DATE IMPRINT WITH PATIENT CHARGE PLATE h
Memorial
Hospital
PATIENT ADMISSION DATA BASE
Oate Time Mode: vis: {nformeation Oblained From:
e {J Ambulatory  [) Streicher (] Wheeichalr 0 Admitting [ ED 0 Petiemt [ Family
Religious Preferencsa: Marital Status: [ Single [] Mamied [ Divorced ] Widowad
Lives With: [ Spouse [ Famiv [0 Alone [ Other In: O House [J Apartment [ Extended Care (] Homeless [ Other
| Emergency Contact/ Relations Phone Number: [ Bracelet intact y
NORSE'S INITIALS 1

Raason for Alulon:

Patlent History (major illnesses / Injuries / problems); [ Diabetes ] Lung Disease QT8 U +PFD
J Glaucoma [ Hypertension [ Renal Disease [ 1 Coronary Disease
O Vascular Disease [ Epilapsy [ Other:

Surgical History: Operations and dates done:

Operative Site: QJ N/A O intact O Other:

Anesthesia Reaction: (] N/A
Reproductive Health: Last Menstrual Period:

Neck Problems: [Tl N/A
Last Self Breast Exam:.

Jaw Problems: [ N/A
Last Pap Smear:

Mammogram (> 35 yr): Pap Smear Ofterad: (] Yes [ Refused|
Salf Testicular Exam: Prostate Scraen (> 40 yr):
Any sexual concerns? -
Smoking History: What: How Much: How Long: Last Use:
Would you like information about how to quit smoking? () Yes (O No info Given: 3 Yes [ No
Alcohol History:  What: How Much: How Long: Las! Drink:
Street Drugs: What: How Much: How Long: Last Use:
Are you taking any over the counter medications? (Include herbals, vitamins & laxatives)
| What medicine do you use for pain and s it effective? (] Yes (] No Please list last dose below. 4]
o oo NURSE'S tm_:w )
[ .. . MEDICATIONS | ALLERGIES (Meds, Eood, C ] o NITAL SIGNS / WEIGHT
Medication / Strength Freq. |Last Dose List Allergies / Type of Reactlon BF: L=
BP. R:
P:
R:
B
HEIGHT;
WEIGHT:
0 ACTUAL [ STATED
( Disposition of Medication: [ DidNotBring [ Sent Home L[] Other _ ]
(mase*s INITIALS J
L |

fer to Case Manage

oyit, ext 2240.
SPECIFY

A._ Wil living amangements be a problem after discharge?
8. Do you have anyone at homa who is dependant on you?
C. Do you currsntly have home health care?

Do you have a preference for a home health care provider? Name:
D. Do you currently have or have aver had medical equipment at home? Type:
| Do you have a preference for a medical aquipment provider? Name:
E. Will you nesd help from any community agencies for counsaling, family planning, Meals on Wheels, etc.?
F. Do you need information on entittement (Medicara, Medicaid, Social Security, Disability, etc.)?
| G. Will you need information on Physicai therapy, Rehabilitation, Nursing homes 0r Assistad fiving?

- [ﬁss INTTIALS
nATIEMT ANRMISSION DATA BASE




" FUNCTIONAL ASSESSHiE

COGNITION - PERCEPTION  Ifin naad of an Interpreter - call Volunteer Services - 2507,
Hearing impaired or Deaf - call Case Managemaent - 2240

Able to Read English: [ Yes [ No Primary Languaga If Not English

Narme and Number of Interpreter

Memory Problem (short or long term, transient): [ Yes [ No

If Yes, Describe:
Vislon Impairment: [J Right [ Laft ] Both
Hearing Impairmeant: [} Right 1 Lett O Both Hearing Aid: [ Yes [ No With Patient: [} Yes [J No

Alteration in Sensory Perception: [ Yes Describe;

Speech Impalrment: [ Yes [ No I yas, contact MD for a referral.
SLEEP/REST/ACTIVITY
Sleap / Rast Pattern (times of day, amount, difficulties, routines, aids, stc.):

Usuai Activities / Exercise Pattern (axercisa routine {kind, frequency, leisure activities, cccupation});

Activities with Which You Usually Need Help: ] None
[ Eating (J Dressing {2 Bathing O Toileting [} Grooming 1 Housework {J Moving in Bed
1 Cooking {0 Walking £ Climbing Stairs 1 Othar:

Aszslistlve Davices: 0 Wheslchair d Cane 1 Walker O Cruiches

Galt: [} Not Ambulatory {1 Badriddan O Steady [d Unstaady

Does patient’s curent functional status differ significantly since onset of current health problern? [ Yes [J Mo
| /f yos, roquest PT and/or OT referral from MD.

