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ADULT NURSING ASSESSMENT FORM, SIRIFAJ HOSPITAL = .
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ADULT NURSIMG ASSESSMENT FORM, SIRIRAJ HOSPITAL
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NURSING CARE PLAN

SIRIRAJ HOSPITAL
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NURSING PROGRESS NOTE

SIRIRAJ HOSPITAL
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NTENSIVE NURSING PROGRESS NOTE 1/1, SIRIRAJ HOSPITAL
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Note : Check " v~ When nurse gave nursing care and also check = ="

INLIO - e 000 0:0:0:0.00,0:8 000 yrs

DAILY NURSING ACTIVITY CHECKLIST FORM
SIRIRAJ HOSPITAL

DAILY NURSING ACTIVITY CHECKLIST FORM
SIRIRAJ HOSFITAL

NR, DOC. 04
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when patient had problems. Please seeo in NR, DOC, 03
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MONITORING NURSING RECORD
SIRIRAJ HOSFITAL

Post Operation Pain Record

+§1hr X4 times
+§ 2 hrs X 4 times

+5 4 hrs until Post Operation 72 hrs
-5 8 hrs until discharge

Pain Imtensity Scale
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MEDICATION REGORD
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SIRIRAJ HOSPITAL

MEDICATION RECORD
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)
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|
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1 SIRIRAJ HOSPITAL MEDICATION

6 uuud au Route

Oral Medication
Injections Medication
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e Ambulance Record Form

e Hemodialysis Nursing Assessment and Intervention Form
e Catheterization Laboratory Nursing Record

e Investigation Procedure Nursing Assessment Record
e Chemotherapy/Blood Transfusion Nursing Record

e Perioperative Nursing Record

e Perioperative Obstetric Neonatal Nursing Record
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@ PERIOPERATIVE NURSING RECORD
"85 SIRIRAI HOSPITAL

GOAL : PATIEN FREE OF POSITIONING RELATED INJURY

HN. /. AN.
0 Supine 0 Prone O lackkniie 0O Standard Ocysto
PREOPERATIVE N| 0 semi Fowlers Oithotomy O Kidney Q Fracture T8 Jstryker Frame O monopolar 0 sipolar
CONSENT SIGNED O No O Yes Ulateral “Rt. oLt U sitting D Arzon 0 Laser
NPO O Ne O Yes, si O Other ..... .. dother......
PREMEDICATION O No O Yes
HEAD SUPPORTS : ARMS SUPPORTS : DATE N '
VITAL SIGNS : CONSCIOUSNESS :  RESPIRA O Plllows O Armboard(s) PERIORERATIVE NURSING RECORD
‘c O Awake / Oriented O Norm: 01 Dough FT RECEIVED FRC
N ghnut H Hand Tale SIRIRAJ HOSPITAL
O calm / Relaxed O Distre: O Mayfield O Kraus Armrast OPERATION
Osedated Qo;... 1 Headrest O Tucked at side SURGEON
O Confused O Trache O ather QI Other. o NAME e AGE oo SEX ANESTHETIC TEGH
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0 NG Tube 01 Chest Rall(s) other .......... O Heel Padded - T i T P ———
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Oprain [ from HIE ar Limited
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PT RECEIVEDFROM: 1 OPD O Ward INTRAOPERATIVE X-RAY: CINo OlYes O image-Intensifier Fluoroscopy ER _"/“""‘_:"' o I |
0 General Radiography O without Film 1 with film = = N E——
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Definitions:

Focus Charting - is a method for organizing health information in the individual's record. Itis a
systematic approach to docurnentation, using nursing terminology to describe individual's
health status and nursing action.

Focus

a key word or diagnostic category from a nursing diagnosis or collaborative problem
on the plan of care {action plan},

1., skin integrity, coping, activity tolerance, self care deficit

a current individual concern or behavior,

I.e. nausea, chest pain, pre-op teaching, hospital admission

a sign or symptom of (possible) importance to the nursing and for medical diagnosis
or treatment plan,

i.e, fever, constipation, hypertension, incontinence, lethargy

an acute change in an individual's condition,

i.e, respiratory distress, seizure, fever, discornfort

a significant event in an individual's care,

i.e, begin treatment regimen (oxrgen), change in diet, catheterization

a key word or phrase indicating compliance with a standard of care or agency policy,
i.e, self medication teaching plan, transition

Components of a Focus Note

Data: Subjective and/or objective irfornation supporting the stated focus or
(Assessment: A)  describing observations at the time of significant events.,

Action: Nursing interventions performed, planned to be performed, and/or
(Intervention: I} protocols and procadures intiated.

Response: Desaription of individual's response to medical and/or nursing care.
(Evaluation : E)  Staternent thatthe Action Plan of Care outcomnes have been attained or
are progressing toward attainment,
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