performing
tho autopsy. All copies must be duly signed,
two copies romaining in tho office of tho
Projee Modical Officere

The original copy bocomos part of
tho pa i ntfs permanent record*



H °

PERMIT FOR POST-MORTEM EXAMINATION

1 his certifies to the authority given the staff surgeons of the.

Project Hospital to conduct a post-mortem examination, and to remove specimens necessary for gross and microscopic exam-

(LT o] TR o I T oo To Y0 ) PSSR S S TSS :
WHO WS TEIALEA 10 IME @S MY ...ttt ittt sttt ettt et e st h e bt e bt eb e 444 e b e beeE e e es e e R e e Rt eh £ e b £ e R e eb e eE e AR e eE e e b e e b ee e b en b e e e meeheebeabe s seesee e eneeneesens .
SIGNED:
Address:.............
# Identification No..
Witness:
Date.
Permit obtained by. M.D.

Approved by.

(Surname of patient) (Given name) (1dentification number)

RECORDER-SUNSET. S. F. 8-42 ©5M



AUTOPSY RECORD™ WRA-58

This form will bo complotod
by tho an opsy physicicin*

This rocord becomes part of
tho pationt pormanont rocordt
should bo complotod and filed with
the rost of tho pcitien fs chart as
soon as possible



WRA =58

[ ]
AUTOPSY RECORD
DAt OF DRALN..,..eeieeceieiieiete et et ettt ete heete sttt et saesrenaennen liour
Date Of AULOPSY ..oouiiiiiieiiecieee et Hour begun.......ccococveiiieieie e Ended
T To | o 1] 3P
Autopsy Limited?
Gross and Microscopic Findings:
(Signature)
(Use reverse side if additional space required)
(Surname of patient) (Given name) (Identification number)

RECORDER-SUNSET, S. F. 8-42 SM

M.D.



UI''USUAL OCCURRENCE REPORTA WRA-59

Thiic form, while i1t should bo nooded.
only infrequently, must bo completed foi* hG
reporting of a3.1 unusual occurroncos in .the
In»Pr._tiont or OutPci lent services e Examples
of incidoii-bs wliich may occur and should bo
described on this form aro os folldwcj

Pall ¥ ho pG- ioirfc from bod or other
accident to pn icjat e

Patient leaving hospital v/Ithout por-
micsion, otce

It is to bo complotod in duplicate, the
original copy to bocomo jpcir of tho "oationt?s
permanon record and tho second copy to be

Modicc.l "officer,



NURSES STATEMENT:

DOCTOR’S STATEMENT:

(Surname of patient)

UNUSUAL OCCURENCE REPORT

(Given name)

(Nurse’s signature)

(Doctor’s signature)

(Identification number)



WRA-60

NURSERY SUMMARY SHEET

Date:
Weight Temperature
Name Yester- Yester- Stools Remarks
day Today day Today

RECORDER-SUNSET. S. F. 8-42 2500



NURSERY SUMMARY SHEET, ¥/RA-60

This form is for Jig convonionco
of tho nurso in at ondanco on the new-
born and is to be kept in the Nursery.

A soparato shoe is to bo used oach day.
The information on this form is o be
transferred to 110 Newborn Record.



DEFECATION AND URINE LISTSN ~MRA-61

This form is for tho convcnicnco
or tno nurse op nurse aido and is to bo
kept In*tlio Utility Room. Tho nurso or
nurso aide when emptying bodpans or urin«
tils chart tho dofccatlon and voiding*
measuring urino in cc»s. The information
on tiiis forifi is to bo transforrod to the
Itidividual patients Bodsido Record and
Tomporaturo Chart. A soparato shoot is
to H used, each day.



Def.
Urine
Def.
Urine
Def.
Urine
Def.
Urine
Def.
Urine
Def.
Urine
Def.
Urine
Def.
L»rine
Def.
Urine
Def.

Urine

REMARKS

DEFECATION AND URINE LISTS

Specimen Sent to Laboratory 1 2 3

4

5

AM.

6

7

8

9

PNPI1I 23

4

5

Urine measured in cc.
Defecation indicated by T

P.M.

6

7

8

9

nnw



DISPENSARY MINOR AILMENT
OR

OUT-PATIENT PROGRESS™RECORD, WRA-62

This form has® boon proparod for uso (1) in the sick
call service, that is for eases wi h minor ailments or (2)
in t]l0 Out-Patient clinics as a progress recorde All casos
seen in Ou Patient clinics will, of course, havo completed
history and physical examination forms _.oithor upon admission
to tho In-Pationt or On Pa iont service.

