NURSING S ASSESSMENY
DATE: RS

Label
Name:

MR#: D.0.8.

SHIFT:: Q) Day(7a-7p) 8 Night(7P-7A)
A%
entatlpn ?‘- "M m Mood Behavior
Jerson ‘Appropriate ndependem ormal Q irritable Q withdrawn
lace B4nhappropriate O Assist O Psychomotor retardation QO Depressed QO Suspicious
é.me Q Flat O Partial Assist Q Psychomotor agitation 0 Anxious Q Tearful
ituation 0 Guarded Q Total Assist Q Posturing 0 Dysphoric Q Paranoid
Q Improved : Q Repetitive acts 0 Agitated Q Isolative
Q Blunted Q Pacing O Labile
Q Euphoric

Thought Processes’

Q Goal Directed Q Tangential O Block1
Q Flight of Ideas & Loose association
Q lllogical ( Delusions:) (type)

Thought Content

Indecisive

Q Worthless Q Somatic O Assaultive Ideas
Q-Hopeless O Helpless O Homicidal thoughts

Q Obsessions Q Compulsions O Suicidal thoughts
Q Hallucinations:0 Auditory O Visual Q Olfactory O 1"Za|c)k

Pain: Yes/ No/ Pain scale score Locations,
Is pain causihg any physical impairment in functioning today 7J No !J if yes exp'ain

0O Aggressive

Q Manipulative

O Complacent

0O Sexually acting out
ooperative

Q Preoccupied O Guarded

' Demanding O Intrusive

O Gustalory
Logical

ﬁd. Support 0 Reality Orientation D Toilet Q2 wiawake
onitor Intake 0 Encourage Disclosure O Neuro Checks 0 Rounds Q2
Q 02 sat. x Team Monitoring Q Elevate HOB Q MD notified

0 1to 1 Observation _______ reason (specify)

Nursing grouplsession (list topic):

Q ADLs assist Q.o QO PRN Med per order.

O DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall, Since Last
hysical health) DAILY SUICIDE RISK ASSESSMENT® Note — for frequent assessment purposes, Question 1 has been omitted Contact
Ask Question 2* YES (* NQ
2) lave you actually had thoughts about killin ‘

Low

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6

3) lave i

4) ho

Have you had these thoughts and had some intention of acting on them?
E.g., “l thought about taking an overdose, but | never made a specific plan as to when where or how I would actually do it....and !
would never go through with it.”

5) ve you started to work out or worked out the details of how.
As opposed to “I have the thoughts, but I definitely will not do anything about them,”

6) lave you done anything, started an

{_to the roof but didn't jump; or actually took pills MY, cut !

0 hang yourself,

Examples: Collected piils, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, wen

DOLow Risk Moderate Risk & H?h Risk
Nurse Signatures) l/;) oW (ﬂa £ 7 UV% !Z

%( Date: %-/ W/ 525 Time Dglé

MOD

o

REVIEW OF SYSTEMS

Cardio/Pulmonary:

OWNL OFElevated 8/P 0, B¥F

OChest Pain

O€Edema: O upper O lower
Respiratory/Breath sounds:
{OClear ORales DCrackIesWheezmg-
OCough OS.0.8B 1Other. [
oo2@ Vmin OCont. % PRN

Via O nasal cannula ™ fa ask

Neurological /L.O.C.:

OUnimpaired (lethargic TfSedatad.
ODizziness O Headache®DISeizutes
OTremors O Other.
Musculoskeletal/Safe,
OAmbuilatory O MAE_O)
OWalker OW/C Olmmo
OPressure ulicer DUnsteaax gait

ORisk for pressure ulcer

OReddened area(s)

Nutrition/Fluid:

DAdequate Olnadequate ODehydrated
O Supplement OPrompting Q0ther.

new onset of choking nisks assessed

Skin:

O Bruises O Tear {7 No new skin issues
EWourrd(s) (see Wound Care Packet)
O Abrasion O Integumentary Assess

Q Other:

Elimination:

O Continent 0O Incontinent O Catheter
O Diarrhea O OTHER

il RORY

Hours of Sleep: __ T Day © Night
isk for Falls: & Yes O

At Risk for FALL Precautions:
LIAm Band ONonskid footwear
OBR light O ambulate with assist
{OCall bell OClear path

OEdu to call for assist OBed alarm
O Chair alarm 0 1:1 observation level
0 Assist with ADLs O Geri Chair

0 Ensure assistive devices near

O Other
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NURSING SHIFT ASSESSMENT & Label
a Name:
DATE: SHIFT: U Day(7A-7p) O Night(7P-7A)
MR#: D.0.B.
Orjentation Affect ADL Motor Activity Mood Behavior REVIEW OF SYSTE
erson Appropriate  @"Independent ormal Q irritable QO Withdrawn O Aggressive Cardio/Pulmonary:
lace Q Inappropriate O Assist Q Psychomotor retardation  Q Depressed 0 Suspicious QO Manipulative OWNL OElevated 8/P 0} B/P
sme Q Flat 0O Partial Assist Q Psychomotor agitation Q Anxious Q Tearful Q Complacent OChest Pain
ituation Q Guarded Q Total Assist Q Posturing Q Dysphoric Q Paranoid 0 Sexually acting out | JEdema: Jupper O lower
Q improved Q Repetitive acts Q Agitated 0 Isolative Cooperative Respiratory/Breath sounds:
Q Blunted QO Pacing Q Labile O Preoccupied O Guarded OClear ORales OCrackles OWheezing
Q Euphoric (! Demanding O Intrusive