NURSE'S INITIALS

A

This assessment can be complated by the patient or Nurse, (The assessment must be raviewed by a AN)
AN Reviewed Person Completing Form

1. Do you have pain today or have you had pain in the fast sevaral months? [ No J Yas
(/f the patient answers yes, please procesd with the assessment)

2. LOCATION: Mark the location(s} with an X where you hurt the most,

Rigitt

3. Plsase select a pain scale from tha 3 choices shown below that the patient would prefer to use. If pain exists today, rate the pain on the scale sefected.

Mo pain Maoderate pain Worst pain
. sl S [ | O O s
O 0-10 SCALE: R A R A
S & .‘@@.
From Wong D.L., Hockenberry-Eaton M., Wilson D,
Winkeistein M.L., Schwartz P.; Wonqussmﬁalaof
(] WORD DESCRIPTOR: (WD) M i s Hummu Humm Humm PPl Padhatric Nursing, od, B, St. Lous, 2001, p. 1301.

4. What number would you circle as a comfort goal? (This is not the most pain tolerabie, but a numbar where you could move around, walk, cough and
daap breathe and recover quicker.)
¢ 1 2 A 4 5 6 T 8 9 10

Copyrightad by Mosby, Inc. Reprinted by parmission.

5. QUALITY: [ Aching {71 Burning (] Throbbing [} Cramping {1 Numbness [ Prickling 1 Sharp
(O Shooting O Soreness 3 Other "

6. Whattime of day is your pain the worst? ([} Moming [ Afermcon [ Evening 0 Bedtime O Constant Q NA
7. What causes / aggravates the pain? Chack all that apply.

] Sitting [} Bending O Walking J Standing [J Flaxing / Extending (] Other Q NA
8. What makes the pain bettar? Check all that apply.

[J Medication ) Rast L} Elevation d Activity A lea f Heat (d Other 2 NA
9.  Does pain intarfare with any of the fallowing? Chack ail that apply.

(J Appstite / Weight [ Physical Activity 1 Sleep [ Mood / Emotions O N/

(] Ability to Concentrate 1 Relationships with Others 1 Other

femamnemm e =~

AL



_ -~ ELIMINATION 2 i
Jrinary Elimination / Alterations: ] Nona ] Frequency O Urgency [ Pain/Buming
O Other Time Last Voided
Jowel Elimination Alterations: i None
[ Constipation [ Diarrhea [ Bleeding (1 Hemorrhoids [ Laxative / Enema Use ) Cthar

