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TODAY�S DATE IS: ____  ____ /____  ____ /____  ____       104.49
                          month             day                year

1. Surgery date: ___ ___ / ___ ___ / ___ ___     104.191

              month         day          year

2. POST-OPERATIVE TRANSFUSIONS: 104.229

2a.  Autologous Blood:

a. None 5 d. 3 units 5
b. 1 unit 5 e. 4+ units 5
c. 2 units 5

2b. Bank Blood:
a. None 5 d. 3 units 5
b. 1 unit 5 e. 4+ units 5
c. 2 units 5

2c. Recycled Blood
a. Yes 5 b. No 5

3. Which antithrombotic methods were used? (check all that apply) 100.911

a. Coumadin Pre-op 5

b. Coumadin Post-op 5

c. Heparin Pre-op 5

d. Heparin Intra-op 5

e. Heparin Post-op 5

f . Low Molecular Weight Heparin Pre-op 5

g. Low Molecular Weight Heparin Intra-op 5

h. Low Molecular Weight Heparin Post-op 5

i . Other drug (specify)_____________________________ 5

j . Antithrombotic stockings 5

k. Pneumatic compression device 5

l . Other mechanical (specify)________________________ 5

m. None 5

4. Were perioperative antibiotics used? (check all that apply) 100.908

a. Pre-op 5
b. Intra-op 5
c. Post-op 5

d. None 5
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5. CULTURES OF OPERATIVE JOINT: (check one per row) 100.907

Not Obtained Positive Negative
5a. Pre-operative cultures:

a. right 5 5 5
b. left 5 5 5

5b. Intra-operative cultures:
a. right 5 5 5
b. left 5 5 5

6. COMPLICATIONS DURING POST-OPERATIVE HOSPITAL STAY (check all that apply):  100.724

a. None 5
b. Wound Infection 5
c. Delayed wound healing (including flat necrosis, persistent drainage) 5
d. Cardiovascular (AMI, congestive heart failure) 5
e. Pneumonia 5
f . Pulmonary embolism 5
g. Genitourinary (obstructive uropathy, UTI) 5
h. Dislocation of operative joint 5
i . Fracture/perforation of operative joint 5
j . Thrombophlebitis 5
k. Nerve Palsy 5
l . Prolonged bleeding/Hematoma
m. Death 5
n. Other (fever >=39, drug reactions):  _________________________ 5

7. Weight bearing at discharge? (check one) 100.909

a. Full 5
b. Partial 5
c. Toe touch 5
d. None 5

8. What is the patient�s discharge destination? (check one) 100.335

a. Inpatient rehab unit (same facility) 5
b. Extended care facility 5
c. Home with home care 5
d.  Home 5
e. Other 5

9. Date patient discharged from hospital:          ___ ___ / ___ ___ / ___ ___ 104.230

                                                               month     day         year
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