o

\\

|

PERIPHERAL VASCULAR

NEUROLOGY/PSYCHOSOCIAL

CARDIOVASCULAR

3+ Bounding unable to occlude  2+-Strong able to

Family at bedside QY AN

Edema. U Generalized 0 Dependent

LUNGS: 1.Clear (Normal) 2. Crackles 3. Wheezes
4. Diminished 5. Absent 6. Rub

:/ - P
occlude 1+ Weak palpable 0-Non palpable Alert /ﬂ'()ncmcd U Confused ggx)lnzu:c Pitting ﬂ NO1Oun0On
J Sedated O Drowsy Cough Reflex ( e WNL Y QN
Extremities: Jd Pink O Red O Cy anoluyé Warm Follows Simple Commands. Y QN GagQY QN Skin Turgor e
U Cool Calf Tendemess/Swelling AR QL Muscle Strength: (S-Strong, V- Weak, N-None) Abnormal Heart Sounds
Ted Hose QY SCDs QY Grps: RL.C 1S Pushes: RS Lt Murmar ay /’ﬁfN )
: " Second ) - B
Q Plexipulses” Capillary Refill__4&___Seconds | C 1o Questions, & Readily O Slowly 1 None | & PPM Site Rhythm
Affected extremity pulse venfied with Doppler QY QN | Regpense stions Y gL -
/i CalmRelezod O Quist QWithdrawn (1 Friendly |75 PACER SETTINGS
P Rt R QO Restless O Appro. for age 0 Hosule/Angry e
sy R—U—_ " OCrying U Anxious U Goncerned fR]alc MA: A v
Post. Tib. R_—"__ L - Facial expressions: O Flat sponsive 0 Grimace | g o ity Mode
C Q Serzure Precaution O Scdmu;svs:cwmm[)onc for lr“":r;“‘l’“s @ - uc;, Site.
Neuro ssme! ipicardial wires
C Per Pacemaker Site
INTES KELI U Left subclavicular () Right subclavicular
o e i b HALO RL QLA OLL INCISIONS/WOUNDS/DRAINS
QNansea O Vomm O Incontinent Moves Extremities: 2 All QRA
Stool Color. l\\: Consistency _Q_fT__ QPam Q Swelling O Stiffness O Tendemess 0 Weak o ;‘lNO‘w
Abdomen. (A Soft U Firn O Distended U Guarding | O Deformities 0 Contractures 0 Spasms Q Paralysis |#1 Location
Bowel "-‘ Active O Hypo O Hyper QAbsent | O Amputation___ Gait Q1 St ady Q Unstpady O Sutures O Staples/Clips 0 Retention Sutures
i m‘r‘;?“"w“'“’m"“ C Qagl e Lf“HVuf Q'Reddened O Swollen O Drainage/Color
( G or L K 5
C —Layt ©w { 17 ggpen to Air O Dressings
GENITOURIN EYES, E #2 Location:
P 7 — Sy O Sutures 0 Staples/Clips O Retention Sutures
Urine: d Clear  Q Sediment Q Cloudy A Yellow | Sclera JAWhite Q Yellow Q Red QU Reddened Q'Swollen  Q Drainage/Color
QA OBloody O Voids Scleral Edema: O'Y Sore Throat: QY @K | 0 2 10 Alr 0 Dressings
Q Foley Size Fr Insertion Date Nasal Drainage: QY N - C"”
Q Urostomy QA8RPQ Urinal/Bedpan O BSC O Incontinemt | C
C #3 Location
O Sutwres O Staples/Clips 0 Retention Sutures
Swoll U Drai 'Col
ARTERIAL AND VENOUS SITES PULMONARY g ng’iu ‘C‘; Dr‘";;; MeTon
A -Without Rednesa or Swelling B-Redness C-Swelling  D-Dressing Rﬁpln‘mm No Distress O SOB 1 Labored 0 Ce
Qlugular QR 'Cl L Sm g:‘:{c:esmmyt usdcs'{(.:l Sgalvlzw DApnc; LTI Tﬂ;lgp;ﬁ #4 Location:
Q Subclavian Q . nti Mask Q Trach Col e ;e OR St
|4 Picc h B e | ona i s Ventilator: 0 BiPAP/CPAP a‘ ol g f“"_‘f"c“p“u g e
Q Penpheral RAL_____ St - EIT @ cm # Shiley Trach & ey ge/olor_____J
OPeripheral QROL_________ Start BVM at bedside ay Open to B
U Anterial Line QORQ L, Start: Obturator at bedside L]Y QcC
QFemoral 0 Radial Cough: Q Productive O Non Ptodnclwc )iNone CHEST TUBES
OPA@____ cm OR QL Start Sec Color,
Hemodialysis Access Location Ann Q C"le! Q Modu‘a(z Q Mlﬂlmﬂl None
QGraft Q AV Fiswla QO Thrill O Bruit 1#1QPleurasl QO Mediastinal QL QR
OSuction O Gravity
SKIN ASSESSMENT

Drainage Color: Q Serous Q Sanguinous O

A Skin Intact
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1. Abrasions 2. Decubitis 3. Bruises 4. Incision
5. Redness 6. Edema 7. Rash 8 Lacerations

9. Petechiae 10. Hematoma 11. Blister 12. Stoma
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Q Diaphoretic »
Braden Scale Score_\g_
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Student Name: ) dn@/ be\/ LA Date: | lf’)z E

Patlent Physical Assessment Narrative

PHYSICAL ASSESSMENT NARRATIVE BY SYSTEMS: (Complete using assessment check list and
reminders below).

