Patient Name: Date:

NURSING ASSESSMENT

B/P: Pulse: Resp: Temp: BG: Ht (in): Wt (Ibs):
Right ABI: | Left ABI: |
Precautions: ‘ ‘ Patient Departure Departure Special Needs: Point of Care
Arrival: Disposition: Instructions: Testing:
Standard Ambulatory Without Special needs Isolation Orthostatic
body fluid assistance
MRSA Cane With Social Services Emotional Patient Hand held
assistance Doppler
VRE Crutches Transfer to: Simple discharge Educational Beside glucose
Barrier testing
HIV Stretcher Admit to: Complex discharge Language Barrier Specimen
collection
Wheelchair Coordination of care Altered Mentation

What is the location of your pain?

Pain Levels: Scale used: [ JFLACC [_JFACES [ _](0-10)
Current: Worst: Best: Acceptable:

Is your pain: [ lworsening [ Istable [ limproving
Is there any temporal nature to your pain? [_Joccasional [ _lintermittent [ ]continuous

How long have you had pain? [ 3 weeks [ 13 months [ ]2 weeks [ ]2 months [_]1 month
[ ]>3months [ _]< 1 week

Describe the quality of your pain: [ Jthrob [ Istabbing [ Isharp [ Jprick [ ]dull
[ lcramping [_lburn [ lache

What relieves or alleviates your pain? [_]relaxation [_]pharmacological [ ]nothing
[ Jheat [ Jexercise [ ]distraction

What causes or increases your pain?

What parts of your life does your pain effect? [ Isleep [ ]relationships [ ]quality of life
[ Iphysical activity [ lemotions [ ]concentration [ lappetite

What is your current pain management regimen?

Goals for management of pain:
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Nutrition
Unintentional weight change: [ ]no change [ Jloss [ ]gain

Appetite change: [_Ino change [ lincrease [ ldecrease

Difficulties preventing eating: [ Jvomiting [ Jtaste [ Jswallowing [ Jpurchasing food [ Jnausea
[ Imouth sores [ ]feel full quickly [ ]diarrhea [ ]cooking/obtaining meals [ ]constipation

[ lchewing

Current diet: [ Jtube feeding [ ]soft mechanical [ ]Jrenal [ Jregular [ ]low sodium [ ]low residue
[ llow fat [ ]liquid [ ]diabetic [ ]cardiac

Do you take any vitamin supplements? [ JYes [ ]No

Do you drink any meal supplement shakes? [ ]Yes [ INo

Do you have any cultural, ethnic, or religious restrictions on your diet? [ ]Yes [ |No
Who feeds you? [ ]self [ Ifamily member [ ]care giver

Goals for Nutrition:

Functional/Activities of Daily Living

I = Independent Mn= Minimun Md= Moderate D= Dependent

Functional Level Activity of Daily Living Functional Level Activity of Daily Living
Ability to dress upper body Transferring
Ability to dress lower body Ambulation
Bathing Toileting

Advanced Directive

Does the patient have an Advanced Directive? [_|Yes [ INo

Would you like to share a copy with the clinic? [_]Yes [ INo

Patient Rights

Does the patient understand their Patient’s Rights? [_|Yes [ INo

Was a copy of the Patient’s Rights give to the patient? [_]Yes [ INo

Spiritual & Cultural

Does the patient have any spiritual or cultural preferences that could affect their care? [ _]Yes [ |No
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Educational
Language Spoken: [_]English [ ]Spanish [ ]Sign [ ]Other

Learning Preference: [ |Hearing [ ]Seeing [_]Other

Learning Barriers: [ JUnable to read [ ]Language barrier [_]Cognitive limitations [ _]Hearing impairment
[ |Speaking impairment [ [Visual impairment [_]Limited mobility/dexterity [ |Psychosocial factors

[_]Family issues [ ]Cultural practices [ |Religious practices [ ]Not willing to learn [_]Not ready to learn
[lOther

Developmental Level: [ ]Young Adult (age 18-25) [ ]Adult (age 25-40) [ |Middle aged (age 41-65)
[ ]old (age 66-79) [ ]Frail (age 80 & older)

Learning Participants: [_|Patient [_]Family member [ _]Other

Have you ever been emotionally or physically abuse by your partner or someone important to you?
[ JYes [ INo If yes, by whom and total Number of times

Within the last year, have you been hit, slapped, kicked or otherwise physically hurt by someone?
[ lyes [INo If yes, by whom and total Number of times

Within the Ist year, has anyone forced you to have sexual activities? [_]Yes [ |No
If yes, by whom and total Number of times

Are you afraid of your partner or anyone you listed above? [ _|Yes [ No

Personal, Family, Social History (PFSH)

Marital status: [_]single [ lmarried [ ]divorced [ Jwidow

Living conditions: [ Jalone [ Jwith family [ Inursing [_JALF [ISNF [ Jother

Do you have a family or friend who can assist you with care? [_]Yes [ INo

Work history: Retired because:

Present activity: [ lactive [ ]minimal [ Jsedentary
Do you smoke? [_]Yes [ _|No If yes, how many packs per day: Year started: Year stopped:

How long does it take to go through a six pack of beer, fifth of gin, or a bottle of wine?
[ ]Does not drink [ Jaday [ Jaweek [ ]amonth [ ]6 months [ ]a year

Do you use recreational drugs? [ ]Yes [ JNo If yes, please list

Mother’s cause of death: Father’s cause of death:

Other relevant family medical history:




