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Demographics
	Date of Admission

	Client Initials

	Age

	Biological Gender

	Race/Ethnicity

	Occupation

	Marital Status

	Allergies


	Code Status

	Height
	Weight



Medical History 
Past Medical History:
Past Surgical History:
Family History:
Social History (tobacco/alcohol/drugs including frequency, quantity and duration of use):
Education:
Living Situation:
Assistive devices:

Admission Assessment 
Chief Complaint:
History of Present Illness (HPI) – OLD CARTS:

Primary Diagnosis
Primary Diagnosis on Admission:
Secondary Diagnosis (if applicable):
Pathophysiology
Pathophysiology of the Disease, APA format:
Pathophysiology References (2) (APA):

Vital Signs, 1 set – HIGHLIGHT ALL ABNORMAL VITAL SIGNS
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	
	
	
	
	
	



Pain Assessment, 1 set 
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	
	
	
	
	
	



Intake and Output 
	Intake (in mL)
	Output (in mL)

	
	



Nursing Diagnosis 
*Must be NANDA approved nursing diagnosis*

	Nursing Diagnosis 
· Include full nursing diagnosis with “related to” and “as evidenced by” components
· Listed in order by priority – highest priority to lowest priority pertinent to this client
	Rationale
· Explain why the nursing diagnosis was chosen
	Interventions (2 per dx)
	Outcome Goal 
(1 per dx)
	Evaluation
· How did the client/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.
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Other References (APA): 



















