Cuesta College

Phlebotomy Program

Documentation of Patient Physical Disposition 

Preceptorship

A description of the physical disposition of each patient is required on the venipuncture and skin puncture / arterial puncture documentation records.  The following guidelines will be utilized to fulfill this requirement.  Information from each bold face heading must be included with the documentation of each patient.

Age:



· Record the patient’s age

Weight: (Include the abbreviation wt. with description.  Example – wt. average.)
· Very thin

· Thin

· Average

· Obese

Health Condition:  if more than one description applies include this on the record.  Specific descriptions not listed may be included in this category.  Record the lab test(s) ordered.

· General descriptions:

· Pregnancy

· Heart disease

· Respiratory disease (asthma, emphysema, COPD)

· Diabetes

· Renal Failure

· Cancer

· Out-patient:

· Routine physical screening

· Routine prenatal screening

· Pre-op screening

· Coagulation testing

· Diabetic screening

· Therapeutic drug monitoring (state drug)

· In-patient:

· ER

· ICU, DOU

· Med-Surg

· Rehab

· OB

· Nursery (newborn screening, bilirubin, etc)

