Label
Name:

NURSING SHIFT ASSESSMENT ..(m.s&«
DATE: iz .
SHIFT: Q Um<3>.u3 o zmm—.:.\v.u>v
Orjentation  Affect A Motor Activi
. vior
erson Appropriate ‘%.anm&oa ormal ty Mood a %M:.Mwwi: 0 Aggressive
ﬂv_woo O Inappropriate O Assist Q Psychomotor retardation Q Irritable 0 Suspicious O Manipulative
ime QO Flat O Partial Assist Q Psychomotor agitation Q Depressed Q Tedrful 0O Complacent
uation 0 Guarded Q Total Assist Q Posturing Q Anxious ranoid O Sexually acting out
O improved O Repelitive acts Wcﬁv:o:o 3 Isolative ooperative
0 Blunted Q Pacing s Pﬁw_& 0 Preoccupied O Guarded
e

i 0O Intrusive
Thought Processes Demanding
0O Goal Directed O Tangential QO Blocking
@Flight of Ideas O Loose association O Indecisive
3__0@.8_ *'Delusions:) (type)

Pain: ﬂmm | No Pain scale score m Locations.|

Thought Conten
Q Obsessions O Compulsions 0 Suicidal thoughts

allucinations @A «sual O Offactory O Tactile O Gustatory
Q Worthless O mosmzmé 0O Assaultive Ideas O Logical
opeless [0 Helpless O Homicida thoughts

if yes explain

Nursing Interve

0 1 to 1 Observation
0 Rounds Q2

O MD notified ____———

0O Reality Onientation O Toilet Q2 w/awake

“@,oocawo Disclosure O Neuro Checks
t. Monitonng Q Elevate HOB

& Ipd. Support
onitor intake
2 sat. x Team

Is pain causing any physical impairment in functioning today ~ no
Qwuomm Obs. q15
ursing group/session (list topic):

reason (specify)

0 ADLs assist 0o QPRNMedperoder_____
7 DOCUMENT ABNORMAL OCCURENCES IN MUL TIDISCIPLINARY NOTES (violence, suicide, elope, fall, Since Last
physical health) DAILY SUICIDE RISK ASSESSMENT" Note — for fr t p Question 1 has been omitted Contact
Ask Question 2* YES NO
2) Low v
MOD v

4) Ha i
E.g., "l thought about taking an overdose, but | never made a specific plan as to when where or how 1 would actually do it....and |

would never go through with it.”

$) tuiE.oicioEo\!oiaoiso%?ﬁ of how to kill
As opposed to “I have the thoughts, but 1 definitely will not do anything about them.”

]

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any,
to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut ourself, tried to ha urself, etc.

[OIChest Pain

(JEdema: O upper O lower
iratory/Breath sounds:
[IClear ORales OCrackles OWheezing
OCough 0S.0. B 'Other:
oo0o2@ Umin QOCont. OPRN

via Onasal cannula ~face mask
Neurological /L.O.C.:
OUnimpaired OLethargic OSedated
ODizziness (O Headache (OSeizures
OTremors & Other.
Musculoskeletal/Safety:
OAmbulatory @ MAE O Full ROM
OWalker OW/C Olmmobile
OPressure ulcer DUnsteady gait
ORisk for pressure ulcer
OReddened area(s)
Nutrition/Fluid:
OAdequate Olnadequate JDehydrated
O Supplement OPrompting JOther,

new onset of choking fisks assessed

Skin:

J Bruises O Tear 0 No new skin issues
SWourrd(s) (see Wound Care Packet)
O Abrasion O Integumentary Assess

QO Other:

Elimination:

O Continent (Incontinent O Catheter
O Diarrhea O OTHER

Hours of Sleep:

Day ' Night

At Risk for FALL Precautions:
OArm Band ONonskid footwear
OBR light O ambulate with assist
OCall bell OClear path
OEdu to call for assist
(O Chair alarm (3 1:1 observation level

OBed alarm

DOLow Risk High Risk
. O Assist with ADLs O Geri Chair
Nurse Signatures) Date Time: 0 Ensure assistive devices near ¢
O Other
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