As a dispensary minor ailment record it was designed

o eliminate unnoeGssary dotailod medical .reporting and ro-
cording wiiGftcvor possiblei It was not intended o suggest
or oncourago inferior or short-cut modical procedure» Its
use for sol c¢c d patiGnts, rather than tho complete clinical
history and physical examination forms, 1is based on tho fact
that tho living fTacilities ct tho project necessarily olimin-
atod in coiGidorablc degree comriionly carried, out home romo-
dics card. First r.id. A large measure of such services can
bo porforracd at sick call While tho usual complete history
cma physical oxaminc.ti n required for hospital admissions
and for Ou -Pa i1ont diagnostic services iIs not nocossary
for this minor ailment group, there is still an important
need for an aduguato record of sucli visits.

Whon used as a minor ailment record, i1 1is modt un-
likely that moro than ono or wo pngos will- over bo roquirod
for any individual. It may bo kept in tho pationfs regular
file or filed separately in tho sick call file. Tho more
complo o paticn Ts rocord is readily available, if noedod,
in Jlo Central Chart Room.

Whon usod on an Out-Patient Progress Rocord, it will
accompany tho regular clinical history and examination forms
and thus 'te filed as pcir of ]10 pcitiori complo g hocilg i
record and kept in tho Central Chart Room.

Tho physician has a rosponsibillty of major import-
ance r.t csick call. Ho must render quick and accurate sorv-
icG to patients permitting not only roliablc caro of cvacu-
cos, but, also, proper screening and soloction of casos who
require tho more thorough study and treatment of tho Out-
Patient Dopnrtmcn cliniccu



DISPENSARY MINOR AILMENT

or

OUT-PATIENT PROGRESS RECORD

Date first VISit. ..o Ao Sex Race.
] (=] =0 I Y T OCCUPAtION....cccivit e e
Significant present and past history on initial ViSit..........ccooiiiiiii s e

RECORD OF VISITS

X . . Work Physician
Date Service Diagnosis Treatment and Progress Ability Signature
(Surname of patient) (Given name) (Identification number)

(over)



RECORD OF VISITS

. . . Work Physician
Date Service Diagnosis, Treatment, and Progress Ability Signature

(Surname of patient) (Given name) (Identification number)

(over)



2ATION RECORD, WRA-63

This record Vv/ill bo used for every
individual in tho Center for whom any im-
munization procoduro has boon donee

in ended to be filed in a special
immunizes ion file and not in each individualls
pormc.nont hospital record; V/hon the x)ationt
is transferrod to another Project or v/hon tho
Project is closed, this record should bo in-
sortod in tho patientJs permanent record filo.

It is



IMMUNIZATION RECORD

(Surname)” (Given name) (Identification No.)
Block address............ Age..
Typhoid Smallpox Diphtheria Other
Dates of
Previous

Immunizations

Smallpox vaccination: Dates:. Result..
DIPHTHERIA TYPHOID
Date Type Amount Date Type Amount

RECORDER<SUNSET.

OTHER IMMUNIZATIONS

Date Specify: Disease - Type - Amount Date Specify: Disease - Type - Amount

semarks:



HOUSE CALL REPORT

(Surname of patient) (Given name) (Identification No.)

................................... SO VTUNURIRRRTE S 1) GERSRRSPRY (o |- IS
Block Address

TEMP.oviiereeeee, Pulse......ccoevvennne. RESP...covierieienns B.P.eiiis

Present COMPIAINT........ccciiiiiiie i e

Positive findines

(Use reverse if necessary)

RECORDER-SUNSET. S. F. 8-42 25M

HOIISy CALL REPORT /HA 64

This rocord was proparod as a memo
pad to 'to used by 110 physician on ovory
0o call. Sign5.fleant Information on it
shall be transferred within 24 hours with
the physician*s name to ho pci 1om fs regu-
lar rocord, either the Dispensary Minor Ail-
ment rocord or ho Out-Patient Progress
Rocord, as scoms appropriate.

While tho da a on the House Call
Report is for :ic pormanont rocord 110 form
;;folf Is not iIntended for the permanont
ilo.



PUBLIC HEALTH NURS NG RECORD™ WRA-65

This form is to bo used by individuals as-
signod to Public Health Nursing duties for homo
visits, office visits, and conference or clinic
visits. A guide Is under propc.rta ion outlining tho
information to bo recorded under ifNursos Notesl for
variouo types of eases.

In the column marrkod ISorviCGn should bo
rocot'dod the typo of sc”vico iio”* ante par um, post-
parttui, infem 5 morbidity, otc.

