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Path / RadPath / Rad

Process

Documents / Forms / Flow sheets

Process

Documents / Forms / Flow sheetsAdmission / RegistrationAdmission / Registration MedicationsMedications DischargeDischarge

Clerk / Admin Nurse Dr / GP on site

Print Pt Labels and 

cover sheet from iPM
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Path / Rad Medication
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Copies of paperwork to be 

 with patient if transferred

ISTAT – (Blood Gasses)

Staff to manually enter into EMR

Pt Admitted from iPM

Elective admission form & any other 

BAU Paper Admission forms

Check Patient registration details in 

EMR

NOK, Insurance, etc

Admit Via is required

Medication

Document to be added to Patient 

History Folder to be scanned into EMR 

at the end of the visit.
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 with patient if transferred
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 Progress Note

Bedside Handover Checklist
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Mechanical Restraint Observation Record
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Progress Note
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