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ANt iy
Personal Data
NBIE ... o000 imasmesim S RS Age ......... Sex ........ Education .................... Occupation:: i e
Admission Date ..................ccccoe.nn TR . sccsmsticesscamas s i Vital signs : Temp. .........- % °’C | Height............ cm
Mode of Arrival: Qwalk O wheel Chair O Stretcher  Other .......... HR .ocone / min/Resp. £ fmin | weight ....... & kg
Admitted From : D ER Trauma doPp Refer ~ U Other........... BP.coo i R mmHg
DIAANOSIS ..-.onesisnmemsnmemmermntion ssissasssmsis fonssinssassssnissmirasmmn s passiinsans e NI I o i s R T s T e e
CHIBT COMPIAINE ... ovromosmmpsmnsnmmmmsomsommssassmmamenmamennsass sssmnsisassyanin s T Mps s et AT S e aavs e S s R 3 e s
Present lliNeSS ..........ccccvviniinieniiiinnennneriecnennesennerenernssennernsccnscforinci oDl crneennenienseneennennnnne oo omm . Ll
Past: NS HISIONY .uu.cresmmarnnswermnsmnsmssssmensmmensamonisnsiomsssgglha s g5 srwsnsssnsinsss sl ol W oo s s soens srvinmeronaning
Familly: INeSs HIStOTY. .- smincsmvmmmpisssmmeninsnoglon s o) ollonms ssrosvannspniomaamimondinss Ramenon QUINGen s nsvantsss Has Rl e
Allergies (Drugs, Food, Other) : .........cccccevenneeflee . .- F - Reactions .........c® e NI L < ooeinsonnasssis o iininbhten o rets
Exercise : Sleep / Rest : ..... hr/day | Tebacto Alcohol Other Drugs/Substances
D None Q Enough &) None (I'Nane U None
Q Always ............... Q Not enough 8 [T . B sy So——— B o7 TN, PR Al
Q sometimes ......... What helped in the past? ¢ Smoked duration ... 4. DrapK duration ........... Used duration ............
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ Quit duration ... g .. Quit duration ............... Quit duration ...............
Information provided by: O patient ( Ofher ......... Q continuous 4,.........> W@ continuous ................ Q continuous ..............
Emergency Notify : Name ............ 0% % e, frequency....... % [ day frequency ............ / day frequency ........... / day
RelationShip .......vveevn. Phone e 4 duration " Ne........4. duration ........ceevvvnenne duration ....sassevids
Spiritual / Cultural Needs / Emotional Support
"FAQOD 3 Special Religious / Cultural:considerations for hospitalization Q ves O No
VTR ol - O e SN GUY CH R S i e )
Anxiety Q None QO inness & Finance__ U Family T SN gt i A SOOI .. ..
Support. Systems: QNone O Parents {J Spouse/& Family (dFrendis) O Religious activity (dOther .......ooovovvveveeereecenns
3 Nutrition / Metabolism |
Q Ordinary Diet Appetite Swallowing Difficulty | GI. Problem : (1 None |
Q) Liquid / Soft Diet D dood Qrair QProor O None U Nausea
Special Diet : Feeding Q solid QO Vomiting
Oov  QiowNa Qser” O Assisted Q Liquid Qother ..o
O Low Prot. 1 High Prot. NG/ o6 Weight Change : (1 Unknown U No O ves
Qother..................... Q Gastrostomy/Jejunostomy tube iV L @ o KO T ssonvisassnns wk / mth / yr
Q neo O Parenteral Nutrition @ M T | P KGiF sosmnviiain wk / mth / yr




Skin

Dermal Assessment : (J WNL

DAbnormaI : Use letter to indicate type and location on diagram

A : Abrasion

v = - ™™Nm H @

: Burn

: Mass

: Contusion
¢ Ecchymosis
: Hematoma

. Laceration

: Petechiaé

PS : Pressure sore Stage .....

R": Rash
S ¢ Suture

Scy: Sear

SR".SKin reaction from radiation

............. ostomy
Temp. : |Moisture : Color : Pressure Uicer Stag|ng
Qwarm| O Moist U Normal
D.Hot Q B Q pate Stage 4 Persistent redness(in lightly pigmented Skin).Persistent red, blue, or purple hues(in dark skin)
Q cool Q Cyaniosis Stage 2:8kin loss: abrasion, blister or shallow crater:
Stage 3 Deep crater : not extend down thfough undeérlying fascia.
Tur Or D ............
9 Ao O Jaundic™ Stage 4 Deep crater : damage to miuscle, bene or supporting structures.
Q Poor L
Cardiopulmonary
Pulmona
i Current Treatment :
Rate : Rhythm/Dépth: Effort : Cough : Sputum Diions
U Eupnea M| Regular a Easy U'None O None
Uo,
Q Jachypnea el Irregular a Dyspriea Q Dry a Hemoptysis Qerr
U Bradypnea (' Deep (orthepnea 1 Productive U Frothy Q tracheostomy
Q Apnea U shallow (3 other Q other T [ B Ventilator
Q Chest Tube
....................................... Qother ...
: LY othet.....onitiis
Cardiovascular
Pulse Rhythm: | Pulse Amplitude: Pulse Rate : | Edema : Chest Pain:
Q Regular )D Strong &Normal U None QNo
a Irregular DWeak £...00..... Q Tachycardia O Generalized O ves
Q) Absent ... Q Bradycardia U Localized......... o | o] P R TTONNUE l, PARRe oy
Q Pitting.......ccvvnvnne. ROIBTBAPAIN 2 cosmeconmmunpositiinskomssimassmsnas S e

