Yarram and District Service Urgent Care registration Process
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ARV = Adult Retrieval Victoria
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Yarram and District Service Inpatient Registration Process
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Admission / Registration

Pt Admitted from iPM

Print Pt Labels and
cover sheet from iPM

Documents / Forms / Flow sheets

Path / Rad

Medications

Discharge

Pt Discharged from iPM

Check Patient registration details in
EMR

NOK, Insurance, etc
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Progress Note
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at the end of the visit.

Copies of paperwork to be
with patient if transferred

Document to be added to Patient
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