GENERAL INFORMATION (Time of assessment, admit diagnosis, general appearance)
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Comfort level: Pain rates at ___| 2 (0-10 scale) Location: N !A
Psychological/Social (affect, interaction with family, friends, staff)

Cheexfw] AfEeoA. e 0t o\pomormlu Wi Gtattf.

EENT (symmetry, drainage of eyes, ears, nose, throat, mouth, including dentition, nodes, and

swallowing) £E NT_UAZAY (/{/WA YY\fY\C’fY]((Aﬁ- Membranel 01 WlUWﬂ’l
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Respiratory (c¢hest configuration, breath sounds, rate, rhythm, depth, pattern)
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Cart?iovascular (heart sounds, apical and radial rate, rhythm, radial and pedal pulse, pattern)
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Student Name: SWM(?/VUP‘ Date:

IM1 Patient Physical Assessment Narrative

Gastrointestinal (bowel habits, appearance of abdomen, bowel sounds, tenderness to

palpation) ,\Wk\]m@ﬂ ﬂmlgﬂﬂ Lﬂ/{ld nﬁnmﬂd@fﬁoﬂw V)D\/Ud S{UW/W{S
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—Urine output (last 24 hrs) N/ wmp (if applicable)
Musculoskeletal (alignment, posture, mobility, gait, movement in extremities, d
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Skin (skin color, temp, texture, turgor, integrity)
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Diagnostic worksheet

Covenant Normal Date Covenant Normal Date
Mark high / low values |___Yalues VAL » Mark high / low values Values s
with (4 or V) ‘Diagnostic values vary Admit Most m: or ¥) *Diagnostic values vary Admit Most
from laboratory to da with (4 from laboratory to
laboratory. Y | Recent ot day | Recent
WBC U.mnﬁo.m —A\CF ,.w AR ) mv o_-<—"< | ) |
o |HGB 14-18g/dL | (2 & S - ,
@ [HCT 42% - 52% 4¢ 0 Glucose
RBC 4.7-6.1 m/ulL P’ XY L Ketone
PLT 150 -400 k/uL |V AL L | 1- Nitrite
Leukocytes }
Glucose 70-110mg/dL |12 T “I\o Bllirubin
Sodium 134 - 145 mmol/L [ 47 13 Blood (+) _
Potassium 35-53mmol/L |4 v | 4 ) pH .0 ]
BUN 9-21_mg/dL | Y
Creatinine 0.8-1.5 mg/dL I enJ |0 40 (2] %0 WD VALLING ey 1
Chloride 98 -108 mmol/L |G & | 4» o, 1213 ' Nenza A2 B — 1
W Calcium 8.4-11.0 mg/dL 3 5 N Cw : Culture Site
U [Mg++ 1.6-23 mg/dL | — — Blood Yeyiyner ab
Total Protein 5.5-7.8 g/dL $ 0P| — Urine Hules (alpn
Albumin 3.4-5 g/dL i3 1294 Wound e ‘
Total Bilirubin 01-13 DY | — Wound — i)
AST(SGOT) 5-45u/L (0 1T — Yuium | Soudvyn Nt [esy Elovd 12]31
ALT (SGPT) 7-72 u/L Ui = '
Alk Phos (ALP) 38-126 u/L 104 — Other Diagnositic / Procedures
Examples: CT/Xray/MRI/Paracentesis
Cholesterol 200mg/dL y Type Result
< LTRIG 0-150 mb/dL | O1 (hest Y-yay peal hbe pPlutenhent
8 §|HDL 260mg/dL .& Chesf o vag {marrng
<& [LDL 0-100 mg/dL | Head  OF 2
{ chnest C 1a407%, T I fracture, [Oalistne | wp) Spue
GFR Referto iab specific data q9 Avdomen Ud g it €15 0 Indlie
TSH 0.35-5.5 ULU/L fhdsmentVeba s 1 M elecfasls, 116 fractwe, Qflisng, | UP) Sponé
H Digoxin 0.8 -2 ng/dL .
£ PT 10.0 - 12.9 secs
E [INR Therapeutic 2 - 3 Point of Care Glucose Results
§ [pTT 25.3 - 36.9 secs Time Result Date \dan d.nu:_.
BNP 5-100 pg/dL 10711 1L Liz) 1200 LD _r\_u,
CKMB 0-5 ng/dL | _ 1204 1071 L e _zﬂ 2 | cond on LAWK
Troponin neg = < 0.07 ng/mL | 19229 [ B2 N 1191 1181 1 L. i
Dthey 12%] Rev (
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