PATIENT IDENTIFICATION

Admission Data Base Form

Section I: General Information
Admitted from:

Substance Abuse

Part A: Socioeconomic Status

Date / / Time
D Emergency Room D Medical Unit D Admitting Department D Other
Age Temperature Pulse Respiration Blood BAL Height Weight
Pressure
Accompanied By Informant

Section Il: Psychosocial Assessment

Ethnic/Cultural Background

Religious Affiliation

Do you have any spiritual or cultural practices that may affect your medica

| care or hospitalization? If yes, describe.

[ Yes L] No

Primary Language Education Level
Occupation or Skills Current Employment Status
Income Source Monthly Income Does Income Meet Needs?
Living Situation

1 Shelter 1 Group Home/CRF

1 Nursing Home ] Home, Apartment or Room

[] Other Living with Whom:

Can you return to your present housing?

Part B: Support Network
Name of Spouse/Significant Other |Last Seen |Age Sex Name of Other Family Member Last Seen |Age Sex
Name of Child Last Seen |Age Sex Name of Other Family Member Last Seen |Age Sex
Name of Child Last Seen |Age Sex Name of Other Family Member Last Seen |Age Sex
Name of Child Last Seen |Age Sex Name of Other Family Member Last Seen |Age Sex
Name of Counselor/Therapist Telephone Number
Name of Case Manager/Agency Telephone Number
Name of Case Physician/Psychiatrist Telephone Number
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Substance Abuse

Section Il: Psychosocial Assessment (continued)

Part B: Support Network (continued)
Which of these people can be a source of support after discharge?

Are there any other people (not listed above) who can be a support after you leave the hospital?

Part C: Developmental History

Place of Birth:
Describe family makeup during childhood.

Describe most significant event as a child.

Describe most significant event as a teenager.

Describe most significant event as an adult so far.

Describe any emotional, health, and addiction problems in your family.

Were you in the Military? D No
[[] Yes WhatBranch? How Long?
Part D: Legal Status
Who makes legal decisions for you? ] self
[] other Telephone Number
Name of Conservator or Guardian: Telephone Number

Describe any current legal problems and identify any pending court dates.

Name of Probation/Parole/Pre-Trial Officer and/or Attorney (if applicable): Telephone Number

Have you ever been arrested (including DWI) and/or incarcerated?

How are your legal problems related to your substance abuse?

How are your legal problems related to your not taking your prescribed medications?

CHARGES CONVICTIONS TIME INCARCERATED
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Substance Abuse

Section Il: Psychosocial Assessment (continued)

Part E: Daily Activity Pattern

Work Time

work: "Is your position satisfactory?"

Describe the type of work and identify whether it is full or part-time. Include volunteer work and school; how many jobs in the last year?: attitude towar:

ds

Are you interested in vocational counseling?

Non-Work Time

Describe the type and amount of non-work activities such as self-care, home-care, interests, hobbies, sports, church, etc.

Part F: Ability to Function

Communication Skills

State whether the patient can make his or her needs known:

Relationship Skills

State whether the patient can interact appropriately with others:

Client's Perspective of Self-Care

State whether the patient thinks that he or she can accomplish self-care:

Strengths

Part G: Patient's Stated Strengths and Weaknesses

Weaknesses

Signature and Credentials of Staff Member Completing Section II:

