40

Q Cool Calf Tenderness/Swelling QR QL

PERIPHERAL VASCULAR NEUROLOGY/PSYCHOSOCIAL CARDIOVASCULAR
3+-Bounding unable to occlude  24-Strong able to | Family at bedside WY WH Edema: U Generalized U Dependent
occlude 14-Weak palpable 0-Non palpable B@ert  YOriented 1 Confused 1 Comatose Pitting: gy gN o024 O
Extremities: Q Pink QRed O Cyanotic Y2 Warm Wi Saiued O iowey Comgiiien 2 F i Skin Turgor WNL wf aN

Follows Simple Commands: Y ON GagQY ON
Muscle Strength: (S-Strong, W-Weak, N-None) S

Abnormal Heart Sounds QY @

TedHose AY BN SCDs D: ar’ Grips: Rt I e B " T
Q Plexipulses Capillary Refill: Seconds | Comments: urm
Affected extremity pulse verified with Doppler @Y &N | Response to Questions: O Readily Q Slowly O None O PPM Site: Rhythm:
Pulses: Radial L Calm/Relaxed O Quiet J Withdrawn {HTiendly “ER
Pedal R_ e QO Restless O Appro. for age O Hostile/Angry morlx: o Ll
Post. Tib. R L DC.rymg QAnxuous Q Conm@ ) Rate MA: A v
Cominas: Facial expressions: Q Flat Q Responsive O Grimace Sensitivity, Mode
Q Seizure Precaution Q Sedation Vacation Done for | 1ranevenons @ cm Site
Neuro Assessment Epicardial wires QY QN
Comments: Per Pacemaker Site
GASTROINTESTINAL SKELETAL O Left subclavicular O Right subclavicular
@Kansea ﬁ Eﬂzi]“ns Q Incontinent ¢ Moves Extremities: @All JRA ORL OLA OLL INOSIONEWOURDS TR AT
Stool Color. Consisgcrwylﬂ\l% @TPain Q Swelling WStiffness O Tenderness O Weak PAone
:bdotln;n: u’ﬂf"gf C}Fum QDistended Q Guatding | O Deformities W Contractures W Spasms O Paralysis | #1 Location:
Y©i Sounds: GAtive O Hypo J Hyper QAbsent | g Amputation Gait Q Steady @ATnsteady QSuwres 2 Staples/Clips O Retention Sutures
Smdoasta Apputiog S, Gond, J-Pek =) Soor - | it \ QReddened 2 Swollen O Drainage/Color
APEG QN QDHTRorL
Cmmnm:iﬂﬁﬁﬂﬂw___ ¥ LeA. (1 Open to Air U Dressings
(AN J gLTwW Q Commeat
GENITOURINARY EYES, EARS, NOSE, THROAT A ' :
as 2 Staples/Clips O Retention Sutures
Urinc: ¥Clear 2 Sediment, Q Cloudy ¥fYellow Sclera: Whilc QYellow QRed QReddened 2 Swollen O Drainage/Color,
QAmber QO Bloody ids Scleral Edema: g}, @R SoreThroa: QY WN |50 " T e
Q Foley Size Fr Insertion Date Nasal Drainage: MY UN . i X
Q Umsmm) QBRPQ Unml/Bedpan A BSCQncontinent | Comments: Qc
\( #3 Location:
Si rdlo— OSutures O Staples/Clips O Retention Sutures
4 ~ O Reddened QO Swollen O Drainage/Color_____
ARTERIAL AND VENOUS SITES PULMONARY U Open to Air O Dressings
A -Without Redncss or Swelling B-Redncss C-Swelling D-Dressing | Respirations: O!ﬁo Distress O SOB QO Labored 0 Cc
QO Jugular ARAL A D sand /I Q Accessory Musf!(cs . Shallow.DApnca Q Tachypnea | 44 1 ocation:
Q Subclavian JRQL Start: O RA 02:.2_@NC OVenti Mask Trach Collar | pures ™ O Staples/Clips U Retention Sotures
U Non rebreather U T-Piece U Ventilator: Q BiPAP/CPAP &
apcc JROAL Start: . UReddened U Swollen U Drainage/Color.
. ’ #_____ ETT@ cm# ______ Shiley Trach
Peripheral QROL Start: : Q Open to Air O Dressi
QPeripheral  OROL, Start: BVMatbedside ~ QY 9N g
ol Li : Obturator at bedside QY @R uc
O Anterial Line QRAL, Start: G
O Femoral U Radial (Q?:)rugh : Q Productive O Non Producuvc one CHEST TUBES
QPA@ em UR OL St < Coloc % o
Hemodialysis Access Locati Amt 3 Copious U Moderate W Mxmmnl None
OGraft J AV Fistula O Thrill O Bruit #1 Q Pleural OMediastinal QL QR
Q Suction QA Gravity

