Owensboro
Health

Patient Name:
DOB:
lliness Management Action Plan(s) (IMAP)

The IMAP is not an order-set. Orders should be made by the current attending provider

e Emergent Condition:

e Symptoms:

e Recommended Stabilizing Care:

e Required Confirmatory Diagnostics:

e Criteria for Transfer:

e Established Care Facility Name and Transfer Center Phone Number:

Provider signature indicating they have reviewed and agree with associated management
plan:

Printed Name: Signature:

Date: Time: Specialty:
The IMAP is not an order-set. Orders should be made by the current attending provider.




EXAMPLE:
Patient Name: fkx Doe
DOB: ¢/lé6/goez
lliness Management Action Plan(s) (IMAP)

The IMAP is not an order-set. Orders should be made by the current attending provider

e Emergent Condition: 72 Stunt Occlusion

o Symptoms: Feadacte. lethargy. coma, diplopia. &Y. seczane. ovnitability. poor feeding.
W’ é g . .g.n , mm, ! o . n z.a.z

e Recommended Stabilizing Care: Swgsertive care based on patient presentation and

e Required Confirmatory Diagnostics:  7lowe- (Comsalt with specialiot. May
recommend (07 comparison.

e Criteria for Transfer: Patient presentes with any of the above sqymptoms that cannot be

e Established Care Specialist Name and 24-hour Phone Number: {@icivnar:
Clildnen s Fospital 515 -656- 111

Provider signature indicating they have reviewed and agree with associated
management plan:

Printed Name: Dr. Jane Doe Signature: Dr.Dee

Date: 5/2/2024 Time: 1552 Specialty: Pediatric Heanologist

The IMAP is not an order-set. Orders should be made by the current attending provider.