Date + Time of Completion of Section I

PART OF THE MEDICAL RECORD

8850066 Rev. 05/05

Admission Data Base_ BEHAVIORAL HEALTH_NURSING

PAGE 3 of 12



Substance Abuse

Section lll: Nursing Assessment

Part A: Physical Status
If patient has had previous hospitalization for reasons other than mental health/substance abuse, explain where, when and for what reason.
Me%'ilg;(teigtns Purpose Sg:::deulle Last Dose Me%'ilg;(teigtns Purpose Sg:::deulle Last Dose
Disposition of medication: |:| N/A |:| Home |:| Given to family |:| Valuables envelope
Allergies Yes No Describe Substance and/or Reaction
Medication
Food
Environmental Substances
Latex
Drug and Alcohol Use
TYPE Date Last Used Yrs / Months Used | Daily Usage Amount
1 Alcohol
[ 1 Amphetamine
[] Barbiturates
[l Cannabis
] Cocaine
[ Hallucinogens
L] Inhalants
[ ] Opiates
] pcP
[] Other Drugs
Alcoholics Anonymous/Narcotics Anonymous or other 12-step group attendance:
If patient has a history of substance abuse, check each of the following that the patient has experienced.
] Blackouts [ Seizures ] Tremors ] Aches
[ Hallucinations [] Gastrointestinal Distress ] Chills [] Diaphoresis
If patient has had previous treatment for substance abuse, explain where, when, and the results of treatment.
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PATIENT IDENTIFICATION

Substance Abuse

Section lll: Nursing Assessment (continued)

Part A: Physical Status (continued)

Cardiovascular

[] No Problems

[] ChestPain

[] Palpitations

[] Edema

[] Activity Intolerance

1 m

[1 Hypertension

[[]1 Heart Surgery

[1 Other

Respiratory [] No Problems Smoker? [ JYes [ ]No
If smoker, how many packs / day? For how many years? __ Smoking Cessation information given? |:| Yes |:| No
[] Emphysema/COPD [] Asthma | [] cough | [] Shortness of Breath
Smoker [ ] Yes [ No If Smoker, how many PACKS / DAY? For how many YEARS?
[1 Pneumonia [1 Sleep Apnea | [1 Other Problems
Nutrition

|:| History of Diabetes

If yes, describe history (fingersticks?,

insulin?):

Describe usual diet:

Describe most recent meal:

|:| Change in usual eating habits|

If yes, describe change:

I:l **Unplanned weight
change (more than 10 Ibs
in last 6 months)

If yes, describe change:

D Unusual eating habits

(past or present) (e.g., bingeing,
cravings, refusal to eat, etc.)

If yes, describe unusual eating habits:

[] Dentures

If yes, describe change:

] **Problems affecting
chewing or swallowing

If yes, describe problem:

**Nausea, vomiting or

. (within 3 days of
diarrhea ‘admission)

Gastro-Intestinal

If yes, describe details:

|:| No Problems

** = INITIATE DIETARY CONSULT

|:| Nausea |:| Vomiting |:| Hematemesis |:| Pain
|:| Laxative Use |:| Constipation |:| Hemorrhoids |:| Diarrhea
|:| Rectal Bleeding Last BM Other
Urinary ] No Problems
|:| Dysuria Frequency | |:| Nocturia | |:| *Incontinence

|:| Dialysis

Other Problems

Sensory/Neurological

No Problems

|:| *Vision Problem

*Hearing Problem

|:| *Current Dizziness

Head Trauma

|:| Glasses Worn

Hearing Aid Worn

|:| Skin Lesions

*Seizure History
(If seizure within last 72 hours)

|

|:| Contact Lenses Worn

] ] ).

*Changes in Level of Consciousness

|:| Other Problems
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Substance Abuse

Section lll: Nursing Assessment (continued)

Part A: Physical Status (continued)
Sensory/Neurological (continued)

Skin Integrity (If box checked, describe)

NONE

Abrasions

Scars

Contusions

Pressure Areas

Rash

Decubitis

Lesions

gigig(o|o|ojojg|g

Other

D Other Problems

Rest and Sleep

Describe usual sleep pattern:

Recent change in If yes, describe change:

sleep pattern

Describe how sleeplessness is handled:

Walking/Movement Activity [ ] No Problems

] *Tremors ] *Gait [] *weakness [] *Paresis
If yes, describe problem:
|:| * History of Falling
If yes, describe devices used (cane, walker, prosthesis, etc.):
[[1 *Assistive Devices
If yes, describe range of movement limitations:
[] * Limited ROM
If yes, describe amputation:
|:| * Amputation
|:| ** Recent Change in If yes, describe change:
functional mobility
If yes, describe type(s) and amount of exercise:
[] Regular Exercise
|:| Other Problems
* (or) ** = implement FALL / INJURY PREVENTION Protocol
** = implement Physician Request for appropriate PT or OT Consult
Innoculations: PPD [0 YOI N Date Tetanus [1 YO N Date FLU OO YOI N Date

