Date: Time: Initial Administration Assessment

SECTION 1: GENERAL APPEARANCE (RN) : R e
General Appearance Skin

0 Groomed [ Unkept 1 Unexplained Bruises/Trauma':14 Owarm O Moist O Cool [ Reddened Areas

Tongue: g Molst EI Dry g Qpen/Cracked g Lesions B Cold EZI:I Rash/Leslons E g?’t O Scaly/Peeling

Lips: Moist Dry Open/Cracked Lesions Clammy Hiching Describe; e =

, . PRESSURE ULGER RUSK ASSESSMENT AND INTERVENTIONS ON FLOWSHEEY NOTE.

Dental Status: (I WNL  Problems: i intiated: O Yos O No :
Psychosoclal/Emotional -‘
D C-ah‘nfCoopom D W1.14 D Mental wﬂ B w&mmué:’m Ine&s‘-:‘ |I
[ Agitated/Restless B Anxiety Present’ B mw«

[J Wandering Uncooperative tions 1 [0 No Problems Noted
SECTION 2:PAIN (RN)

pain: [ Yas[ Ne Localion: Duration:

Type: O Shap Oouw O Aching [ Constant O] Intermittent [ Radiates

O Acute O Chronic/Uncontrolleds, 10 O Other: Typa:

Rate (0 - 10 Scale): (Nme)u-1-2-3-4-5-8—7-8-9-10Mom)PmRaﬁ-ng.:sﬁ'
What Aggravates 7: _

What Alleviates 7

worse in: [OJAM OPM [ Other I No Problems Noted
Pain Scale A - Infants up to +/- 3 years of aga Directions: Score each of the § mmgmsmmim score a the bottom
Bahavior 0 I 1 2 Scare only ona Hem In each of the 5 categories
Crying No High Pitched Inconsolable Mability (observation preferable lo paticat seif repori)
Consotability | Calm before 1 minute nuumz‘f‘mm None after 2 minutes gml mm;mmaaw gickites woo o fanllrn ot
o e Ambutates or transfers assistance
people for support or balance
Increased V.8. | HR & BP withia HA & BP 11-20% [HA&BP21% (¥ point) mmmw}mﬂmm
10% of basefine > baseline or > baseline T (0 points) Unable to ambulate or transfer
Expression Calm Grimace Grimacefgrunt constant Mentation
0 points} Alert, onented x 3
Sleepless No Wakes frequently | Gal awaka h pm]} Periadic coafusion (includes seX report of memory probleme)

**A score of 4 or gmam_indicates pain and requires intervention™* (1 point)  Confusion at all time
S {1 point}  Comatase / unresponsive

Pain Scale B - Children Ages +/- 3 {0 8 years of age
©5) xR @ () e 45 {0 points) Independent In climination
=/ — —- — — — (1 poinl)  Independent with frequency or dlarThea
o 1 2 2 B {1 point) Needs assistance with fofieting
I - ient’ a

AR

L1

3 (1 point) lacontinence (inciudes foley catheter)

= Prior Fall History (question paient and/or famiy)

¢ =No pain (1 point) Yes - before admission in last year (home or previous inpatient care)
1-3 = Slight discomfort, moves without help {2 paints) Yas - during this admission Date:

4-5 = Medium discomfort, hasitant movement {0 points} No

7-9 = Severs pain, stramned expression, will not move {0 poinds) Unknown

10 = Very severe pain, writhing or swealing, HR, BP Curren! medicetions
SECTION 3: PATIENT EDUCATION (RN)  (1poin)  Asticonvuisions/irnquiizers of psychotopics/ypnotics
Total Points
. —— — TORIPOEE o core of 3 or ahove: patient is at igh risk for talls
[ Mearing £ Emotional -»+|MPLEMENT HIGH RISK FALL PREVENTION INTERVENTIONS
O Cognitive Oanxiety (Omid (Omod Clsevere | Yes_ No__ impaired Judgemeal | lack of safety swareness - nceds assistance (o
O Poor Motivation O Memory Loss iransfer 1o get out of bed but still reorts independence; needs walker of
[ Difficuity With Reading O No Participating Care Givers cane/ crtches to ambulate but continues to use fumiture to stabilize.
O impaired Vision O Physiologically Unable To Leam i marked Yes pallent s at high dsk for fails
J No Barriers Noted «=«[MPLEMENT HIGH RISK FALL PREVENTION gose
Leaming Style: (what/how patient likes to laam?) .
U Reading O Pictures SECTION 4: NURSING PROCESS (RN}
Ciisoning, g I nomontiaton (3 Patent Problem Statemont Ideniifod:
Potential Learning Needs O Ciinicat Pathway(s):
(] Disease Process I Treatmenl/Proceduras RN Signature: Data: Time:
[ Medications [0 Nutrition [] Other:
Patient Identification

