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NR.DOC.01

(1) WARD .o e
ADULT NURSING ASSESSMENT FORM, SIRIRAJ HOSPITAL HN.. Skin
AN R
Dermal Assessment : © WNL O Abnormal ; Use letter to indicate type and location on diagram
Personal Data RS ASIER
NEITIE ... Age ......... Sex ... . Education ................. . Ocoupation ...................... () ' B :Burn
Admission Date ... ... Time ... | Vital signs : Temp. .. Height ............ o C : Contusion
Mode of Arrival: © walk © Wheel Chair @ Streicher O Other ... HR oo Jmin ReSp. woveeee /10N | \ygight | ke E : Ecchymosis
Admitted From : OER Trauma O OPD O Refer O Other.......... BP.coiiinimininions -:mmHg H : Hematoma
Diagnosis .. L : Laceration
Chier COMPIAINT s irsy o T L S S R T R SV OGS M : Mass
PreSERt NIITEsS! snmmmmmom i o S TR N T oY P : Petechiae
................................................................................................................................................................ . PS : Pressure sore Stage .....
............................................................................................................................................. R : Rash
Past lliness History ........ccocooveieiiiiiiine D . 8 : Suture
............................................................ Sc : Scar
....................................................................... SR : Skin reaction from radiation
Family lliness HIistory ..o e feririiniie e ostomy
Allergies (Drugs, Food, Other) : . 1 . . . . .
— Temp. : |Moisture : Color : Pressure Ulcer Staging
FLcs . P
Exercise : Sleep /Rest : ..... hriday | Tobacco Alcohol Other Drugs/Substar 0 Warm [0 Moist 0 Nomal
Stage 1 Persistent redness(in lightly pigmented skin).Persistent red, blue, or purple hues(in dark skin)
O None O Enough 6 None 6 None 6 None OHot Py Opals
O Always .......oco... © Not enough (S o TV T SR (S Kot ST O QU .c.cveceiiirnn 0 Cool 0 Cyanosis Staie 2/Sin 1055 abrasion. bllSteror shisllow ceater ‘ ,
O Sometimes ......... What helped in the past? : Smoked duration ..........] Drank duration ........... Used duration ........ Turgor ; 0 Good Stage 3 Deep crater : not extend down through underlying fascia.
-------------------------------------- Quit duration ............. Quit duration ........... Quit duration ........ Ao Disivis Sage4 Desp/crater:damageiTomuscle, bonetor supporing/styalures;
Information provided by: © Patient © Other ........ O Continuous ............... O Continuous ............... O Continuous ...........
Emergency Notify : Name , frequency ......... /day frequency ......... /day frequency ......... e Cardlopmmonary
Relationship .....ooieerveienns Bhohe#E . vemsarenmivarsn duration . . duration ... duration .
Pulmonary Current Treatment :
. ) Rate : Rhythm/Depth: Effort : Cough : Sputum O None
Spiritual / Cultural Needs / Emotional Support
upnea egular asy one one
OF O Regul OE onN on 00,
e Special Religious / Cultural considerations for hospitalization Oves O nNo 0 Tachypnea 0 Irequiar O Dyspnea Oy 0 Hemoptysis Clan
(21]o] (o [ ————— ) 8 Tracheostomy
(e e s eribe as s T L S e T S e e e O Bradypnea 0 Deep 0 Orthopnea 0 Productive O Frothy '
Anxiety : O N 0 OF O Famil 0 oth O vertiator
nxiety : one ness inance amily B, e e e e s Bupres O shallow 0 Gher O 6ther 0 COlor i B Chest Tube
Support System : ONone O Parents 0 Spouse & Family O Friend(s) O Religious activity ©Other oooovvvivcviccccee || 0 Other O Other i
Nutrition / Metabolism N s
Cardiovascular
© Ordinary Diet Appetite : Swallowing Difficulty | GI. Problem : 6 None Pulse Rhythm: [ Pulse Amplitude: | Pulse Rate : | Edema : Chest Pain:
0 Liquid / Soft Diet O Good OFar O Poor O None O Nausea 0 Regular 0 Strong © Normal O None O No
Special Diet : Feeding : O Solid 0 Vomiting 0 Irregular OWeak ..o O Tachycardia | © Generalized O Yes
OoM  OlowNaBgell  © Assisted 0 Liuid OO  ssvisssonsesies : B Absent ..o 0 Bradycardia | O Localized....... Location..
O Low Prot. © High Prot. ONG/OG Weight Change : 0 Unknown O No O ves OPiting........cccvenen Refered Pain ..o
Qother. oo 0 Gastrostomy/Jejunostomy tube Tyes'| | LOSS .c.ouimmiveniesd e f e — wic/mth /7 yr Neck Vein Engorged : 0 o Oves DUFBHION vt
- . BB, e s oyt e e sergmnse ans ity sy
O NPO O Parenteral Nutrition pGain e Kg 7, whk /mth /yr