Pneumonia [1 YOI N Date Other
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Substance Abuse

Section Ill: Nursing Assessment (continued)

Reproductive / Menstrual / Sexual History (continued)

Sexual Orientation:

Penile Discharge: |:| Vaginal Discharge: Abnormal Bleeding:
if checked, describe. If checked, describe. If checked, describe.
|:| Contraception |:| Self Breast Exam |:| Self Testicular Exam
Last Menstrual Period Date: |:| Regular |:| Irregular |:| Menopausal
Number of Pregnancies: Number of Live Births: Number of Miscarriages: Number of Abortions:

|:| Current Pregnancy If yes, describe situation:

|:| Infectious Disease History If'yes, describe situation:

Pain
Acute Pain: ] NO ACUTE PAIN Chronic Pain: [L] NO CHRONIC PAIN
LOCATION: LOCATION:
INTENSITY: SCALE: INTENSITY: SCALE:
COMFORT GOAL: COMFORT GOAL:
QUALITY (Patient's Own Words): QUALITY (Patient's Own Words):
ONSET: PATTERN: ONSET: PATTERN:
AGGREVATING FACTORS: AGGREVATING FACTORS:
ALLEVIATING FACTORS: ALLEVIATING FACTORS:
IMPACT / Functional Ability: IMPACT / Functional Ability:
IMPACT / Quality of Life: IMPACT / Quality of Life:
PAIN MGMNT HISTORY / Helpful PAIN MGMNT HISTORY / Helpful
PAIN MGMNT HISTORY / Not Helpful PAIN MGMNT HISTORY / Not Helpful

PAIN SCALES:

BAKER: =
(Faces) 0 1 2 3 4 5
6-10 : : : : : |
VISUAL: 0 1 2 3 4 5 6 7 8 9 10
(Numeric) [ ] : ] : ] : ] : ] |
VERBAL: No Hurt Hurts Little Bit Hurts Little More Hurts Even More Hurts Whole Lot Worst Pain
NON-COGNITIVE: 1. Sum of FACE, LEGS, ACTIVITY, CRY & CONSOLABILITY Scores = FLACC Score
(FLACC Score) 2. Record FLACC Score using 0-10 NUMERIC Scale above.
FACE LEGS ACTIVITY CRY CONSOLABILITY
0 = No particular expression 0 = Normal position, or 0 = Lying quietly, normal 0 =No cry (awake or asleep) 0 = Content, relaxed
or smile relaxed position, moves easily
1 = Sporadic grimace / frown, 1= Uneasy, restless, tense 1 = Squirming, shifting back & 1= Moans or whimpers, 1 = Reassured by occasional touching,
withdrawn, disinterested forth, tense occasional complaint hugging, or 'talking to', distractable
2 = Frequent / constant frown, 2 = Kicking, or legs drawn up 2 = Arched, rigid, or jerking 2 = Crying steadily, screams, 2 = Difficult to console or comfort
clenched jaw, quivering chin sobs, frequent complaints
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Substance Abuse

Section Ill: Nursing Assessment (continued)

Pain (continued)

SEDATION SCALE:

Normal Sleep, easy to arouse, oriented when awakened, appropriate cognitive behavior
1 = Wide awake - alert (or at baseline), oriented, initiates conversation
2 = Drowsy, easy to arouse, but oriented and demonstrates appropriate cognitive behavior when awake
3= Drowsy, somewhat difficult to arouse, but oriented when awake
4 = Difficult to arouse, confused, not oriented
5= Unarousable

INTERVENTIONS:

1= Discuss pain management plan with physician 1 A = Position Changed HEHE Splinting

2 = Pharmacological (see Med Kardex) 0 B =Music O E = Imagery

3 = Non-Pharmacological L] ¢ = Relaxation Technique L] F = Education
L] G = Other:

Safety | Family Violence

Do you feel safe in your living environment? If no, describe situation.