Hospital
DEPARTMENTS OF NURSING
BR00-108 (0305) Admission Assessment




[ RESPIRATORY CARDIOVASCULAR: [ Chest Pain [ Jugular Vein Distension
{3 Chest Tubes [ Congestion3 Heart Sounds: [ 1Regular [Jirragular OmMurmue 153 [JS4
1 Aspiration Risks g [ Tracheostomy3 Pulses: Radial Pedal Post Tibdal
] Productive Cougha Secrations: Absent du Or OLOr Lt Or
] Mechanical Ventitation?3 Doppler Cle R e QR Ou Or
Respirations: Breath Sounds: Intermittent 1+ O v Ol R O Lr Ou E R
[ Regular L R Nomat 2+ 3L ORrR Or Or Ou Ur
{1 Iregular Clear O &) Full s+ 0Or O R Ocu Or

Shallow Rales/Crackles [} C Bounding 4+ 1L EIR OL R Ou Or
Labored/SOB3 Wheezes3 {é E.ll Color: [1Normal [JFiushed [1Paie LI Cyanotic 1 Jaundiced
rventilation Decreased
(]#rate and T depth) Absents ] 0 ivPorts: [ Yes13 [] No Type:!
[ Cheyne Stokas [ Location:
[J Other— [] No Problems Noted | [J Edema:  Location:
GASTROINTESTINAL IV Sites: Peripheral:
. [OFat [JDistended [iamge [ Tender Central:
Abdomen: B soft  [JFirm [] Rigid ) No Problams Noted
Bowel Sounds: [JNomal [JHypo [1Hyper [JAbsent Gﬁnlhmlrhary OF "
3 Voids on Own requency rgency
Ostomy®: a Gc:loslomy [T ueostomy [ Buming on Urination L incontinence odor [ Calor
L Jejunostomy O stents [JFoley  Date Inserted: Size:
Feeding Tube: [J NG 3 G-TubelJ-Tube Dif!ysi§ Access: Type:
[jw C]D!fsphaglan Theil: L3 Strong Cweak [ Absent
[J Vomiting [7 Difficulty Chewing Bruit: [ swong [0 weak [ Absent
[ Constipation ] Acute  [J Chronic Ostomy®: [J Urostomy [ Nephrostomy ] Ro Problems Noted
[ Dtonition > deys [J No Problems Noted | NEUROLOGICAL:
3 H Tingli bnessiVWeak
REPRODUCTIVE  [liching [lBieeding [JLNMP: Eormdtossmer; O o e i wiowes AR Etromi J
{0 Pregnant Weeks [] Uterine Contractions [ Lethargic Place LeRArm
O Fetal Heart Tone:  [JYes [No Rate: ] comatose Time Right Leg
[ Gurrently Breast Feeding 10 [ Confused ) No Response [ LeftLeg
O] Post Menopausal [ Hysterectormy 3 N/A O
(] No Prablems Noted Other
“#f Desired, Attending Physiclan/PA Notified? O yee ;w0 ;
Location (Number) SHOW LOCATION WITH NUMBER
Size (cm) Length - L R
wao Width
O Depth
u Level
g Appearance
5 Dranage
Dressing
Pressure Relief
J No Wounds Noled

Note: ALL dressings must ba removed and wounds completaly assessed.
ALL Pressure Wounds, inciuding Stage |, ere to be documented.

Drainage: S = serous 5SS = sero-sanguinous BL = bloody P = purulent
O = odorous D =dry

Dressing: C =cream G = gauze F = Film HC = hydrocokoid
H = hydrogel A= alginates FO =foam O = other

Pressure Ralief: H = healst SC = seal cushion HC = head cushion
A= air overlay SB = special onder surface/bed
Partial Thickness > Stage I, Stage Il
Full Thickness > Stage NI, Stage IV
Appearance: | = intact E =erythema R = red/granulation
Y = yelow/slough B = black/necrosis ES = eschar

Level:

SECTION §: REFERRALS (RN) _*™iObtain Physician's Order for Consultation " ORDER # init
O-No Referrals Noted ORDER # Init Os.  Cardidlogy
[J1. Case Management/Psych [1g9* Speaech Therapy
2  Nutritional Services Ll10. tLactation Consultant
03 Respimtory O 11. Clinical Pharm.
[} 4. = Rehab Medicine / OT 012, IV Therapy
O 5. * ETMound Management [013. Patient Relations
Ois.  Pain Management [J14. Pastoral Care
O7. Diabstes [115. Cultural Liatson
RN SIGNATURE: DATE: TIME:




