
 

   

 

 Care by Design (CBD) 

SBAR 
IMPORTANT: Before calling MD/NP, complete Situation, Background and Assessment sections.  

Date of Call: ___________________________________ Time of Call: __________________ 

My name is _______________________________________________ I am calling from ____________________ 

I am calling about (name) __________________________ , a _____ year old ☐ male ☐ female ☐ other  

Health Card number: __________________ Date of birth: _________ Pathway/Goals of Care: 

_________________ 

☐ I have assessed the patient personally 

 

S – Situation | I am calling about:

☐ Pain (location, onset, aggravating/ alleviating 

factors) 

☐ Blood sugar (have recent blood sugars and med 

list) 

☐ Death (Do not call between 5 p.m. - 8 a.m. unless 

medical examiner case or brain donation) 

☐ Lab results (have previous results available) 

☐ Other: _____________________ 

☐ Respiratory symptoms 
☐ Urinary symptoms 

☐ Vital Sign Changes 

☐ Chest pain 

☐ Confusion/behavior issue 
☐ Fall with injury 

☐ End of life orders 

☐ INR/Warfarin Order 

B – Background *If MD/NP saw patient for this issue recently, read progress note before calling on call MD/NP*  

Describe situation: 
 

Past medical history:  

Medication: (have MAR open, have there been any recent medication changes?) __________________ 

Allergies: __________________________ Creatinine Clearance: ________________________________ 

A – Assessment  

Vital signs: T _______ BP _________ HR ________ O2 _________ RR ________ Blood Glucose _______  

 

Physical exam of relevant systems:  

Family/resident/staff feel the problem is…and are requesting:  

R – Recommendations from on call MD/NP  

Read back orders to MD/NP to confirm orders and plan are correct and understood:  

When should I contact you if the resident is not improving? (e.g. f/u by regular doctor, if intervention not 

effective, or another parameter) 

____________________________________________________________________________________  

 (Progress note must be written and orders must be transcribed into the chart) 

 

 

MD / NP Name: ______________________________  Form completed by (RN/LPN): _________________________________ 

 Y N  Y N  Y N  Y N 

Physician Visit Facility?   Sent to Hospital?   EHS called?   ECP called?   