Neck Vein Engorged : U No

O ves
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NAME oo iasinsicsd R s e v asivsissahisionssavanblsmsadng bo s AN AMMRINBEN: oy o sis e ey B WARDY 0/nés o pote ouioiiaas shovs
|
Neuromuscular L
Neurosensory
Level of Consciousness (LOC) : Vision : Hearing : Speech : Smell : O Normal
O Alert, awake and oriented U Normal Q) Normal Ul Normat O impaired’...... %
Q Lethargic (Sleepy but easily aroused) O impaired Q Impaired & Impaired Sensation :
(Q Stuporus (responsive only to noxious stimuli) ORL ... 5w ORt......& DeviceQ........... Q Normal
D Comatose (nOt resDonsive to noxious Stimu”) 3 )il EFE o ik D NUumbn@sSe....ccc.o B ...
Blevice unveiiein Devigt ... 5% Q TingPAGE. .........fe...oeeee
Musculo-Skeletal
Hahd Grasps : Joint : LJwnL Weakness :| Paralysis : Seizure™ Movement :
Q Strong Qswollen.......................4 Y Qo D No Q Normal
Oweak ORrRt OLt R SRR S M Ohves Q ves O ves Q Abnormal
Q Absent O Rt O Lt H1 S CEPE R » N WY AUNeeS GRS & SR (S T e e S
Qother........... AN
Mobility
Activity / Function : Prosthetic’/ Assistive Devices : Ihjury: L No
Q independent (Only require assistive device) Qe o e
Q Requires Assistance in dicane 0 &AL D 1 .
O Eating O Dressing Uwaker N Y | oo i
O Toileting O Bed Mobility ( wheel Chair
O Transferring * O Ambgtation Q) Artificial Limb ... 8. .ovooeoodleeean Dominant Hand : U Right O Left
© (0] e . . 5 FTE T AR, RSP
Elimination /*Reproductive
Gastrointestinal
Oral Cavity : Abdomen/: Bowel Pattern : ............ me:/ .o day
Q) méist W ory Q) soft Elimination Problem :
Q) Aprasion Q Tumor Q ndenn.. 97 U None O Constipation
(Urpénture QloMese......f........... U Diarrhea Q) Incontinent
BOther .. ooz N, LRGN ........imidiisisesssmmsssenssenminsd i e E
Genito-Urinary Reproductive
Bladder : voiding : L.......... ( Day:Night) | Urine : Genital Organ: | Breast : Menstrual Problem :
O soft (] Continent QO clear O Normal U Normal (Female Only)
U Distended U Theontinent Q Cloudy U Abnormal O Abnormal U no
QO other Q DysuriaNggl.......ccooeevennnne Q Bloody RN TN ER Rl e
............... DCatheter........................, DOther...............
............... Qother. ..o o shisomaso Ml o o




Pain Management

Pain ( ves ' No | Pain Location ..................... . WHBI ..o eess s sesersssesesi st
What causes DAl O e S e ot oo S h s s o8 e s 0 W b 0 4700 £ e
Pattern : (1 intermittent U constant

How does patient describe the pain :  Burning

Intensity :

Moderate Severe Very g
pain pain severe possible
pain pain
t f ) f 1 t i f i { {
0 1 2 3 4 5 6 4 a )
No Moderate
pain fatn

What relieves pain : ( Cold Compression U Hot Compressioft () Massage U Relaxation (L Reposition
U Rest/ Sleep L) Medication. . AN e ffleeeeeeeeeersaens B, e S R

Information / Teaching / Learning Needs

U Orientation () Disease Process Q Signs / Symptoms to Report to Med. Staff (2 Test / Process Treatment

U Medication U pre/ Post - Op. Teaching [ infettion Control O wound / Ostomy Care

U self care U piet Changes Q Activity Q Equipment & Safety

L . Y (B Y S AP SRS, <<

Discharge Planning Supportive Care

Discharge Screening Criteria

1.Will patient need post discharge assistance with Activity of Daily Living’/ Physical functioning?

Q vYes (if yes, complete’A&B) Q No
A. Does patienthave family Capable and willing to provide assistance post discharge?
U A(=E 2 o WY ARUIUPTRNY o . W O No
B. Is assistanceheeded that family can’t provide?
¥ £ P “ad N . ", Q No
2. Are there financial concerns regarding this hospitalization?
L e Pl O No
Home Environment Discharge Planning Needs
Lives With: Lives Where ; tl T o T S
O Parents/ Family| ( House L Environment & ECONOMIC .............ooiuiveveeoeeeeeeeee oo e esenees
Q) spouse (JTownhotise A TrEAtMENE ..o,
U Friend O Apartment/Catidominium | LI HEAIN .....oooo oo
QJ Alone &) NursingHome (L Outpatient REFEITAl ...........oovooe oo
Qother............ T . 6 {10 PSR VYN S
Possible Referral Needs: [ Wound Cdre / Burn Care () Rehabilitation / PT | Speech ot
[ Social Service J Psychologist L0 Other coihassnnineonenerensmssrunsne

Assessment Initiated BY BM 1 cosaemmmeniassssssviass Date




