
PM 10/9

AFFIX ID LABEL HERE

WOMEN AND NEWBORN HEALTH SERVICE

NEONATOLOGY CLINICAL CARE UNIT

NEWBORN EMERGENCY 

TRANSPORT SERVICE - NETS WA

TRANSPORT CALL SHEET

Med Rec. No: ......................................................................

Surname: .............................................................................

Forename: ...........................................................................

Sex: ................................D.O.B...........................................

Date:_________________ Time: ________________ Advice Call: Y / N Hospital: ________________________

Referring Doctor: ____________________________ Contact Telephone Number: __________________________

REFERRAL DIAGNOSIS: ____________________________________________________________________________

Call taken by:________________________________   Shift Coordinator advised:______________________________

Location:      Birth suite      ED      Nursery      Other______________________________________________

CALL CONFERENCE PARTICIPANTS 

Other (RFDS, Midwife etc.):_______________________NETS WA Fellow: ________________________________

On Call Consultant:_______________________________ _______________________________________________

Specialists:______________________________________ _______________________________________________

PATIENT HISTORY

Time of Birth: ______________ Plurality:  Singleton  /  Multiple 

Birth weight:________________

Current weight:______________      CGA:____________________

Birth Gestation:__________ APGAR:

1min 5min 10min

Type of Delivery: ___________ GBS status: ______________ Mec Liq: Y / N

Resuscitation

Nil

Time reg. resps established Drugs Given

O2

Adrenaline

Suction

Saline 0.9%

IPPV (Bag & mask/Neopuff)

Intubation

ECM

Antibiotics

MANAGEMENT TO DATE & CURRENT CONDITION: ___________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

OBSERVATIONS:

TEMP HR RR BP FiO2TIME SaO2

BLOOD GAS ANALYSIS:

TIME A/V/CAP O2 pH PaCO2 PaO2 HCO3 BE Lac Gluc

Ventilated: Y / N CPAP: Y / NFiO2: ___________Settings: ___________________________________

UVC / UAC / IV inserted: _____________ IV fluids: ______________ mL/kg/day: ________ O/NGT: Y / N

    

   

IV fluids: 

TRANSFER ARRANGEMENTS:

Priority: 1 2 3 Mother coming: Y / N       Est. maternal weight:_________

Back transfer:    Y / N

Transport Dr: ________________________________ Transport Nurse: ___________________________________

Who will transport?   NETS WA   Ref Hosp   RFDS only   Nurse only   Parents only

Ambulance contacted: ______________ Booked for:_________________ Ambulance booking no.:_________

RFDS contacted: _____________________________ Estimated Time of Departure: ________________________

DATE & TIME ADVICE GIVEN & SIGNATURE
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