SKIN ASSESSMENT

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

U Skin Intact Balse Tthder

Skin assessment codes:

1. Abrasions 2. Decubitis 3. Bruises 4. Incision
5. Redness 6. Edema 7. Rash 8. Lacerations
9. Petechiae 10. Hematoma 11. Blister 12. Stoma

13. Sutures 14, Staples 15, Other:
Skin Color normal for patient &

Drainage Color: Q Serous Q Sanguinous OQ

Airrleak QY QN Q Pleuravac O Thoraseal
Comments,
#2QPleural QO Mediastinal AL QR

Q Suction Q Gravity

Drainage Color: Q Serous O Sanguinous O

Airleak QY QN Q Pleuravac Q Thoraseal

O Pale 2 Cyanotic O Jaudice f . /Q\ Comments,

0 Shiny Q Clammy Q Cool | e #3QPleural QMediastinal JL QR

Q Diaphoretic \2 Q Suction  Q Gravity

Braden Scale Score O Drainage Color: Q Serous O Sanguinous Q

U If Braden Scale < 18 initiate Y

Skin Care Protocol \y Airleak QY QN  Q Pleuravac Q Thoraseal

Comments:__ hih SK-IY\ \ Comments,
O Initial Assessment O See Narrative for Additional information Signature Ana oWy Date: 2. '[ [% Toe: .0 0a
U No Ch to initial \J See Narrative for Os Signatt Date: Time-
2 No Changes 1o previous assessment U See Narrative for Js Signature, Date: Time:
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Student Name: ﬂlﬂa M(“S Date: OZI \5’ Z4

Patient Physical Assessment Narrative

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

GENERAL INFORMATION

Time : 08:00

Adaiy Al0anosis: PreumopexitoneV , Dottt
PRreavoked AVodenyn Ve

Genexal £r0RACANCE : CONMKAATAIR QNG (e 00 med

Neurological-sensory (LOC, sensation, strength, coordination, speech, pupil assessment)

A2Q X4 | SersOmon Wk X, BGTW |, portien®t s coordina®d |n

Al e RS, SORECN \S OAY NG aonornalities, PEepr LA
001\S 3mm .

(Time of assessment, admit diagnosis, general appearance)

Comfort level: Pain rates at _ A o0Y0¢\0 (0-10 scale) Location: oA\ nusion site
Psychological/Social (affect, interaction with family, friends, staff)
Aeeecy: Erienid\ and (ol

ROO0OVOe \WRerA(CRONS With Yoy ang s ke

EENT (symmetry, drainage of eyes, ears, nose, throat, mouth, including dentition, nodes, and
swallowing) £0.Cia) Swmyetl notRd, N0 AR 0¥ eues. ears,
nose. 004 ook Modtta S pink 0nd GIST. Teet are,
Seaal) ond Qnipged Wikn S6ML rASSina ke th.  PoRent \s
Gble 0 Swallow- No \eaon ASRENON.
Respiratory (chest configuration, breath sounds, rate, rhythm, depth, pattern)
Summer A nesy, CARIC VRGN SOINAS WL aogeyr \obes
and” Aiainiteed i \owiRr 10es RRSO RN Yike:\B
% Fopne o fer€™and onlabored paxti with equal
AN
Cardiovascular (heart sounds, apical and radial rate, rhythm, radial and pedal pulse, pattern)
No et vvrpagr itoxd , Apical (0%e130  Radia (ate:3a |
feaulgic rhgxn , T2 R2 L rodial pu\se 2 RE L pedal puise,
NEACT DeaSS W G €4UAN partken(.

