(Acute Stroke Suspected)

Emergency Department & In-Patient

FAST VAN Assessment

Glucose > 4.0 NO-® Treat per hospital protocol and reassess
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Stroke Alert per hospital
protocol

LSN 6 - 24 hours ago with one 2 1 of:

Disabling weakness
Visual field cut (not monocular vision loss)

Gaze deviation

Aphasia (not slurred speech)

Neglect

Alert ERP/ MRP to determine if
stroke alert should be activated

Other important information to gather:
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PHN/MRN

Age or DOB

Last seen normal time
Pertinent history, pre-morbid
functioning

Vital signs
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