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SEVIEW OF SYSTEM

or : Cardio/Pulmonary:
Mood s.ehav‘:m OAGgross ™ e WNL CIElevated B/P O} B/P
mot Q i 0 Withdra 0 Manipulativ e Pain
. or retardation 0 gltable 0 Suspiciouv 0 Comp|acem. es ot o
Otor agitation epresse 0 Tearful O sexually acting out (JEdema: J uppe :
Repelitive %A"m”s 0 Paranoid Cooperative Respiratory/Breath sounds:
e D?\mph:g - 0 Isolative 4 O Guarded (OCiear ORales OCrackles UWheezing
J Lagt;%lal 0. Preocetin: 0 Intrusive OCough OS.0. B 10ther:
T Q Euphoric. =it Demanding 002@____Umin OCont. OPRN
Dh%)u ™ Conten ! .42l thoughts Via O nasal cannula T face mask
Q Hbses.Slons Q COmpUlSiOns O SU|C|da =i X 3 Gustatory NeU!OlO E['-ca' /L.0O. c“,
allucmations:u Auditory O Visual U Oifactory oqical OUnimpaired Lethargic (JSedated
Worthless Q Somatic O Assaultive deas g ODizziness (O Headache (JSeizures
=) Hopeless J Helpless O Homicidal thoughts OTremors ] Other
e o — e L Musculoskeletal/Safety:

< No©) o VoS explain e —— — | OAmbulatory O MAE (O Full ROM
: OWalker OW/C Olmmobile

' ( ify) OPressure ulcer (JUnsteady gait
. i i ; tion reason (spec : !
E{’:\/‘!S Q 02 sat. - xof;_'égf intake O ancourage Disclosure O Toilet Q2 wiawake O 1 to 1 Observati ORisk for pressure ulcer

, T " b O Neuro Checks 0O Rounds Q2 OReddened area(s)

. Agrf;nagsg::tuplsessmn (lis[t: t?gié) : &mﬂaﬁw Q Elevate HOB Q MD notified Nutrition/Fluid:
3 DOCU . _ PRN Med per o‘cm'\rder gasdeqa;ate ?Itggequattg Cgoetgydmted
| MENT ABNORMAL OCCURENG ——— upplement OPrompting QOther,

f e A _ : ;
hysical health) paiy SUICIDE RISK ASSESSMS?TIN MULTIDISCIPLINARY N OTES (violence, suicide, elope, fall,  Since Last || new onsetof choking nsks assessed
A | - Note - for frequent assessment purposes, Question 1 has been omitted & Contact - :
| Ask Question 2* R s Skin:
' P Ty T | [J Bruises {J Tear I No new skin issues
Y actually had thoughts about killing vourself? TLow S-Wound(s) (see Wound Care Packet)
. . . e _ - {J Abrasion O Intequmentary Assess
| IF YES to 2, ask questions 3, 4, 3, and 6. i/ NO to 2, go directly to question 6 CEJ’ ,iom_m.i_____z;ﬁ" S
| 3) Have you been thinking about how you might do this? . - O Continent (1 Incontinent O Catheter
. ' m- O Diarrhea O OTHER
4) Have you had these thoughts and had some Intention ¢ ng on therm . | ot e L

E.g., “I thought about taking an overdose, but f never made a specific plan as to when where or how ! would actually do it
would never go through with it.” .-

) Have you started to work out or worked out the details of how to kill yourseif? Did vou intend tc
| As opposed to “l have the thoughts, but | definitely will not do anything about them.”
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- Hours of Sleep: — Day 7 Night

— - At Risk for Falls: O Yes Q@ No

At Risk for FALL Precautions:
O Arm Band UONonskid footwear

UBR light 0 ambulate with assist
LCall bell OClear path
LUEdu to call for assist (JBed alarm

MLow Risk ] Moderate Risk High Risk 0 /Ix /Lj i | £ Chair alarm (2 1:1 observation level
: : O Assist with ADLs O Geri Chair
: Date: \ & L Time: mw
Nurse S:gnalureW___———————
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6) " Have you done anything, started to do anything, or preg

Examples: Collected pills, obtained a gun, gave away valuables, wrote 3 will or suicide note, took out pills but didn’t s

: wallow a 1t
| to the roof but didn’t jump; or actually took pills, tried to shoot ourself, cut yourself, tried to hang yourseif, ete, ny, wen _

L2 Ensure assistive devices near
O Other
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Therapeutic Communication & Nurse Patient
Relationship:
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Student Name! Qg Sé \ 5 ) 0

Medication Worksheet —
Allergies: M\

Primary IV Fluid and Infusion Rate (ml/hr) Circle IVF Type

Generic Name Pharmacologic
Classification
\ 'y

Correct Dose?
If not,
what is
correct dose?

Yol
o~ . - = |nitia|52'_Q__— Date: 10

Rationale for IVF

IVP -~ Lists

rate to push.

