Suspected UTI SBAR
Complete this form before contacting the resident’s physician.
Date/Time______________________
Resident Name____________________________________
Date of Birth_________________

Nurse____________________________________________
Phone______________________
SITUATION

I am contacting you about a suspected UTI for the above resident.
Vital Signs
BP
 / 

HR 
     
Resp. rate  
     
Temp. 


BACKGROUND
Active diagnoses                                                                                                                
	· No
	· Yes
	The resident has an indwelling catheter

	· No
	· Yes
	Patient is on dialysis

	· No
	· Yes
	The resident is incontinent
If yes, new/worsening?   ( No   ( Yes

	· No
	· Yes
	Advance directives. Specify____________________________________________

	· No
	· Yes
	Medication Allergies. Specify___________________________________________

	· No
	· Yes
	The resident is on Warfarin (Coumadin®)


ASSESSMENT

[image: image1]
* For residents who regularly run a lower temperature, use a temperature of 2°F (1°C) above the baseline as a definition of a fever.

REQUEST FOR ORDERS
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Physician’s signature______________________________ Date__________________
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