/'SECTION 1:" GENERAL ADMIowﬁmm-ugsmav.(emgnt;;m;ﬂﬂy:1_-;;'{-3__.': . *Patient/Family may answer =

‘Date: ________ Time: _ Admitted From:

Historlan: [ Patient [ Other via: []swercher O wC [ Ambulatory
Patlent Identification Band in place: (] yes

*Marital Status [] Single [ Married [ separated ] Divorced {1 widowed Religion

Aeason for admisslon:

_Er_nergency Contact: Name: Retationship: Phone: (H) w) (©

il s"éu OF face - [ Actual - [} Actual

;m.on..uLnNEssuNJtm|eamREwaua-'.sunGEmesmmﬂseamc;p-nocznunEa ENTER'YEAR OR AGE I NONE:

PR Tro - Medicanon: [ yes [ no- [J udknown- -| - Food: Llyes: (1 no Clunknown Environment: O yes (] no [lunknown
*ALLERGIES:

oo AR Latex [ Latex'screening tool completed < (FYes: ONo  [OUnknown

immunization:

Puenmovac: 1Y ON Date: Fu: OY ON Date: Telanus: OY [ON Date;

*CURRENT MED/DOSE/SCHEDULE/LAST DOSE" Lan

%5 '} NO MEDICATIONS TAKEN REGULARLY _ []@ HOLD MEDS DOS

-

[0 HERBALS1:

[0 HOMEOPATHICST1:

[1 ResV8leep: Hours

[ Naps

[ Difficully falling asleep
{J Difficulty staying asteep

*Nutrition Status

[] CofiesfTea/Cola
Alcohol Amount

[J Loss of Appetite/Poor Intake > 5 Days 2
[0 Unintentional Weight Loss > 5 Ibs/mo 2

[ Tube Feeding/TPNZ  Type:

# of Cups/Day:

Last Drink:

[ DievNutrition Coungeling Requested 2
[ information Unavailable

[ Denies All Abave

[JOccupation _____

S

Source of Support: (18eif  (J Spouse (1 Famlly (] Frend ] Other
“[JWork [J]Full-ime [JParttime [JRetired O Unemployed

**JNomeans of support [lOther______ .
(7] Pationt Is caregiver for someone else

*EUNCTIONAL ASSESSMENT/DHSCHARGE CONSIDERATIONS
*Home Environment:
[ Nursing/Group? [J House [ Apartmant

[ Stairs [ Elevator [ Homeless!
*Lives With:(it not In nursing/group home)
3 Alone' [] Spouse [ Children
] will Have Help Following Hospitalization
O other
*Level of Care: [] Independant
(ADL's) [] Needs Assistance!
Caregiver
[ Needs Assistance (No Help Available)'!
Type
*Mobiiity: [J Bed Bound [ Ambulatory [ Needs Assistant
Cwe [ walkerfCane [ Prosthesis

Expected Change in: O Aous'™ [ Mobilty!® CINA
Transportation After Hospitalization: 1 Family/SO car [ TexiBus
[} Ambulance/Spacial Van' [] Not known athis time
OBiind:(JR [JL  Visual Loss:OR OJL Hearing Loss: OR OL
Speech Deficit: (1 Aphasic [ Siured 1 Nonverbal

Language: [JEnglish [ Spanish'S O other:®

[JAicohol Quantity_ drinks/day/week Interpreter Needed? []Yes'S Name:
[} Recreational Drugs type_____ frequency_____ [JlLastdose Phone (H) W)
**(] Denies Substance Abuse {Note): Il interpreter not provided by family, refer 1o Patient Care Policy
Patient Identification
Hospital
DEPARTMENTS OF NURSING

B010-167 (0/05)

Patient History




TURAL/SPIR CTCRS [ None
[l Gultural preferences
[] Religicus prefarences
3 Ethnic food prelerences
‘SECTION 2 PHYSICAL FUNCTIONING (RN} % iy A
Gait [ISteady [JUnsteady? [J Unabie to amsaen; - G History of Falls

{1 Spiritual preferences
[ Other

[ Fracture Site:
[ Newrovascufar Assessment Initiated [ Cther: -
[ Confused/Disorionted ' 'T:l No Problems Noted

“SECTIONS: INFIMATE PARTNER DOMEST!C‘VIOL.ENCE :
¥ Are you in a relationship with a person who threatens you in any way, physically hurts you or forcas you to dd‘thmgs that makse you feel
uncomfortable? [JYes®'® [No
[0 History of Significant Pain ~ Method used to relieve pain:

[ Denies all of above
secnau‘s.menmmlc ‘{Paretrveuardlan, RN) . ToBe complewapopanypaﬂhntl!nderw\{m [INA
*Pre-Natal History tDavelopment History

Patient is developing nosmally physically and psychologically
Ovyes [ONo Ifno, describe:

Langth of pregrancy:
Gomplications: Oyves OnNo Type:

List activities, i.e., walking, iaitet framed, tie shoss, feeds self, coloring,
Has friends/activities outside of family:

