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Medication Worksheet — Current Medications & PRN for Last 24 Hours

Unit:

Allergies: WD -

Primary IV Fluid and Infusion Rate (mi/hr) Circle IVF Type Ratlonale for IVF Lab Values to Assess Related to IVF Contraindications/Complications

Isotonic/ Hypotonic/ Hypertonic

N/ A N N/ A N/ A

Generic Name Pharmacologic | Therapeutic Reason Dose, Correct Dose? IVP — List solution to dilute and Adverse Effects Appropriate Nursing Assessment, Teaching, Int’ewenﬂons
Classification Route & If not, rate to push. recautions/Contraindications, Etc.
Schedule what Is Pt (recmutom/cont
correct dose? IVPB —List mL/hr and time to give
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pate: /28

IM6 (Acute Psychiatric) Critical Thinking Worksheet

1. DSM-5 Diagnosis and Brief Pathophysiology
(include reference):

MDD 1A
Bieolar Disprder

4. Medical Diagnoses:

N /A

2. Psychosocial Stressors (i.e. Legal,
Environmental, Relational, Developmental,
Educational, Substance Use, etc.);

(elnHy moved o
VN O\M,

WS Wit wom n
0N R nos | 12 y.0
SO NS 4D getmish
LOre W/ pey thigumist

3. DSM-5 Criteria for Diagnosis (Asterisk or
Highlight Symptoms Your Patient Exhibits and
Include References)
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5. Diagnostic Tests Pertinent or Confirming of

Diagnosis N / A’

6. Lab Values That May Be Affected:

N /#

7. Current Treatment:

NUP themp
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8. Focused Nursing Diagnosis:
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12. Nursing Interventions related to the Nursing
Diagnosis in #7:
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Evidenced Based Practice:

9. Related to (r/t)
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10. As evidenced by (aeb):
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Evidenced Based Practice:
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11. Desired patient outcome:
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Evidenced Based Practice:

Clients hyperactinty fmpuUlsinty
+ Aistract+i i A NsK For
Nadverten + e harm.

Cliend- Safery | pri crrnhd

14 Discharge Planning/Communlty Resources:
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NURSING JsmFT ASSESSMENT -
Name:
DATE: SHIFT: _LXay(7A-7P) O Night(7p-7A)
MR#: 0.0.8.
ntation A )?. Motor Activity Mm e havior R .
erson priate ndopcndonl D‘l‘flormai a thdrawn Aggressive Cardio/Pulmonaty:
nﬁ%:mpm 0 Assi O Psychomotor retardation @ Depressed Q Suspicious QO Manipulative COWNL CElevated 8/F 0| B/P
_RTime Q Flat n | Padial Assist Q Psychomotor agitation Q Anxious Q Tearful Q Complacent COChest Pain
QSituation Q Guarded Q Total Assist Q Posturing Q Dysphoric Q Paranoid Q lly acting out | OEdema: Qupper O lower
Q Improved Q Repetitive acts Q Agitated Q Isolative Cooperative Respiratory/Breath sounds:
O Blunted Q Pacing Q Labile Q Preoccupled Q Guarded OClear ORales OCrackles OWheezing
Q Euphoric [ Demanding Q Intrusive OCough O8S.0. B 10ther:
u Thought Content 002@___Vmin OCont. OPRN
Goal Directed Q Tangential Q Blocking Q Obsessions Q Compulsions Q Suicidal thoughts Vis O nasal cannula " face mask
Q Flight of Ideas Q Loose association Q Indecisive Q Hallucinations:Q Auditory O Visual O Offactory Q Tactile O Gustatery Neurological /L.O.C.:
Q lliogical (- Delusions:) (type) Q Worthless O Somatic O Assaultive ldeas Q Logical QUnimpaired OLethargic OSedated
_&Hopeless O Helpless O Homicidal thoughts ODizziness O Headache CISeizures
Pain; Yes Pain scale score Locations 3" remors O Other,
; Musculoskeletal/Safety:
Is pain causing any physical impairment in functioning today 71 No | if yes expiain, lory OMAE 0 Full ROM
OWalker OW/C Oimmobile
Nursing interventions: ssure steady
& Close Obs. q15 Q Ind. Support O Reality Orientation O Toilet Q2 wiawake O 1to 1 Observation _____ reason (specify) gfs‘k for W ulcer ook
Q Milieu Therapy Q Monitor Intake 0 Encourage Disclosure O Neuro Checks Q Rounds Q2 OReddened area(s)
Qvis O 02 sat. Q Tx Team Q@'Wt. Monitoring Q Elevate HOB 0 MD notified Nutrition/Fluid:
Q Nursing group/session (list topk:) I3
Q ADLs assist Q180 3 PRN Med per order D Cre e
0 DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall, Since Last new onset of choking risks assessed

physicsl health) DAILY SUICIDE RISK ASSESSMENT" Note - for frequent assessment purposes, Question 1 has been omitted Contact

Skin;
YES | NO O Bruises O Tear 0 No new skin issues
EWound(s) (see Wound Care Packet)
O Abrasion Q Integumentary Assess
a Other:

Elimination:
O Continent O incontinent O Cathelter
O Diarrhea O OTHER

Hours of Sleep: __ | Day 11 Night

At Risk for FALL Precautions:

H &Am Band ONonskid footwear
UBR light O ambulale with assist
QCall bell OClear path

|| QEdu to call for assist (IBed alamm
O Chair alarm 00 1:1 observation leve!

away valuables, wrote a will or suicide note, fook out pills but didn’t swaliow any,
tried to shoot yoursell, cut yourself, tried to urself, ete.

_ O Assist with ADLs O Geri Chair
Nurse W‘ms) 4 u mlﬂ:gﬁ% Time: m 0‘(3 gg’hwérm assistive devices near
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