
SOLICITAÇÃO DE TRANSFERÊNCIA VIA CROSS 
FICHA CARDIOLOGIA
Dados cadastrais
Nome do paciente: ________________________________________________
Data de nascimento: ___/___/___
Nome da mãe: ___________________________________________________
Raça: _______________   Sexo: (  ) masculino (  ) feminino (  ) indeterminado
Endereço: _______________________________________________________
Município: ______________  Telefone de contato: _______________________

Dados clínicos
Queixa: (  ) dor precordial  (  ) sincope   (  ) dispneia  (  ) outros ____________
Data: __________ Hora: ________ Duração dos sintomas: (hh:mm) ______
ECG: (  ) infarto com supra (  ) infarto sem supra (  ) arritmia (  ) bloqueio de ramo 
(  ) bloqueio átrio-ventricular (  ) normal (  ) outros ___________________

Antecedentes: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Resumo clínico:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Exame físico:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Estado geral: (  ) BEG  (  ) REG  (  ) MEG

Ventilação:


[image: ]
INSTITUTO DE INFECTOLOGIA “EMÍLIO RIBAS”.




	NIR – NÚCLEO INTERNO DE REGULAÇÃO
RAMAL: 1216

(  ) espontânea / em ar ambiente
(  ) espontânea / traqueostomia
(  ) espontânea / cateter 0²
(  ) espontânea / máscara de o²
(  ) espontânea / CPAP / BPAP
(  ) mecânica / IOT
(  ) mecânica / traqueostomia


Consciência: (  ) vigil  (  ) confuso  (  ) torporoso  (  ) inconsciente
Sedação: (  ) sim (  ) não
Glasgow: _______ PA: _____x_____mmHg   FC: _____bpm  FR: ______rpm
T°: _______ SatO2: _______ Peso (kg): _______

Aparelho respiratório:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
Aparelho cardiovascular:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Extremidades:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diurese: (  ) normal  (   ) oligúria  (  ) anúria
ECG ( descrever alterações e em quais derivações):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Ureia (MG/dL): _____________  Creatinina (MG/dL): ___________________

	Data
	
	
	

	Hora
	
	
	

	Troponina
	
	
	

	CPK (UL)
	
	
	

	CK - MB
	
	
	


  
Outros exames:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Trombólise: (  ) sim   (  ) não  motivo: _______________________________
Reperfusão: (  ) sim  (  ) não
Droga vasoativa: (  ) sim  (  ) não  especificar: _________________________
CID: ________________

Tipo de recurso:

1. ( ) Especialidade ___________________
2. ( )Exame
3. ( )Leito 

( ) cirurgia geral 
( ) clinica médica
( ) cuidados prolongados
( ) observação/emergência 
( ) psiquiatria 
( ) queimados 
( ) UTI adulto
( ) UTI adulto com hemodiálise
( ) UTI infantil 
( ) UTI neonatal
( ) UTI pediátrica com hemodiálise
( ) UTI queimados

4. ( ) Transporte inter hospitalar (ambulância)

Justificativa de solicitação: _____________________________________________________________________________________________________________________________________________________________________________________________
Médico responsável: ________________________________ CRM: ______
Telefone para contato: _______________________________
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