Adopted: August 2016




Student Name: A\\Y\Q \Y\\\\S Date: 2 [ ‘5[ Quf

Patient Physical Assessment Narrative

Gastrointestinal (bowel habits, appearance of abdomen, bowel sounds, tenderness to
palpation) _PANARNY_ SXGRRS “Stoo\s \nawg vheen vaushy " bdsren
NAS o AISRRNTION, Baux) sounds aGtive w g\l 4 aum\mms,
QAROT QoLS COMABN OF e dRYMESS 0N PONQAIoN Near
MO SikR. LastBM_Q2]\2 /24
Genitourinary-Reproductive (frequency, urgency, continence, color, clarity, odor, vaginal
bleeding, discharge) $0X100cY S¥ak®9 S Orinockes VY20 ninutes
O 00 NOW, 00ciRnt con g\aing 0¥ WE R uaNale,
QOKIRNY S e, o YOId | paiRAT SHEReS Whng s “ur\\ou)
and e a0l witnovt oday L pacient denies ang Qufprmalee ather)
___Urine output (last 24 hrs)~ G LMP (if appllcable) Q05 - WWX\O\D&X)SG.\
Musculoskeletal (alignment, posture, mobility, gait, movement in extremities, deformities)
AMGnORNY Q¢ SPWR Gppears STraignt, oStk s wpright,
COOKRS A\ @ICRnctRS Wik SEAL, comm(x\n‘cs o€ Shalder
oain. Gaky 1s oastady Wit X\ AsSIST oY Woawer,
“Ae¥oraaties NeTed 1 nandd (Ongr Aenaion).

Skin (skin color, temp, texture, turgor, integrity)

SWAN CoVQE \S BPOI0RNIGRR. YO YO, WO D Tl
YL RIRE \S SOEY, Sidn Tuaar elavtic |, SN \S
OGS WAK0GE Av® 0 WUSION -

Wounds/Dressings

AModenaingl AlOMNe \Gsicn ogen 16 air ittt
AN YRANIeSS Of Breinadl.
RX A\Y)q)u\(w Cak 1S WiaodY vedness and GYCBS\H% 1S dlrg‘

Other
O QNS BN _0DANAK! eeding of Aisnarge..

Adopted: August 2016
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PERIPHERAL VASCULAR

NEUROLOGY/PSYCHOSOCIAL, [ CARDIOVASCULAR

occlude 14-Weak palpable 0-Non palpable

34-Bounding unable to occlude 24-Strong uble to

Family at bedside 8¢ UN HyS0AN QA Edema: U Generalized ~  Dependent

@Alert Oriented 0 Confused 0 Comatose

Extremities: O Pink QRed Q Cyanotic @Warm
Q Cool Calf Tendemess/Swelling QR Q L,
Ted Hose AY SCDs QY W

Pitting: 3 0n
QSedated Q Drowsy CoughReflex &Y 2N ."8 Qy WﬁDMDf
Follows Simple Commands: Y ON Gag @y QN [ SkinTugor WNL — @¥ ON