Thought Content
Q Obsessions O Compulsions Q Suicidal thoughts
Q Hallucinations:0 Auditory O Visual Q Offactory O T

‘:z[’u.gt_-gnt_?r_ogtm_sg
Goal Directed O Tangential Q Blocking

Q Flight of Ideas Q Loose association O Indecisive

e O Gustatory
Q lliogical . Delusions:) (type) Q Worthless O Somatic O Assaultive Ideas Logical
0 Hopeless Q Helpless O Homicidal thoughts

Pain: Yes @Pain scalescore_________ Locations, yi

Is pain causing dhy physical impairment in functioning today @ No 1 if yes explain

?ose Obs. q15 @Ind. Support 0O Reality Orientation DO Toilet Q2 wiawake QO 1 to 1 Observation reason (specify)
Uvmeu erapy Q Monitor Intake 0O Encourage Disclosure O Neuro Checks Q Rounds Q2

S 02 sat. Tx Team 0 Wt. Monitoring Q Elevate HOB Q MD notified

@& Nursing group/session (list tgpic):
Q ADLs assist 1&0

Z
&l PRN Med per order HYdIIDX\/ZiN€e poumoate

O DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (visience, suicide, elope, fall,

|

Since Last
physical health) DAILY SUICIDE RISK ASSESSMENT"® Note — for frequent ment p Question 1 has been omitted Contact
1
Ask Question 2* YES @
2) lave you actually had thoughts about killin: Low

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6

OCough OS.0. B 10ther:
ao2@ Umin OCont. OPRN
Via O nasal cannula ™ face mask
Neurological /L.O.C.:
OUnimpaired {lethargic OSedated
ODizziness O Headache OSeizures
OTremors O Other.
Musculoskeletal/Safety:
OAmbulatory OMAE O Full ROM
OWalker OW/C Olmmobite
OPressure ulcer OUnsteady gait
ORisk for pressure ulcer
OReddened areafs)
OAdequate Oinadequate ODehydrated
O Supplement OPrompting Q0ther,

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

O Other:

Elimination:

\ new onset of choking risks assessed

3) ave n thinkin

MOD

4) ho a

Have you had these thoughts and had some intention of acting on them?
E.g., “I thought about taking an overdose, but | never made a specific plan as to when where or how | would actually do it....and |
would never go through with it.”

O Continent O Incontinent O Catheter
O Diarrhea O OTHER

Hours of Sleep: O Day [ Night

§) Have you started to work out or worked out the details of how to
As opposed to “I have the thoughts, but ! definitely will not do anything about them.”

6)

lave you done anythii to do an

\Y

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, wen

Lto ghe roof but didn't jump; or actually took pills M, cul J| 0 hang yourself, etc.
Z O rate Risk B High Bisk

one:_S/2Uf B&re:_ 09O

At Risk for Falls: 0 Yes O No

At Risk for FALL Precautions:
LI Am Band ONonskid footwear
OBR light O ambulate with assist
QOCall bell OClear path
OEdu to call for assist OBed alarm
0 Chair alarm 0 1:1 observation levei
0 Assist with ADLs O Geri Chair
0 Ensure assistive devices near
O Other

Oceans Healthoare 92018, 1200172021, 100112023

Page lof !

i Scanned with !
i & CamScanner’|



*\mdcbj

PMH Critical Thinking Sheet

DSM-5 Diagnosis and Brief
Pathophysiology:

wa

DSM-5 Criteria for your patient's
diagnosis:

- eXc4sS anyitby/

oYy
”2;?" W"*Y codrolli

Psychosocial Stressors (Legal,
Epvironmgntal, Relational,

Developmental, Educational,
Substance Use, etc.)

. Le’d.
- Environmen tal

for at teast m

. ymgg‘ag w

Therapeutic Communication & Nurse Patient
Relationship:

Communication strateg

- H\ection of tmohens
aetive LSt

' %—u% of sdmce
1% epplo

Stage of nurse- patl nt relatuonshlp

mm \l \“V/ :
%;e's' a 'pg)nate

Therapeu c comm
or this patlent >
:lo

Communication approaches to avoid:

fvod mrsh ([amguane,

W Ve, e | ﬂsat;;riaalec"!

Plan of Care:

sns) W

,qqaat

Patient problem L) l

Re ated to (et o y)

?4 evndenced L

s symptoms)

:&%"" ”‘

Outcome Goal: , « I ! t/ 4 Em

Current Treatment & Interventlo S: F ‘ q’

lacl« ounped
chm(,u. peIT: o~ &C

Ratlonale m % W
Ratg::\li'z%:ziuw % %W
co

Rationale:

cheit
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