Jsual Bows! Pattern ___ Last BM

g
[NNASE'S INITIALS )
EMOTIONAL WELL-BEING The phone extension for the Chapiain is 2708. )
How are you feeling? Sad/Depressed: [ Yes [J No Anxious: [] Yes [ No
[ Other: . —
What are your usual methods of dealing with problems / stress?
Have you ever sought professional help for your problems? [J Yes [] No  Specify:
Do you have any concerns about your ability to maintain your religious / spiritual / cultura! practices / bellefs during your hospitalization?
a: = -/
[Nunss*s INITIALS )
Dentures: [ Upper O Lower [J None ) Partial  Diet before Admission:
Nutrition Screening (giva sach factor that applies a score of *17)
Risk Factor Score Rizk Factor Score
A, Weight D__TPN
» Unschedulad weight foss of 10 ib or more within 3 months E. raadin
= Grossty underweight / overwelght F. Chewing problems
B. Patlent requests diet education G. Swallowing problems
C. ure ylcer present or at risk to I
i Patlents with a score of one or more requires a nutrition assessmesnt by a Dietician.
L Notify the Nutritionist - Ext 2354
Call Doctor for SLP - Chewing or Swallowing Difficulty _J]
[Hunse*s INTIALS 3
EACH OF THE FOLLDWING EDUALS 1 PDINT SCORE EACH DF THE FDLLOWING EQUALE 3 PtJINTS SCORE
Age 70 or greater Chroaic / episodic confusion
Urinary / bowel - urgency / incontinence Unstaady galt
Chronic debllating diseass History of prior falls
| Use of drugs affecting blood pressure /
Mental status, urination / defecation TOTAL POINTS _
l_&nsunr deficit Low nisk protocol (0-2 points)
Sion . High risk fall prevention protocol
Deprassion / hopelessness Initiated (3 points or greater)
| Neurological dysfunction / High risk protocol NOT inltiated
\__Mability deficit Duse to condition: 4
[ NURSE'S INITIALS _]
Check appropriate box: SENT HOME SECURITY PT KEPT
L) Glasses (] Contact Lenses
Dentures; O Upper [ Lower ) Bridge / Partial
Caps: 0 Upper O Lower Q Front
RN ST Informed / Bil! of Rights: J Yes [ No If you do NOT have your AD with you, would you like the dodlor 1o
mmE Face Sheei Completed for AD / LW 0 Yes [ No documnent your directives in your medical record? [J Yes [ No
DIHE CTIVES | Information Given AD /LW UYes JnNo If yes, NOTIFY PHYSICIAN
/ LIVING WILL Does Pt have AD /LW J Yes [ No Copy AD /LW Obt from old chart, signedby Pt~ [] Yas [ No
{AD ”.-W) l_liyes.duyuuhaveaoopywirhyou? (] Yes [ No Desiras more info. AD / LW O Yes [ No
i It no, can someone bringinacopy? [ Yes [] No Does Pt have a durable power of attomey for heatthcare ] Yes [ No
2 Organ / Tissue Donation: 3 Yes [ No
[HUHEE'S INITIALS ¥
i —
ORIENTATION |
e o - 1 Room [ Bed [ Phone [ Callbight /TV [} Safety [] Bathmum Call nght Ll Visiting Hours [ Smoking Policy
ORIENTED | Restraint Patient Education
- 10: [J Unable to Orient / Reason;
. : [d Patient reminded to retain no more than $5.00 at bedside.

(NIJFIEH.E INTTIALS

L =




NEUROLOGICAL o

Consclousness: O Alert [ Lethargic Oriented To: [J Person ] Place O Time

Responde Abpropriately to Questions: (1 Yes (] No Explain:
Speech: ] Clear 1 Slurred [} Aphasic Explaln:
Puplis: [) Equal O React Equally Unequal: O R>L OL=-R
Moves All Extremities Equally: [ Yes [ No Explain:
Strength of All Extramities: O Strong O Weak [ Absent
i inu's INITIALS )
- _CARDIO-PULMONARY
Respiratory Effort: [} Easy [ Labored
Cough: [ None J Yes Sputum: [J Yes [ No Calor:
Braath Sounds:
Apical Pulse: Rate: Rhythm: _ Pedal Pulse: R: L: Describe:
Capliiary Refill: {1 Not Applicable O Brisk [ Sluggish
| = )
Abdomen: O Soit ] Non-tandar [ Tender Location:
3 Fimm O Non-distended () Distandad Girth:
Bowel Sounds: [ Prasant ) Absent
Bladder: O Non-distended [ Distended O Catheter
Ostomles: Type: Care: [ Independent [ Needs Assistance
AN'S INITIALS )

w Feand LU e e R G A R R M T eIy v Ehagay L ezt e _1

i on Skin Assessment FLow Shét, Form 90-5936)
Skin Color: J Pink {0 Ashen {1 Mottled 3 Jaundiced 2 Pale [ Flushed [0 Cyanatic
Temperature: 0 Warm O Cool O Hot [ Cold / Clammy
Turgor: O Resilient O Tenting

Edema describe location and degree (1-4 +}
(Braden Scale MUST be compistad on Skin Assessiment Flow Sheet, Form 90-5936}

\

| |
e

STATEMENT

REFERRALS:

[ Case Management Date: (O Discharge / Placement [ AD/LW O Nutrtion Date:

1 Chapiain Date: ) Diabetic Date: [ PT/OT (Request from MD} Date:
21 Psych {Request from MD) Date: 0 sLP Date:

0O Skin/Wound Cara Date: [ Other:

Notify MD / PA/ NP of Patient's Arrival: ] Yes  Time: Plan of Care: [ Yes

Unable to complete because:

| RN Signature for Physical Assessment: Date & Time:

TRN'B INITIALE ]

1 INIT SIGNATURE / TITLE INIT SIGNATURE / TITLE