Has anyone hurt you, or in any way (either physically or sexually) forced you to take part in activities against your will? If yes, describe situation.

Have you forced anyone, (either physically or sexually) to take part in activities against their will? If yes, describe situation.

Does the situation change when there are drugs/alcohol involved or changes in someone's mood or mental status? If yes, describe situation.

Would you like assistance with this? 1 NO 1 YES (if "YES", contact Social Worker)

L] DENIES [] UNABLE / UNWILLING TO COMMUNICATE ] PAMPHLET GIVEN

Coping and Stress

Describe stress in your life (health, relationships, finances, etc.):

Describe recent changes/losses (job, move, new baby, divorce, death, etc.):

What do you when you are under stress?
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Substance Abuse

Section Ill: Nursing Assessment (continued)

Coping and Stress (continued)

Have you ever been in: [ seclusion [0 Restraints

If either box checked, describe situation:

What kinds of things help you to maintain your own control?

What can staff do to assist you in maintaining your own control?

Part B. Mental Status

Reason for Admission
Describe reason for admission including severity and duration of iliness:

Previous Psychiatric Treatment
Describe when, where and why patient reports receiving previous psychiatric treatment. Include an assessment of long-term memory.

Appearance

Describe appearance including consistency with age, personal habits, manner of dress, behavior, eye contact, speech, movement, gait, posture, leve
of consciousness, state of health and reaction to the invterview.

Emotional State
Describe the affect or observed emotional state:

Describe the mood or emotional state reported by the patient:
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Substance Abuse

Section Ill: Nursing Assessment (continued)

Part B. Mental Status (continued)

Thought Process

Clarigsgiﬂ:ggi:g bk ] No Problem Noted
] coherent L] Incoherent ] confused ] unclear
] other
Content of Thought [ ] No Problem Noted [ ] Homicidal Ideations
] Hallucinations [] Delusions ] Feelings of Unreality [ ] Obsessions
|:| Compulsions |:| Phobias |:| Grandiosity |:| Preoccupations
] Ideas of Reference ] Ideas of Influence ] cConfabulations ] Neologisms

Describe alterations:

SUICIDE / SELF-HARM ASSESSMENT TOOL

DIRECTIONS: (1) Answer Question I; (2) Complete Section Il by circling one of the three descriptors for each Key Factor that BEST describes the patient;

(check those that apply)

[ HoPELESSNESS
[] HELPLESSNESS
[ ANHEDONIA

[ cuiLT / sHAME
[] ANGER / RAGE
[ puLsiviTy

5 - 6 symptoms present

2

(3) Complete Section Ill; (4) Add the points for each circled item in Sections |, Il, and Ill to obtain the total score.
Question 1 High Risk - 2 POINTS Moderate Risk -1 POINT No Precautions -0 POINTS
Is the CURRENT
A.dr.msswn Yes No
precipitated by a
SUICIDE ATTEMPT 2 1 0
: High Risk -2 POINTS Moderate Risk - 1 POINT No Precautions - 0 POINTS
Section Il . .
(1:1) (g15min observation)
Unwilling to contract -OR-
CONTRACT Unable to contract because of
FOR impaired reality testing (hallucinations, Contracts but is ambivalent Reliably contracts for safety
SAFETY delusions, dementia, delirium, or guarded
disassociation) 2 1 0
Has plan with actual or Has plan without
SUICIDE PLAN potential access to 2 access to planned 1 No plan 0
planned method method
PLAN Highly lethal plan (gun, Low lethality of plan (superficial
LETHALITY hanging, jumpi.ng, 2 Low lethality of plan 1 scratching, h?ad banging, pillow 0
carbon monoxide) over face, biting, holding breath)
ELOEIES’\QENT High elopement risk 2 Low elopement risk 1 No elopement risk 0
SUICIDAL N Intermit‘tent N
IDEATION Constant suicidal thoughts 2 . (?r fleeting 1 No current suicidal thoughts 0
suicidal thoughts
ATTEMPT ) . . )
HISTORY Past attempts of high lethality 2 Past attempts of low lethality 1 No previous attempts 0
SYMPTOMS