Neonatal problems [dves [dMe  Type:

maternal problems [ yes OhNo

“immunization History
_Are immunizations up-to-date? [JYes [INoMJnsure I nolunsure, instrucibarent/guardian to contact their physician.
Has child recently been exposed o any infectious diseases? {[JYes [Ne I yes. describe:

When;
_ *VALUABLES: [T Personal Property List Attached "

T SECTION 6: GENERAL APPEARANCE (RM): - -, %

Sent Home Room Safe None Sent Home Room Safe None General Appearance

Clothes D D D D Prosthesis D D D D {1 Groomed O Unkept

Hearing Aid | o o o Jawalry o o o o [ Unexpialned Bruises/Traumal«14

Walker,Cane,wC [ O O o Watch O 0O O O :

Wallet (] O 0O A Rings g 0

. nas O U | |nrecumentany

oney 3 [ S I S credtCargs 0 B O O [ Previous Pressure WicerWound 3 Rashedinflarmm

Medication O I | O ClLocaton [JResolved [ Unresolved
[T Denies all of ihe above

Dentures: B Upper O Lower O Partial O Ful

[ Glasses {1 contacts

Othear:




SECTION 7: RELEVANT HISTORY (Patient, PCT;, RN)

] *CARDIOVASCULAR [ Mitral Valve Prolapse

= [] Hypartension 7 Murmur
*RESPIRATORY [ Resp failure® [ ] Hypotension ] Cardiovaseular Disease
[ sos (smn ‘of Breath) 7e® [ ] Dizziness [ Peripheral Vascular Disease
[ Asthma® L[] Sleep Apnea® [] Ankles/Feet Swelling Aspirin Therapy
] corp? 0 Ghmnlc Fraguent Cough [ ] Congastive Heart Failure® Rheumatic Faver
Pneumonia® [ Frequent Colds/Sore Throat [] Iregular Heart Beat "1 varicose Vains
ChestXwray Date:____ [] Hemoptysis Angina/Chest Pain [ Family Hx of:
[ Othar Respiratory Disease o Heart Attack Date:
Oxygen Used: Yes'? No  Amount: EKG Date:
£ ::: wS od axD - O [] Pacemaker Date:
¥t Filawe User. at Slaep; [] Intemal Defibrillator Date:
smoker: [Yes? [INo [ Former smoker < 1 year® [] Open Heart Surgecy ~ Type: Date:
: i Cardiac Cal‘m{enzaﬂon Date:
Packs Per Day: X yrs  Years gquil: C { Di
[ Information Unavailable [ Denies All Above [ Information Unavailable ] Denies All Above
“GASTROINTESTINAL '.gmm' “”I m‘""“““"
[ Usual Diet; - [d vegetarlan  [] Meat [ Renal Disease (1 Dialysis
[] Diet Restrictions: Urinates with Difficulty: Oves [ONo
[0 Trouble Swallowing ] Heartbum Frequent Urinary Tract infection: [} Yes No '
[] Liver Dissase [} Hepatitis ] Hemorrhoids E’m.m [Yes [INo Describe
[ Hiatal Hemia  [J Stomach Ulcers
Habi H availabl Denles All Above
Bowel - P . 0] Color 1 information Unavaitable [

Previous Diabelic Education:  [] Yes [J No Date;
[ Thyrold Disorder

[ Heat or Cold Intolerance
[ Excessive Sweating

SECTION 8: NURSING PROCESS (RN)

{0 Patient Problem Statement Identiied:;

[3 Clinical Pathway(s):

O 4. = Rehab Medicine / OT

O5. = ETwWound Management

O6.  Pain Management

07  Diabetes

Osa.  cCamdiclogy

Oe.* Speech Therapy

[J10.  Lactation Consuitant

O11.  Clinical Pham.

[J12. IV Therapy

013,  Patient Relations

114, Pastoral Care

J1s.  Guitural Lialson

RN SIGNATURE:

DATE: TIME:

Date of Last BM: REPRODUCTIVE FEMALE  [INA
Constipation Diarthea () Age at Menarche [ LMP,
o _ Lo ClHx of STD
[ Information Unavailable (7] penies Al Above
o PREGNANCY [ONA [Yes [INo
E]El-!:i?anu TWE OWae LN Gravida: Para:
(] Penile Discharge i Poor Fetal Outcome
O Testicular Opain [ mass Clthoscwnsion  CIPoreFe
O Hx of STD 0O Other:
[0 Denles all of the above (] Hyperemesis?
E‘%&E&ﬁﬁﬁ!{rﬂh [ Information Unavailable {1 Denies All Above
[ Arthritis O Gout *NEUROLOGICAL: Oma i
[J Backache [ Denies all of the above Seizures Mlgfmne Headaches
Brain Attack (Stroke)3:8 Anxiety!
HEMATOLOGIC O Fainting Spells = Depression! ;
[J Anemia [ Blood Dissase [ immunocompromised? [ HIV L1 Falis Mental llinoss
si
[7 Bleeding Tendency: GCause: O "“g'm O 'E”F:’A": X mm"““
[ Blood Transfusion  Date: —________ Resction: 3 Yes [J No ﬁ L Arm L Arm L Arm
Type of Reaction: R Leg RLsg Risg
[ cancer - Biteg Lieg Lisg
[3 Recent Chemotherapy/Radiation (1 Denies Al Above | information Unavailable [ Denies All Atave
 SECTION 9: REFERRALS (RN)
ENDOCRINE “*+*Obtain Physlcian's Order for Consultation
“ [[] Oiabetic: O] No Reterrals Noted Order # Init
[J Recent Onset®” (<12 months) [J Uncontrolled®? O1.  Case Managemont/Psych
[J PO Med [ Diet Contro! [3 mnsulin Q2. Nutitonal Services
[ Gestational Diabetes® Onset Date: O3 Respimtory