Muscle Strength: (S-Strong, W-Weak, N-None) Abnormal Heart Sounds QY @4

Grips: Rt L. S_ Pushes: RS Lt
Q Plexipulses Capillary Refill; Seconds | Comments: S ar o
Affected extremity pulse verified with DopplchYElﬁ g?pome to Questions: O Readily Q Slowly O None | & PPM Site: Rhythm:
Pulses: Radial R_Y¥Q_ 1_T Calm/Relaxed O Quiet 2 Withdrawn Wfriendly T ]
Pedal R 1';] L:—VLE O Restless O Appro. for age O Hostile/Angry o
QCrying  OAnxious O Concerned ,
Post. Tib. R L A : Rate MA: A v
C " T Facial expressions: Q Flat O Responsive Q Grimace Sensitivity___ Mode
Q Seizure Precaution Q Sedation Vacation Done for Transvenous @ om Site
Neuro Assessment Epicardial wires QY ON
Comments: Permanant Pacemaker Site
GASTROINTESTINAL SKELETAL | O Left subclavicular _Q Right subclavicular
B‘ﬁlmbr Q Vomiting O Incontinent Moves Extremities: #fAll 2 RA ORL QLA OLL  |— s L I
Stool Cof e Consistency QPain Q Swelling Q Stiffness Q Tendemess Q Weak [INone |
Abdomen: Soét/ﬂ_ﬁrm QDistended Q Guarding | @/Deformities U Contractures U Spasms O Patalysis |#1 U’t‘llf""-‘mldlmc Abdome 1
ml Sounds: AmchHypo:lm{*gchAbscm QAmpuation___ Gait QSteady ¥Upsteady ~ [QSutares  J Staples/Clips 0 Reteation Sutures
IPEG NGT Q0T S R o g
Comments: B 0] /13 Opea to Air Ul Dressi
H\';Tv Q Cmuﬂl(hﬂg%zz-
#2 Location:,
INARY , EARS, NOSE, T Ricteat
GENITOUR! EYES, EARS, NOSE, THROA QSuwes 3 SaplesClips O G Shiirs

Urine: DClear 2 Sediment, O Cloudy @Xellow
OAmber OBloody ®'Voids

Sclera: YfVhite O Yellow QO Red
Scleral Edema: QY %Smmm: ay v

QReddened JSwollen O Drainage/Color
0 Open to Air O Dressings

Q Foley Size Fr Insertion Date Nasal Drainage: U Y
Q Urostomy Q BRPQ UrinalBedpan 2 BSC Q Incantinent. | Comments: 149 O Commeats /
C ts: 5 no #3 Location:,
qua{‘\'\(' cy OSutures O Staples/Clips O Retention Sutures
¥ o e QReddened O Swollen O Drainage/Color,
ARTERIAL AND VENOUS SITES PULMONARY L Opes 0.4l Evsiogs

A -Withoat Rodnoss or Swelling B-Rodness C-Swelling D-Dressing

Respirations: ¥No Distress OSOB OLabored |

Wiogulr  AROLA /S 1130)29 | QAccessory Muscles 2 Shallow O Apnea O Tachypnea 24 Location:

O Subclavian JROL ) Start: G/RA 02:_QONC Q Venti Mask 2 Trach Collar USutres O Sples/Clips U Reteation Sorares

Qarice JRAL.___ Sum U Non rebreather U T-Piece U Ventilator: O BiPAP/CPAP R b (s .

QPeripherl ORQL___ Stam; i_ETT@ cm# Shiley Trach R"“‘W. wollen Drainage/Color.
BVM at bedside ay aN Q Open to Air O Dressings

9. Petechiae 10. Hematoma 11. Blister 12. Stoma
13. Sutures 14, Staples 15. Other.______
Skin Color normal for patient & F

QPale JCyanotic O Jaudice (. ]7
Q Shiny Q Clammy Q Cool /J;{
Q Diaphoretic q

Braden Scale Score,

F

/
i

,{Ed &b \ 4 QD \ 4‘ I:QPkuml QMediastinal JL QR

O Peripheral  QROL, Start; .
D:‘muwnuxm Start; Obrarstor st bedeide /.E1 ¥ i | :
OFemoral U Radial Cough: O Productive O Non Productive. &fane [ CHEST TUBES | :
Secreations: Color. Consistency
UR OL Strt: o : =
i oot Amt. 3 Copious U Moderte U Minimmal 4 None ‘
OGrft 2 AV Fistula O Thrill O Bruit " #1QPleund  QMedisstinl OL QR (:
QSuction  Q Gravity s
SKINASSESSMENT /" LUNGS:‘LDC_le,; m‘)‘ ; g:lc:k;‘i Wheezes | 1ysinage Color: O Serous O Sanguinous % €
. - : Airlesk QY ON O Pleuravac O Thoraseal " |
U Skin Intact o " R
Skin assessment codes: o
1. Abrasions 2. Decubitis 3. Bruises 4. Incision #20Pleunl O Mediastinal  JL QR \‘
5. Redness 6. Edema 7. Rash 8. Lacerations | / / Q Suction @ Gravity _—’Q”‘,

Drainage Color: Q Serous O Sanguinous O______
Airleak QY QN Q Plevravac O Thoraseal

QSuction  Q Gravity
Drainage Color: Q Serous Q Sanguinous Q.