(2)
ADULT NURSING ASSESSMENT FORM, SIRIRAJ HOSPITAL

Pain Management

NAME oo oo oo oo N e AN oo WARD ..oooooooooo oo Pain 6 ves 0 no R} LGB ey sosssneassssasorsens VB s s S A
What'causes. pain 10  INCrEESE: P rueuumsuuuissaesis sunnsnin s st s sssians i i s 488 008 R o806 510 8 e A 068
Neuromuscular
Pattern :  © Intermittent O Constant
Neurosensol . . .
4 How does patient describe the pain : © Buming O pull
Level of Consciousness (LOC) : Vision : Hearing : Speech : Smell : 0 Normal 5 e s -
Intensity : > o6 =
0 Alert, awake and oriented 0 Normal 0 Normal D Normal O impaired ........... A o i R
0 Lethargic (Sleepy but easily aroused) 0 impaired 0 impaired ) Impaired Sensation : . 2 2 = s 10
No Mild Moderate Severe Very Worst
0 Stuporus (responsive only to noxious stimuli} [T T — BRE: coseens Device ............. P Normal pain pain pain pain Sg\é?r:"’ po;:ilr?lg
0 Comatose (not responsive to noxious stimuli) T — 1141 B ep— O Numbness .................. t t t t t f t t i t i
o ) 2 3 a s 7 8 9 10
Device: . | Devioe: i O Tinglingaes s p‘\;‘i’n M‘”Sj[’f‘o p‘évs‘;?z‘lc
pain

Musculo-Skeletal

Hand Grasps : Joint : 6 wniL Weakness :| Paralysis : Seizure : Movement :
eS:rong O SWEIBN s armsmsma 0 No 0 No 0 No 0 Normal
O Weak LRt Lt O S8 semssvissssamssiasin 0 ves 0 ves 0 ves 0 Abnormal
0 Absent LRt Lt OTender oo | e | e ol e |

I sy
Mobility
Activity / Function : Prosthetic / Assistive Devices : Injury: 0 No

0 Independent (Only require assistive device) (2 2 SRR ——

0 Requires Assistance in 0 Cane
M Eating M Dressing awakesr @000 | ssesmeassnemusmseeesaness

M Toileting M Bed Moebility 0 Wheel Chair

W Transferring W Ambulation 0 Atificial Limb .........oooovsevereereeeereeenne Dominant Hand : 0 Right O Lett

JLOENBE s snanmnssyiis DB s sessuemmmnim:

Elimination / Reproductive

Gastrointestinal

Oral Cavity : Abdomen : Bowel Pattern : ........... time /........day

0 Moist 0 ory 0 soft Elimination Problem :

0 Abrasion 0 Tumor B Tender:c:omnasiis 0 None 0 Const pation

0 Denture 0 otner .......... SRR 0 Diarrhea 0 Incontinent

eOn‘er LT Y P Tt SRR P PO St RO e R e RS 0 Other i i

Genito-Urinary Reproductive

Bladder : Voiding : ...... :.....{ Day:Night} Urine : Genital Organ : | Breast : Menstrual Problem :

6 sott 0 Continent 0 Clear 0 Normal 6 Normal (Female Only)

6 Distended 0 Incontinent 0 Cloudy 0 Abnormal 6 Abnorma 0 No

0 Other O Dysurlasisnsns OBisody: | memesssssse | sesssaes Oves oo
O Catheterinavmss OO0ther ..o | e 3
~ I MP -

Does pain affect patient’s ability to : O Eat O Activity O Sleep O Elimination © Mood © Self Image © Sexuality O Social Interaction

What relieves pain : 6 Cold Compression © Hot Compression © Massage O Relaxation O Reposition

O Rest/ Sleep © MEAICAION. ..o v [ 0T TR

Information / Teaching / Learning Needs

© Orientation © Disease Process (5] Signs / Symptoms to Report to Med. Staff © Test/ Process Treatment
O Medication O Pre / Post - Op. Teaching O Infection Control O wound / Ostomy Care

0O Self Care © Diet Changes 0 Activity [¢] Equipment 5] Safety

O Other ...