In the column marked !Typo Visit" should bo
rocofdod H,V* #homo vioit)» O.V. (offico.visit), C*v*
(clinic or conforcncc visit)e

This fom will bo ke|i)t in tho patient*s por-
mancmt rocofd in tho Central Chart Room so that refer-
onco can bo mado to it vhon noccasary* This form may
"o taken frora tile patientls pormahont record by tho
Public Health nur™o for use on home visits ¢



PUBLIC HEALTH NURSING RECORD

TYPE NURSE S
DATE SERVICE NURSED NOTES VISIT SIGNATURE
(Surname of patient) (Given name) (Identification number)

(over)



PUBLIC HEALTH NURSING RECORD

DATE SERVICE NURSE’'S NOTES SIGNATURE

(Surname of patient) (Given name) (Identification number)
(over)



SUPPLY ROOM LOAN RECORD

1\ Date....
M W

~ Article

Taken by:
Taken to:..

Remarks:

RECORDER-SUNSET, S. F. 8-42 35M

SUPPLIr ROOM LOAN RECORD”™ f/RA-66

This 1s no a pcrmanont rocord but iIs to bo used in
ovory case of borrowing of pormnnont supplies. The slips
aro mado out in duplicate v/hon tho article is borrowed,
one iIs retained by tho Supply Room or v/ard lending, wicia
tho article i1a returned to the Supply Room or ward from
v/hich 1 was bo;r;romcd ho slip on fi o thoro is destroyed
as is tho one on tho ward "borrowing* Tho ward slip 1is
usod. merely to keep tho Hoad Nurse remindod of tho borrowed
articles that cro on her floor.



REQUISITION FORM

Ordering From.

1/7ard or Dept, ordering........ccoeevvernennnnen. Date

Article

Amount Requisitioned Amount Delivered

Original containers including ampules to be returned unless otherwise specified.

e Approved by:

RECORDER-SUNSET. S. F. 8-42 | M

REQUISITION FORM WRA-67

This *?!M js to bo used for all wcird or d pnrt_
mental requisitions. It is to bo made out in duplicate -
botli copies being sont to the wn.Poh.ouso — pliciprcicv -
otc. ~V/hon tho ordor hr.s boon filled and chocked, ono
copy is retained by tho warohouso, pharmacy, otc* Tho
other 1is roturnod with tho supplies roqueotod.



REPAIRS FORM

DX OF DEPL. e Date..oveieececeeiereiie i Type of repairs

Location House Report Workman’s Report and Signature

nset,S. r. 842 5M Signature of person requesting repairs.

REPAIRS OHM WRA-68

The repaid form is to be used for any thpo of repair
v/ork necessary either on tho vai"dsor in any particular do-
par men = After Wiypot should bo listed whether repairs
arc to bo electrical, plumbing, etc. Tho name or number
of tho ward or department should be listed and tho dato tho
repair is requested. Under focationn should bo spocifiod
v/horo tho article to be repaired is situated, that is,
utility Room, lavatory, etc. Undor ”~Houso Hoportf¥ should
bo listed tho report of tho person requos ing tho ropnir,
that i1s, fplcctric light in linon closet will not v/orkn#
tsink in Utility Room will not drainf, otc. Tho uWlorkraan,a
Roportf, 1s to bo filled out by the person repairing the
article, thc.t Is, nsoap c.nd sediment iIn trap or sink
romovodte Worlonan should also sign report, r.nd give any
instructions for tho particular caro of the artjLclo ropaired.

Repair slip should bo signed at ho "bo tom by the person
requesting tho rcoair.



LINEN REQUISITION SLIP WRAMN9

Tho linoh requisition slip is used
to request linon from Jao Central Linen
Room. Slips ciro naclo out in duplicci
ono boing oent to tho Linon Room, tho other
being retained in. tho ward. Requisitions
should bo matflo out cmd sent to tho Linen
Room the nigh "boforo tho linen is needed®



RA -69

UNEN REQUISITION

Ward Date.

No. Beds.....
No. Patients.

Articles On Hand Wanted Listed

(Signature)

RECORDER-SUNSET. S. F. 8-42 20M



PRESCRIPTION BLANK

Hospital. 19
For.

B Gms. or Mils.
N o, Physician in Charge

RECORDER-SUNSET, S. F. 8.42 2SOM

PRESCRIPTION BLANKWRA-70

, To bo used for dispensing all drugs or
plies to pntiont;s fron hG p.r.n-.ir.ge



