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NURSING SHIFT ASSESSME '

« 1w
DATE: (- 13—V SHIFT: o Day(7A-7p) O Night(7P-7A)

Orientation  Affect ADL Motor Activity Y Behavlor

Oferson Approprate Q Independent 3 Normal U?Qd 0 Withdrawn O Aggressive

QPlace d Inappropriate S Assist Q Psychomotor retardation P g ‘ab.:sed 0 Suspicious U Manipulatve

@Time Q Flat 0 Partial Assist U Psychomotor agitation QA W 0 Tearful < Complacent

A Situation Q Guarded O Total Assist Q Posturing 0 anro:som 0 Paranoid O Sexually acting out

O Improved O Repetitive acts 0 A?&.d 0 Isolatve ®/Cooperative
Q Blunted Q Pacing Q Labile 0 Preoccupied O Guarded
0 Euphoric Demanding U Intrusive

Thought Processes Thought Content

Q Goal Directed O Tangential U Blocking Q Obsessions Q Compulsions O Suicidal thoughts

@ Flight of Ideas O Loose association U Indecisive Q Hallucinations Q A qitory@ Visual O Offactory 5 Tesie O Cueiviony

Q lllogical Delusions:) (type)____ Q Worthless Q Somatc O Assaultive Ideas U Logical

~ J Hopeless Q Helpless O Homicidal thoughts

Pain. Yes No Pain scale score o Locations A

is pain causing any physical impairment in functioning today 1 yes eXpAn |
Nursing In
U Close Obs. q15 QO Ind. Support 0 Reality Orientation O Toilet Q2 wiawake O 1to 1 Observation ____ reason (specify)
J Milieu Therapy O Monitor Intake 0O Encourage Disclosure 0O Neuro Checks 0 Rounds Q2
O VS 0O 02 sat O Tx Team O WL Monitoring J Elevate HOB 0 MD notified
J Nursing group/session (list lopic) ___
O ADLs assisl Q &0 Q PRN Med per order

L — e —

f_———__—— i
J DOCU“ENT ABNORMAL OCCURE DISCIPLINARY NOTES (wo‘eno.e suicide, elope, fall Since Last
DAILY SUICIDE RISK ASSESSMENT" Notc ~ for frequent assessment purposes., C tlon 1 has been omitted Contact

Ask Question 2*
n

/
/

NOVC NC g 5S¢ HET 4N4g on LNeIr
ukmganoverdosc bullmmmmaspeclﬁcplanubmnmnorhowmdmmll and ) .

5 Have ustarndtoworkoulorworndwllho tails of how to kill yoursell? Did vou intend B ¢
As opposed to “I have the thoughts, butldlﬁnndymllnotdomythmg about them.”

6) Y@ you ac e anything, started {0 ac nything. or prepared (o do anything (o eng

Examples. Colhcbdp:us obtained 3 gun, gave mvvaluabhs. muawﬂlorsmcvdo note, took aut pills but didn't swallow any,
D‘MMM“”? - OFr ac took £ ried to shoot yvoursell, cut yoursell, tried (0 hang your

ClLow Risk - Moderate Risk W High Risk

e, OF

Nurse Signetures) . —————"" Date: Time:

“_“
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REVIEW OF SYSTEMS
Cardio/Pulmonary.
JWNL UElevated 8P O, BP
[XChest Pain
| JEdema O uvpper O lower

(») re ~
Clear ORales UCrackles JMWheazing
Cough TS O. 8 Other

J02 (@ Vmin OXCont J DQN
vie [J nasal cannula ~ face mask

Neurological / L.O.C..
JUmmpaireo JG!P-JQ;(‘ ISedated
JDizziness ) Headache [JSeizures
ITremors JO(her_ﬁ__\ .
Musculoskeletal/Safety
DAmbulatary O MAE O Full ROM
Owalker OW/C  (immobie
IPressure ulcer Jjnsmm,
IRisk for pressure uicer -
JReddened area(s)
Nutrition/Fiuid:
JAdequate DInacequate JDehydrate
-] Supoplement UPromptingQOOther

new 0rse! of choking nsks assessed

m
J Bruises JJ Tear O No new skin issues
SWoond(s) (see Wound Care Packet)

J Abrasion O Integumentary Assess
0 Other

Ehmmat:on
T Continent 2 Incontinen! J Catheler
J Dsarrhea O OTHER
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Wours of Sleep: ____ Day  Night
or Falls. E x
£
At Risk for FALL ons.

QAm Band Nonskid !ooM&
OBR light 3 ambulate with 8sssT”

(Call bell OClear path
(JEdu to caill for assist OBed akdm

(7 Char atarm O 1 1 cbservalion level
7 Assist with ADLS 0 Gen Chav
) Ensure @ssistve 08WCeS nbar
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