Discharge Planning Supportive Care

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

O ves (if yes, complete A&B) O No
A. Does patient have family capable and willing to provide assistance post discharge?
O YES i O No
B. Is assistance needed that family can't provide?
OYEE s G O No
2. Are there financial concems regarding this hospitalization?
O YES o O No
Home Environment Discharge Planning Needs
Lives With: Lives Where : O TABRIBBHEN 1cvvcosrovommon e soms s T T ST T TSR T T T
O Parents/ Family | © House O ERvIrdniment & ECOROMIC s wummemsmmmvusmsmmsr i e i s s s
0 Spouse O Townhouse B T B I surarvamousos o et memse ot T AT O DA T T TR P PO O ST TRy
O Friend 0 ApartmentCondominium [B HEAIN .............coiiiieies e et e et et e s
0 Alone © Nursing Home O OUIPATIENT RETEITAl ... eveves e e e e s
OOHhEE o Bitthsk s IV om0 S A S PP SR A A A P PO SR TR
Possible Referral Needs: O Wound Care / Bum Care O Rehabilitation ¢ PT O Speech O o7
O Sacial Service O Psychologist OO o 0 smimpreess s e
Assessment Initiated by RN @ ... Date . TIME caeesessvsin:
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(2)

PEDIATRIC NURSING ASSESSMENT FORM, SIRIRAJ HOSPITAL

AN, i

Pain Manaaement

Skin

Pain O ves O No

Dermal Assessment :

OWNL eAbmorma\ , Use letter to indicate type and location on diagram

A : Abrasion
: Burn
: Contusion

: Ecchymosis

I m O ™

: Hematoma

L : Laceration

M : Mass

P : Petechiae

Ps : Pressure sore Stage
R : Rash

S : Suture

Sc : Scar

SR : Skin Reaction from Radiation

Pattemn :  © Intermittent 6 Constant - G OO —

How does patient describe the pain : @ Burning  ©Dul O Sharp

Intensity : ~
(oo}
S
No Mild Moderate Severe Very Worst
pain pain pain pain severe possible
pain pain
L ' Y - ' ! \ ' ' | {
r T T T T T T T T T 1
o 1 2 3 4 5 6 < 8 =] 10
No Moderate Worst
pain pain possible
pain

Does pain affect patient’s ability to : O Eat O Activity © Sleep © Elimination © Mood © Self Image © Sexuality O Social Interaction
What relieves pain : © Cold Compression © Hot Compression O Massage O Relaxation © Reposition

eReSUS\eep O METICANION. ... vveeereveerierveeecre e D OMEE vt

Information / Teaching / Learning Needs

O Orientation © Disease Process 0 Signs / Symptoms to Report to Med. Staff O Test/ Process Treatment
O Medication © Pre / Post - Op. Teaching O Infection Control O Self Care © Wound / Ostomy Care
O Diet Changes [} Activity 0 Equipment 0 Safety O OB oo e et

Discharge Planning Supportive Care

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

O ves (if yes, complete A&B) O No
A. Does patient have family capable and willing to provide assistance post discharge?
O YES i O No

B. |s assistance needed that family can't provide?

= O No
2. Are there financial concerns regarding this hospitalization?
O Yes O No
Home Environment Discharge Planning Needs
Lives With: Lives Where : O NSBB8 AT P B P SATT
O Parents/ Family | © House O R TG RS SOOI s mimssavmmsstos vims s o a3 00 G R
6 Friend O Townhouse O TFEAIMENT ... et s e e e et e
O Alone © Apartment/Condominium O H B el e S S T R
O Other ............ O Nursing Home &Ko TH o - (a1 21 - 1T ———
.................... O0ther. oo O DIOT ceiisiiiiie it e
Possible Referral Needs: O Wound Care / Burn Care O Rehabilitation / PT O Speech O oT
O Social Service O Psychologist QOther oo
Assessment Initiated by RN : .................................Date ................... Time ...............

