Student Name: 'J!-ﬂﬂﬂLDLXLL&{\___, unit: P2 mtiniiels:____ pate: J[20(H

_ GENERALAPPEARANCE | CARDIOVASCULAR |
Appearance: Healthy/Well Nourished | Pulse: JiRegular o) lrregular
N Neat/Clean tEmaciated 1 Unkept 11 Strong 1 Weak 0 Thready
M::wnmtﬂmv oMurmur nOther
W Normal 0 Delayed Edema: 1 Yes ﬁNo Location
s ae] B QB G 3% B
_ NEUROLOGICAL Capillary Refill; ,( 2sec 1> 2 sec

\OC: X Alert © Confused (1 Restiess
01 Sedated 1 Unresponsive
to!
Person X Place o Timeftvent
a fate for Age
Pupil Response: X tqual © Unequal
© Reactive to Light o Size
Fontanel: (Pt < 2 years) o Soft b Mat
0 Bulging © Sunken (1 Closed
Extremities:

Pulses:

~ PSYCHOSOCIAL ’

A | Status: () Calm/Relaxed )0).;;:1
!‘%rmndtv ya Cooperative (1 Lrying
1) Uncooperative [ Restless
1 Withdrawn (1 Hostile/Anxious
soclal/emotional bonding with family:
ﬂimem i1 Absent

~IVACCESS

1 Diarrhea 1 Constipation

4

tj:::: .‘R t ﬁ: L‘Ili'x" AYPA 0 INT  t1 None
44 Bounding 3+ Strong 2+ Weak 1 Central Line v
1+ Intermittent 0 None By T 1L EE————
e | Appearance: J(No Redness/swelling
ELIMINATION 1) Red 0 Swollen
Urine Appearance: W Patent o Blopd return
Stool Appearance: Yes 0 No
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x Able 10 move all extremities o Bloody o Colostomy
O Symmetrically © As vically [ i ,
Grips:  Right Left GASTROINTESTINAL Color: 11 Pink 01 Flushed © Jaundiced
Pushes: Right Left Abdomen: Y\ SoRt 0 Firm 0 Flat 0 Cyanotic © Pale W Natural for Pt
$=Strong W=Weak N=None 0 Disten Guarded Condition: Yy Warm 0 Cool 0 Dry
EVD Drat: ©1Ves ©No Level Bowel Sounds: ) Present X _ﬂ_ quads | © Dlaphoretic
Seizure Precautions: 0 Yes NNo Active “Hypo ) Hyper 0 Absent Turgor: J\< 5 seconds 0> 5 seconds
N oYes KNo Skin: nmtact o Bruises 0 Lacerations
RESPIRATC Vomiting: 0 Yes NNo 0 Tears © Rash 0 Skin Breakdown
. : Y Passing Flatus: u}ees @ No Location/Description:
- . tlone: Y Reguler: G Irreguiec Tube: 1 Yes oNo Type_ Mucous Membranes: Color:
i oo tvpe) Location Inserted to em | WiMolst o Dry © Ulceration
Srecth Sounds: 0 Suction Type: PAIN
Clear xm A Left Scale Used: Xxmerlc OFLACC 0 Faces
Crackles o Right O Left NUTRITIONAL Location: '/
Wheezes 0 Rght o left Diet/Formula: :::’“' -
Diminished o Right O leRt Amount/Schedule: Seore: ?2
Absent o Right © Left difficulties: 0800 1200 1600
XM Alr 0 Oxygen aves WNo WOUND/INCISION
Oxygen Delivery: o None
© Nasal Cannula: __L/min MUSCULOSKELETAL 'V'*Jﬂ% Sk
- . W o Joint Stiffness  ©1 Swelling ::m
ovent:ETTsize___@___cm o Contracted © Weakness o Cramping =it T
g nSpasms 0 Tremors Dressing: | 7]
gz , o Movement: TUBES/DRAINS
Sue Type oRA 0lA oRL oLl Al None
Obturator at 0 Yes o No Brace/Appliances: 0N ) Drain/Tube
. Type: Site:
MOBIUTY Type:
Ambulatory 0 Crawl O In Arms redng:
Ambulatory with assist Suction:
Device: 0 Crutch 0 Walker Drainage amount:
0 Brace © Wheelchair oBedridden Orsinage color:
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Student Name- : ’] 11i¢l i
o \}UY\YM. m Unit:E{ lﬁ Pt. initials:______...——Date

ol
WE‘F INTAKE/OUTPUT T_Ts-q——lfs—z 18 J‘,’L—/
PO Intake o 09 |10]11]12]13 B AP
Intake - pg Meds ot 153 ——-—"1"’—'///——"’*
PR
Enteral Tube Feeding | | L o L
Enteral Flush ] ’—_‘P"r——-’*‘"‘/
Free Water '#/L/L"L’/’
L; b l
W e e Tota
IV INTAKE 07 |08 o5 [0 [ [ |13 1415 [ 1617 [ 12
| IV Fluid 1% oA
IV Meds/Flush ZiE
felite ""7/’7_—
oUTPUT 07 {08 [o9J10]11 12131415 ﬂﬁiw‘mﬂ
Urine 1200 R SR L
# of immeasurable D SNEAE B gt
Stool SR BT SR
Urine/Stool mix )0 R T o
Emesis | 1l
Other il e
Children’s Hospital Early Warning Score (CHEWS)
(See CHEWS Scoring and Escalation Algorithm to score each category)
cle the appropriate score for this category:
Behavior/Neuro 3 1

Gycle the appropriate score for this category:

Cardiovascular

@/}123

Grcle the appropriate score for this category:

Respiratory @ N g A
Staff Concern 1 pt - Concerned
Family Concern 1 pt - Concerned or absent
CHEWS Total Score
Total Score (points) [

Score 0-2{Gréen) — Continue routine assessments

CHEWS Total Score

Score 3-4 (Yellow) — Notify charge nurse or LIP, Discuss treatment plan with team, Consider higher

level of care, Increase frequency of vital signs/CHEWS/assessments, Document interventions and
notifications

Score 5-11 {Red) - Activate Rapid Response Team or appropriate personnel per unit standard for
bedside evaluation, Notify attending physician, Discuss treatment plan with team, Increase
frequency of vital signs/CHEWS/assessments, Document interventions and notifications
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