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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. 
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                 (2 pts)

Nursing Diagnosis: (3pts)


 








(5pts)                                         Pathophysiology




















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: ________________________________________





























(5pts)                                           Assessment
































Goal: (2pts) 


























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_______________________________    





Medical History: 


























Surgical History: 























(1pt)          Problem





Interventions:(5 pts)
































         I am rating my pain as a    


       ________/10     I describe it as:


_____________________


__________________________________________
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