J If Braden Scale = 18 initiate ) :
Airleak QY QOGN QP s
FSkinCm Protocol p"’ e leuravac Q Thoraseal
Q Initial A 0 See Narmative for Additional infi signature_ Gy MO D""’-'Q“ilﬂﬂ TG00
Date: Time:

U No Changes to initial U See Narrative for Os Sigi

2 No Changes 1o previous assessment U See Narrative for (s Signature,

Date:, Time:
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Diagnostic Worksheet

Covenant Normal Dates Covenant Normal Daten !
Mark high / low values | g‘f':}“ Mark high / low values mw&\‘lca:iu;ss —
i “Dragnostic values vary . - i val =
Ao ¢) hobmhbomrorylo Ag:;'t Rzlt?esr:t with (4 or *) fromlaboratory to A:a‘:'t R:co:r:t I
laboratory. laboratory,
WBC 3.6-108 kL [A0.\ | Q.3 (A [— Sp Gravity e Iosesn 158 1K]
o |HGB 14-18g9/dL Q.0 | 8 [V [V Protein St s gk
8 [HCT 2%-52% (3.3 Q44 [V [V Glucose e e T b
RBC 4.7-6.1 m/uL 2.20b [3.02 [V Y < Ketone AN X S X
PLT 150-400k/uL |26 [308 | — |— B Nit:"l(te ))(( ))2 :t i
Leukocytes
Glucose 70-110 mg/dL a0 aq | — |— Bilirubin P < EE BT
Sodium 134-145mmol/L [\3@Q [\3\ | |V Blood < X o
Potassium 3.5 - 5.3 mmol/L 4 O st V. pH > X [
BUN 9-21 mg/dL 32\ 14 A=
Creatinine 0.8-1.5 mg/dL  |0.§ 0.0 [— [ Other
Chloride 98 - 108 mmol/L | | 0O 49 — = Labs
% Calcium 84-110 mo/dl [R.5 [R.(¢p [~ [— Date Culture Site Result
U |Mg++ 16-23 mg/dl | >< [ .9 >¢,< . 3k|m:
Total Protein 5.5-7.8 g/dL S.3 S .. = rin : L
A:)bumln 34-5 g/dL \ 3 V-4 |V [V \ A [Wound o ongG | ereandida 3t wBL AL [Gram — (0K
Total Bilirubin 0.1-1.3 0.3 0.3 —_ = Wound
AST(SGOT) 5-45u/L an g e }—
ALT (SGPT) 7-72 u/L A3 e
Alk Phos (ALP) 38 -126 u/L =9 0% |— ;—- Eg:;;;iacqu/\;rs;:/;{u;:;:ms
Cholesterol 200mg/dL S f<< :<<[,»( \?;;e = o\h(\(\?(p\eﬁlﬂ Result
- - b/dL
3 DL 0>16500rr$/a/L P PTG 0t n ae baxe
S¢e[ioL 0100 mg/dl | o< | >< < IK = TTo\ TevY ¥or WPV eqatVT
' GFR Referto lob specific data | (g () 20— |~
TSH 0.35-55ULU/L [ >< o~ | X f(
¢ |Digoxin 0.8-2 ng/dL | ><< P § ‘
e 0-129 > <
£ PTR Tlhoe?ap:uticszei )S\‘ ] ol 523 Point of Care Glucose Results
g :";T 25.3 - 36.9secs [ < X x| Date Time Result Date | Time | Result
¢ ™ dL 594 |>x — M\23 W1y W\ \atr  [GiSk [\
BNP 5-100 pg/ A : '
CKMB 0-5ng/dl__| > X [X XHvg | 0575 \50 My |0S'S3 | 44
Troponin neg =<0.07ng/mt] > | \\ A \ax | aaas 149