VITAL PARAMETERS 7-2 | VITAL PARAMETERS ©.3-10 | pate:
TIME 7 8 10 | 11 | 12 13| 14| TiMe 15| 16§ 47| 18] 19| 20| 21} 22 RM lnitials/Signature:
TEMP TEMP
11-7
PULSE PULSE
Rasp. Resp, 7.3
BP {cuff) BP (cutf)
BP {Adine} BF (Adine} 3-7
Mean A-BP Mean A-BP :
7-1
0, Sat 0, Sat
15 Minutes BP 15 Minutes BP 11
it Ll PREVIOUS 24 HR1& O
ites BP
S e B b INTAKE OUTPUT
Pulse Pulse
45 Hinttes BP 45 Minutes BP
J = DAILY WEIGHT ibs.
FPulse Pulse
kg.
VP -
i < Pain Scale: PT™s Perception
P.ASD PA S0 E
0 = Nopain
PAMP PAMP 1-3 = Sl discomfort moves without help
4-5 = Medium discomfort
PAWP PAWP Hesftant movement
C.O4Cl C.OJCL 7-8 = ngere pain strained expression
will not move
SVR S5VR 10 = Very severe pain
Writing or sweating
Sedation Level Sedation Level 14+ HR BP
Pain Level Pain Level
HoE Elevation HoB Elevatian
2306 Total | 7 B 0 | 11 | 12 13| 14lo7d4Total| 15| 18] 174 18| 19| 207 217 22 | 15-22 Total 24hr. Total
1 1 1
2 2 2
3 3 3
4 4 4
b 5 5
3 € ]
7 7 7
8 8 8
9 <] 9
10 10 10
11 11 5|
12 12 12
13 i3 13
1 1 1
2 2 2
3 3 3
4 4 4
5 5 5
6 6 6
7 7 7
8 a 3]
g 9 9




VITAL PARAMETERS

Date: T Day:. - Routine Cares 7-3 | 311 11-7] 11-6
LAB TEST RESULTS ShampoofShave AMIPM Care TIME 23 | 24 516
Time Teds/€ompression Hose TEMP
Na Oral Hygiene PULSE
K Peri-Care Resp. =
oL Therapeutic Bed BP (cuff)
coz Universal Precautions BP (Adine) -
BUN Range of Motion PRN Wean A-BP
Creat. Eye Care 0, Sat
Rm Trach. Care 15 Minutes BF
Calcium Fali_Prwau‘l_iéns Pulse
Magnesium 30 Mioutes BP
Phosphorus iN PLACE 7-3 |3-11]11-7| putse™
wWBC Central Line® 45 Minutes BP
Hb Endotracheal tube* Pulse
Het Feeding tube* cVP
PTT Epidural PA SO
PT Incision: PAMP
INR Drams 1. PAWP
Platelets 2. C.04C.1,
CPK Total 3. SVR
MB Arterial Line: Sodation Level
Troponin Level 7 = Present Pain Level
Myoglobin Level HoB Elevation
LDH Totai 23 | 24 5 ]
Albumin (total} 1
Drug Level 2
Peak 3
Trougit 4 s
1|5
Nlg
T
~ 7
"4 B
E|g
| ] [ GIETINTARE
( Table 2 Sedation Scale 1 [+ SUPPLEMENT INTAKE
1 ”“““mwﬁwggw- agitated, easily 12 Tube Feeding
2: Lightly sedated: cooperalive, responds to commands 13 Diet:
3: Moderately sedated: only responds la stimuli other
than voice. 14 Cumutative Total
4; Excessiveloversedation: no response 1 Urine Output
CODES 2 NG Tube
IV's o | 3 Chest Tube
NB - New Bag/hotlle TC - Tubing Changs u .
DC - Discontinued 4 Emesis
e : 5 Stool (Liquid)
O - Oral T - Tympanlc U 6 Estimated Blood Loss
R - Rectal C - Core <17
Diet 3
W->75% B - Breakiast
F ->50% L - Lunch 9
| e W% S - Supper -] Cumulative Total




