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Clinical Preparation for Process Paper

Please complete the following while you are reviewing patient information on the Meditech client server.

1. Open Meditech Client Server (Green & Black icon), Logon with GST (3 of last name) (2 of first name)

2. Location ( 7 East; select your patient ( EMR

Current Medical Issues (go to Notes ( Provider ( find History and Physical)

· History of Physical Illness (HPI):

· Initials________ Age________ Date of Admission_________
Tell the story of how your patient ended up in the hospital:

· Medical & Surgical history (list year of diagnosis/surgery):

· Social history – 

· Occupation:



Lives with:


Family members:


Habits: Tobacco, Alcohol, Drugs

Nursing Notes (Notes ( Nursing) (review 2-4 nurses’ notes and record notes): 

Medications (review the pink MAR papers at the medication cart; the nurse may have these with her):

Use your Medication Summary Sheet to become prepared to pass medications.

Laboratory Testing
· Hematology:
    Value
 Is value normal? 
If not, why? Please relate to disease process

· WBC
( Yes

_______________________________________________

· RBC

( Yes

_______________________________________________

· HCT

( Yes

_______________________________________________

· Hgb

( Yes

_______________________________________________

· PLT

( Yes

_______________________________________________

· Chemistry:
   Value
Is value normal? 
If not, why? Please relate to disease process

· Na

( Yes

_______________________________________________

· K

( Yes

_______________________________________________

· Cl

( Yes

_______________________________________________

· BUN

( Yes

_______________________________________________

· Cr

( Yes

_______________________________________________

· Glucose
( Yes

_______________________________________________

· Other:____________

_______________________________________________

Diagnostic Imaging:  

a. in your own words, why is this test done – relate this to the pathology.  

b. If abnormal, what changes in your nursing care need to be made?

· Chest X-ray



· CT (CaT Scan)

· MRI

· Ultra Sound

· Other:

Nursing Care (Go to Care Trends – review systems; Go to Care Activity and complete the following; remember to Right click on yellow ( Display )

Pain –

Fall risk –

Hygiene –

Activity –

Diet –

IV –

Foley catheter - 

Code status – DNR    Full Code

Lakeview College of Nursing   N210 Clinical Assignment

Name: _______________________________ Date: ____________ Adm. Diagnosis:__________________________Allergies:_______________________
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All data is collected and is recorded using the appropriate terminology.  All sections are complete. 
Any data that is not collected is adequately explained in the blank spaces ie NA or unavailable. 


Nursing Concept Map SHAPE  \* MERGEFORMAT 




PHYSICAL ASSESSMENT DATA (collect own data on clinical day)     (Use Taylor Chapter 25 & N201 materials as resources)              

All subjective & objective data is collected and recorded using appropriate terminology. Data not collected or requiring elaboration is explained in the blank spaces.  
	Pulse Ox %:
	BP:
	Pulse:

Rate:

Rhythm:
	Respirations:

Rate:

Rhythm:
	Temp:

Route:
	Pain:

Rating:         /10    Characteristics:          
	Ht: _________

Wt: _________

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score______________

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	

	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.

Peripheral Pulses, Capillary refill: _________

Neck Vein Distention:   Y   N      Edema  Y    N

Location of Edema____________________
	

	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
	

	GASTROINTESTINAL:

Diet at home :                 Current Diet:   

Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:    Y       N         Nasogastric:    Y      N  

Feeding tubes/PEG tube   Y      N      Type:___________
	

	INTEGUMENTARY: 

Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.

Braden scale: _________

Drains present:  Y         N       Type_______________
	

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                             
	

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type_____________
	

	PSYCHOSOCIAL/CULTURAL:

Educational level

Developmental level       
Coping methods          
Health Beliefs

Occupation (previous if retired)
Religion & what it means to pt.

Personal/Family Data    (Think about home environment, family structure, and available family support)
	


USE THE BACK OF THE SHEET FOR ADDITIONAL SPACE FOR DETAILS. EXPECTATIONS MAY VARY FOR DIFFFERENT COURSES
Journal: Use additional pages as necessary






(10 pts)









Reference List for all references used in this document.    Use APA format.          


            (2 pts)


(5pts)                                           Assessment








Interventions:(5 pts)





ST Goal: (2pts) 











LT Goal: (2pts) 





(5pts)                                         Pathophysiology





1. Identify the primary disease(s) that will be explained in this paper.     (1pt)  


2. Describe the pathology of this disease; include any causative factors/etiologies that can be identified.  (3 pts)  


3. Relate the abnormal labs and diagnostics to the disease process.  If all tests are WNL then indicate which values are important to monitor and explain why. (1pts)























(1pt)          Problem





Nursing Diagnosis: (3pts)








Initials: __________Age: _______Date of Admission: 





Gender:   M     F    Ethnicity: ______________________________





Occupation: ______________________________________________


(Former work if retired)





Education: ______________________________________________





Where do I live?    House       Farm       Apt.      Asst. Living


     (circle one)


                                Nursing Home   Other_______________________





I live with________________________________________





Do I have any other family? 





 Adm. History: (What brought me to hospital?)			


 





I have had these procedures while I have been here: 








I need help with:   Hygiene      Moving        Eating       Dressing





I need help:         Not at All        Some           Lots             Totally





I have a     DNR       POA       Living Will       None





Activity Level: 





Medical History











Surgical History: 





What equipment am I using?  (Circle all that apply)





Incentive Spirometer     Foley    NG     IV 





  Cast   Splint    Drain     Telemetry     Oxygen





 Chest Tube    Trach      Ostomy       Dressing





TED/SCS      Walker/Crutches      Wheelchair





Other_______________________________    





         I am rating my pain as a    


       ________/10     I describe it as:



















3.











1