T : Birthmark
veeen... OStOMY
Temp. : | Moisture : Color : Pressure Ulcer Staging
Owarm | © Moist O Normal
0 0 0 Stage 1 Persistent redness(in lightly pigmented skin). Persistent red, blue, or purple hues (in dark skin)
Hot Dry Pale
Stage 2 Skin loss: abrasion, blister or shallow crater
0 Cool 0 Cyanosis
Stage 3 Deep crater : not extend down through underlying fascia
Turgor: 6 Good O Poor Stage 4 Desp crater : damage to muscle, bone or supporting structures
0 Jaundice
Cardiopulmonary
Pulmonary
Current Treatment :
Rate : Rhythm/Depth: Effort : Cough : Sputum :
0 Nore
(5} Eupnea (5} Regular 0 Easy O None 6 Nore 00 :
0 Tachypnea 0 Irregular (5} Dyspnea 0 Dry (5} Hemoptysis 0 ﬁT
0 Bradypnea 0 Deep 0 Orthopnea 0 Prodluctive 0 Frothy 0 Tracheostomy
Vent
0 Apnea O Shallow 0 Other 0 Other 0 Color 6 vertiiator
O Chest Tube
9 Other 6 Other
Cardiovascular
Pulse Rhythm: Pulse Amplitude: Pulse Rate : Edema : Chest Pain:
(5} Regular (5} Strong 0 Normal 0 None 0 No
(] Irregular 0 Weak O Tachycardia 0 Generalized 0 Yes
0 Absent [} Bradycardia 0 Localized Location
Neck Vein Engorged : 0 Pitting Refered Pain
0 No O Yes Duration
Frequency
31

33
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NR COC. 04

DAILY NURSING ACTIVITY CHECKLIST FORM
SIRIRAJ HOSPITAL

VBT reame b s srsasizsndnds
HENG v asrtsssmsaiais s
¥ PSS S A O B R o

Note : Check * 3" When nurse gave nursing care and also check = * ™ when patient had problems, Please see in NR. DOC. 03

Nursing Care

n
=

S

o
3
~
&
&
I
©

15-23 2

Bath

Mouth Care

HYGIENE

Shampooing

Perineal Care

Linen Change

Other ..

NPO

Oral

Feeding

NUTRITION

Parenteral

Ambulate

Exercise

ACTIVITY

Rest

Bed Rest

Absolute Bed Rest

Condom Care

Cath Care

SYST

Ostomy Care

ELIMINATION

Enema

Side Rail Up

SAFETY

CATE

Restraint

Greeting

Touch

Information

IVF./IV. Cath Care

Tube Care

Drain Care

Wound Care

SPECIAL CARE

Pain Care

Breathing Exercise

Turn Pasition c-l

HUUINEG

Signature

Page




MEDICATION REC

SIRIRAJ HOSPITAL

MEDICATION RECORD

ORAL

MEDICATION

Ward
H.N. AN

Name Age

) Date [
Medication, Dose, Frequency — —— {
| Time Sign Sign Sign Sign Sign Sign Sign
|
|
- — | S—— | L
|
— | — e — =
| |
| = "'7' 1
| |
T
|
p— — ‘
e - {
|
|
& = - e
|
|
— i ]
S—— - 4
|
| | . |
|
. 1
[
|
—— e e i =
Administration Codes DRUG ALLERGIES
Patient absent A | Patient vomiting v
Patient fasting F Medication unavailable N
Patient on leave L Withheld on doctors orders H
Patient refu: medication R Withheld for other reason w
page

miwRud lrane o 2035

10,000 WUHY / 0,6.48 / Mat. 10017008

MONITORING NURSING
RECORD

N 0OC 09
Ward . ccimansmasianis
MONITORING NURSING RECORD HN
AN
SIRIRAJ HOSPITAL
NaMG covssiisirsumsrosnossassasasmisinvemsossssnisss AGS (woireinas Yrs. DIBGNOSIE: i cusumassissurons s tianmmss gt ianys
Date Vital signs Pupil Fluid
Bp FHR > Pain —_— —
s 1 vr> R | mmig | min | 9 | score Seze Reaction ke o Remark
me C fmin | fmin Rt Lt. Rt. Lt.
LG Pain Intensity Scale Pupil Size
{Level of Cor ) = = s o= =
A= Alert, awake, and oriented ( > (> < ) ( ) (— > () co 00 . . ‘ .
L= Lethargc % & & T
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