
Admission History
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Demographic Data

Admitting diagnosis:

Age of client:

Sex:

Weight in kgs:

Allergies:

Date of admission:

Psychosocial Developmental Stage:                       

Cognitive Development Stage:

Pathophysiology

Disease process:

S/S of disease:

Method of Diagnosis:

Treatment of disease: 

Medications



2

Medical History

Previous Medical History:

Prior Hospitalizations:

Past Surgical History:

Social needs:

Relevant Lab Values/Diagnostics Active Orders



Assessment

General

Integument

HEENT

Cardiovascular

Respiratory

Genitourinary

Gastrointestinal

Musculoskeletal

Neurological

Most recent VS
(highlight if
abnormal)

Time:

Temperature: 

Route:

RR:

HR:

BP and MAP:

Oxygen saturation:

Oxygen needs:
Pain and Pain

Scale Used
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Nursing Diagnosis 1 Nursing Diagnosis 2 Nursing Diagnosis 3

Rationale Rationale Rationale

Interventions

Intervention 1:
Intervention 2:

Interventions
Intervention 1:
Intervention 2:

Interventions
Intervention 1:
Intervention 2:

Evaluation of Interventions Evaluation of Interventions Evaluation of Interventions
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