3 - 4 symptoms present

1

0 - 2 symptoms present

0
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Substance Abuse

Section Ill: Nursing Assessment (continued)

Part B. Mental Status (continued)

CURRENT MORBID
THOUGHTS
(Reunion Fantasies, Constantly Frequently Rarely
Preoccupation
with Death) 2 1 0
Section L Replies Not Trustworthy Replies Questionable Replies Trustworthy
RN's SUBJECTIVE Pt. Replies Pt. Replies
APPRAISAL not trustworthy; questionably, trustworthy; Pt. Replies
OF PATIENT'S several nonverbal at least one nonverbal trustworthy
RELIABILITY cues 4 cue 3 0
SCORING KEY 10 or more = High-risk Precautions 4to 9= Mode_rate-risk Plzecautions 0t 3 = No Precautions
(1:1) (q15min observation)

Date:

Total Score: A

d by (RN):

Time:

SUICIDE / SELF-HARM ASSESSMENT TOOL (Courtesy of Psychiatric Nursing, Institute of Psychiatry, Medical University of South Carolina).

Flow of Thought No Problem Noted

Lack of Spontaneity Slow Reaction to Questions

Loose Associations

D Doubting and Indecisive Flight of Ideas Thought Blocking

Thought Insertion

D Thought Withdrawal Circumstantiality Tangentiality

Perseveration

O O O Of O
O O Of O

Echolalia Word Salad

] Poverty of Thought Content

O O Of O

Clang Associations

Describe:

Cognitive Functioning

MINI-MENTAL STATE

Maximum Score | Patient Score

Orientation

What is the: (year), (season), (date), (day), (month)? [Score below 5 is *Initiate Fall Protocol] 5

Where are we: (state), (country), (town), (hospital), (floor)? 5

Registration

Name three objects at a pace of one per second. Ask the patient to repeat all three objects named.

Give one point for each object named. If the patient has not named all three objects, repeat the 3

process until the patient can name all three. Record the number of trials it takes:

Attention & Calculation

Use Serial 7's, stopping after 5 answers. Alternatively, ask the patient to spell "world" backwards. 5

Give one point for each correct answer.

Recall

Ask the patient to repeat all three objects previously named. Give one point for each object named. 3

Language

Point to a pencil and ask the patient to name the object. Repeat with a watch. Give on point for each 2

object named.

Ask the patient to repeat the following statement: "No if's, ands or buts." Give one point if repeated 1

correctly.

Ask the patient to follow these directions: "Take a paper in your right hand, fold it in half and put it on 3

the floor." Give one point for each direction followed.

Write the following statement on a piece of paper. "Close your eyes." Give the patient the paper and

ask the patient to follow the directions on the paper. Give one point if the patient follows the 1

directions.

Ask the patient to write a sentence. Give one point. 1

Ask the patient to copy a design. Give one point. 1
TOTAL SCORE 30

PART OF THE MEDICAL RECORD

8850066 Rev. 05/05 Admission Data Base_ BEHAVIORAL HEALTH_NURSING

PAGE 11 of 12



Substance Abuse

Section lll: Nursing Assessment (continued)

Part B. Mental Status (continued)
Fund of Knowledge: (ask one) ] Name 5 cities in the USA.

[ 1 Name the current President and 2 other past Presidents.

[] Name the capital of either Maryland or Virginia.
Response:

Abstract Thinking:  (ask one) [] Birds of a feather flock together.

[] A stitch in time saves nine.

[] Don't count your chickens before they hatch.
Response:

Insight: (ask: "Why do you think you are here at the hospital?")

Response:

Judgment: (ask one) [] Why do they put criminals in jail?

|:| What would you do if you got through the line in the grocery store and found out you had no money?

[] What would you do if you found a stamped, addressed envelope on the street?
Response:

Signature, Title and Credentials of Registered Nurse Completing Section IlI Date and Time of Completion of Section IlI
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