( entior
ffects Appropriate Nursing Assessment, Teaching, Interv
g (Precautions/Contraindications, Etc.)

olution to dilute and

IVPB - List mL/hr and time to give
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Orjentation A ' . _
Df/f\zg:Opriate A, 2 Motor Activity ~ Mood Behavior . REVIEW OF SYSTEM
B epnrcoiist: O ;ssgptendent Q Normal Iritable 0O Withdrawn O Aggrgssivg Cardio/Pulmonary:
szﬁ lat = Part'isl A Q Psychomotor retardation yepressed O Suspicious O Manipulative OWNL COElevated B/ O} B/P
ituation O Guarded Q TotalaA ssist 0 Psychqmotor agitation xious O Tearful 0 Complacent. (IChest Pain
Q Improved . O Posturing ysphoric O Paranoid g}exually acting out | (JEdema: O upper & lower
0 Blunted Q Repetitive acts Q Agitated O Isolative Cooperative Respiratory/Breath sounds:
Q Pacing Q Labile 0 Preoccupied O Guarded (IClear ORales OCrackles OWheezing
égﬂl_gmm____m W O Euphoric  Demanding O Intrusive Cough OS.O. B 10ther:
Goal Directed : : ou ontent  O02@ Umin OCont. 8 PRN
O Flight of Ideas glzgg:':;aéoga?lockxgg . O Obsessions O Compulsions O Suicidal thoughts Via O nasal cannula T face mask
Q lllogical G Delisior: ion Indecisive Q Hallucinations:Q Auditory Q Visual O Olfactory O Tactile O Gustalory Neurological /L.O.C.:
. sions:) (type) orthless O Somatic O Assaultive Ideas ([ Logical OUnimpaired LlLethargic JSedated
Hopeless O Helpless O Homicidal thoughts {IDizziness U Headache [JSeizures
ITremors (J Other

Pain: Yes No Pain scale score Q Locations

Is pain causing any physical impairment in functioning today 71 No J if yes explain Musculoskeletal/Safety:

OAmbulatory O MAE O Full ROM

gtg;sin Interventions: Q/ OWalker OW/C LOImmobile
ose Obs. q15 : nd. Support O Reality Orientation O Toi ; : OPressure ulcer (Unsteady gait
e .4 oilet Q2 wiawake ([ 1to 1 Observation reason (speci -
Q M.meu Therapy O Monitor Intake @22 urage Disclosure [ Neuro Checks O Rounds Q2 S (SPecV)| TRisk for pressure ulcer
O V/S O 02 sat. 0 Tx Team t. Monitoring 3 Elevate HOB 0O MD notified GRtadcned armeis)
O Nursing group/session (list topic): __ R R R ot Nutrition/Fluid:
O ADLs assist 0 1&0 O PRN Med per order g"\sdquate C?’rggequatte nghydrated
5 | . _ _ | _ , upplemen rompting LJOther iy
L DOCUMENT ABNORMAL OC CURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall, | Since Last new onset of choking risks assessed )
hysical e/th) DAILY SUICIDE RISK ASSESSMENT” Note - for frequent assessment purposes, Question 1 has been omitted _ * Contact g
Ask Question 2* YES Skm:. i |
| i A ‘ B ' {J Bruises J Tear {2 No new skin issues
' 2) Have you actually had thoughts about killin Iif7 | LOW | W(S) (see Wound Care Packet)
‘ u {J Abrasion O Integumentary Assess
' ' | syt O T | {J Other:
| IfYES to 2, ask questions 3,4, 5,and 6. If NOto 2, go directly to question 6 Elimination:
' , m—— ' — ' * - O Continent [ Incontinent J Catheter
3) Have you been thinking ab oW W 0O Diarrhea (3 OTHER
had these thoughts and had some intention of acting on them G TIR
2') f"Iat‘l,;:n;g,v;:t about taking an overdose, but I never made a specific plan as to when where or how | would actually do it....and | . Hours of Sleep: - Day ' Night
would never go through with it.” _ : , . G : :
5) Have you started fo work out or worked out the details of how to kill yo rsl l'J,l ou intend (o cagry out this plan? - At Risk for Falls: O Yes O No
" hts, but | definitely will not do anything about them. :
| As opposed to “I have the thoug . . i . ' At Risk for FALL Precautions:
" 6) “Have you done anything, started to do an /thing, or prepared to do anything (0 €Nd ¥OULIIEL (") Arm. Band UINonskid footwear
: ; ; ’ - UBR light O ambulate with assist
obtained a gun, gave away valuables, wrole 3 will or suicide note, took out pills but didn’t swallow any, went LCall bell UClear path
g It cut vourself, tried to hang yourself, etc. ; >
. ' i et UEdu to call for assist [JBed alarm %

- Collected pills, |
f)x;rlzef:f but didn’t jump; or actuall took pills, tried to shoot yourse
‘ . s O Chair alarm (] 1:1 observation level

- I Moderate Risk B High Risk 3
[lLow Risk == 15 19 b S 8/ e O Assist with ADLs O Geri Chair
Dale: - L) Ensure assistive devices near
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