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Quick Screening for Psychotic Symptoms (QSPS)

Unsure/Did
Ask: Yes | No | not answer

Have you had any strange or odd experiences lately
1 | that you cannot explain?

Do you ever feel like people are bothering you or
2 | trying to harm you?

Has it ever seemed like people were talking about
3 | you or taking special notice of you?

4 | Are you afraid of anything or anyone?

| Do you ever have visions or see things that other
O | people cannot see?

Do you ever hear things that other people cannot
hear, such as noises, or the voices of other people
that are whispering or talking?

6 | If yes, ask:

If you hear voices, can you understand what the
voices are saying?
If yes, ask:

N SN NSNS

|

Are the voices telling you to do anything that could | P
harm yourself or someone else? J
If yes, ask:

What are the voices telling you to do? (Record response here):

. (A YO S\eer Qnd e Q sale %\‘m\\“

Answering “yes” to any of these questions indicates the need for a more detailed
assessment and follow-up questions.



Student Name: . | . LOxYaxon Unit: QCEGN\S Pt. Initials: ZBII Date: \\=M

Medication Worksheet - Current Medications & PRN for Last 24 Hours

Allergies: \ \! ACN\K

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

Pharmacologic | Therapeutic Reason Dose, Correct Dose? IVP - List solution to dilute and Appropriate Nursing Assessment, Teaching, Interventions
Classification Route & If not, rate to push. (Precautions/Contraindications, Etc )
Schedule what is
correct dose? IVPB - List mL/hr and time to give
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PMH Critical Thinking Sheet

DSM-5 Diagnosis and Brief
Pathophysiology: :
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Therapeutic Communication & Nurse Patient
Relationship:

Communication strategy:
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DSM-5 Criteria for your patient's
diagnosis:
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Stage of nurse-patient relationship:
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Therapeutic communication techniques appropriate
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