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Patient Name: _______________________________
DOB: ________________ 				ID: XXX-XX- ____________
Date: __________________ Shift Start: __________ Shift End: _________ Total Hours: _______

	[bookmark: _Hlk161996888][bookmark: _Hlk162001749]VITAL SIGNS

	T: ______      BP: _______   P: _____     RR: _____  SPO2 AT REST: ______ %   POST ACTIVITY: ______ %
WEIGHT: ________ LBS  INCREASE  DECREASE

	MENTAL STATUS /LOC

	ALERT & ORIENTED X: _______ TO:  PERSON  PLACE  TIME  SITUATION
 VERBAL  PAINFUL  UNRESPONSIVE  FORGETFUL  CONFUSED  WITHDRAWN  AGITATED 

	CARDIAC

	SOUNDS:  REGULAR  IRREGULAR  MURMURS CAP REFILL  <2 SEC  >2 SEC  
PULSE:  THREADY  BOUNDING  STRONG  WEAK     EDEMA:  NA  PITTING  NON-PITTING  +1  +2 LOCATION:                                                                                                                         NO DEFICIT

	PULMONARY

	RESPIRATION:  NON-LABORED  LABORED  USE OF ACCESSORY MUSCLE
COUGH:  NONE  PRODUCTIVE  DRY SPUTUM: __________ 
EXPANSION:  SYMMETRICAL  ASYMMETRICAL 
RIGHT LOBE SOUNDS:  CLEAR  CRACKLES  RHONCHI  DIMINISHED  
LEFT LOBE SOUNDS:  CLEAR  CRACKLES  RHONCHI  DIMINISHED 
SHORTNESS OF BREATH:  AT REST  CONVERSATIONAL  EXERTIONAL 
SUPPLEMENTAL O2: ________LPM VIA  NC  MASK     OTHER: ____________________
                                                                                                                                                NO DEFICIT

	GI

	ABDOMEN: TENDER  NONTENDER  DISTENDED  NAUSEA  VOMITING
BOWEL SOUNDS:  ACTIVE  HYPERACTIVE  HYPOACTIVE LAST BM: _____________  
 COLOSTOMY/ILEOSTOMY  CONSTIPATION  DIARRHEA  INCONTINENCE                             NO DEFICIT

	GU

	 INCONTINENCE  STRESS  FUNCTIONAL  ADULT BRIEFS/PADS  CATHETER: _________ 
OUTPUT: _______ COLOR: ___________ ODOR: _________________  
CONSISTENCY:  CLEAR CLOUDY  SEDIMENT  BLOODY                                                     NO DEFICIT

	MUSCULOSKELETAL

	STRENGTH:  STRONG  WEAK  GAIT/BALANCE: STEADY  UNSTEADY FALL RISK:  YES  NO
GRASPS:  STRONG/FIRM  WEAK ROM:  LIMITED  FULL 
AMBULATION  INDEPENDENT  WITH ASSIST  BED BOUND  CHAIR BOUND 
ASSISTANCE:   SBA  HANDS-ON ASSISTANCE X ____ PERSON  CANE  WALKER  OTHER:             
                                                                                                                                                NO DEFICIT                           

	INTEGUMENTARY

	SKIN:  NATURAL  JAUNDICED  MOTTLED  PALE  CYANOTIC TURGOR:  NORMAL  POOR   
CHARACTERISTICS:  WARM  COOL  DIAPHORETIC  DRY  MOIST 
SKIN BREAKDOWN:  YES  NO DESCRIPTION: ___________________________________
S/SX OF INFECTION:  YES  NO DESCRIPTION: ___________________________________ 
IV ACCESS: _________________ LOCATION: _________________
PAIN SCALE (1-10) ________ LOCATION: ______________ QUALITY: ________________                
                                                                                                                                                 NO DEFICIT

	NEUROSENSORY

	 SYNCOPE  VERTIGO  HEADACHE   VISION IMPAIRMENT:  YES  NO 
HEARING IMPAIRMENT:  YES  NO  BILATERAL  LEFT  RIGHT SPEECH IMPAIRMENT:  YES  NO 
NOTES:                                                                                                                                       NO DEFICIT

	NUTRITIONAL INTAKE

	DIET:  REGULAR  DIABETIC  CARDIAC         APPETITE:  GOOD  FAIR  POOR  
FLUID INTAKE: ________________________ OUTPUT: _______________________
 ENTERAL FEEDING     BG: AM: _______ NOON: __________PM: _______ HS: _______	

	EQUIPMENT/SUPPLIES
	RECENT/FUTURE MEDICAL APPOINTMENT

	 BP CUFF  THERMOMETER  PULSE OX 
 STETHOSCOPE  NARCOTIC BOX AND KEY 
 GLOVES    GLUCOMETER 
 OTHER
	


	INT
	INTERVENTIONS
	INT
	EDUCATION/TEACHING/INSTRUCTIONS

	
	SKILLED ASSESSMENT/OBSERVATION  
	
	MEDICATION ACTIONS/SIDE AND ADVERSE EFFECT

	
	MEDS AND TREATMENT ADMINISTRATION
	
	DISEASE PROCESS

	
	ADMINISTER SUPPLEMENTAL O2
	
	INFECTION CONTROL MEASURES

	
	PERFORM/ASSIST WITH ROM EXERCISES
	
	FALL/SAFETY PRECAUTIONS

	
	BOWEL CARE / CATHETER CARE
	
	ENERGY CONSERVATION TECHNIQUES

	
	BLADDER CARE
	
	PAIN MANAGEMENT

	
	BREATHING EXERCISES
	
	OXYGEN, NEBULIZER OTHER TX MANAGEMENT

	
	WOUND CARE
	
	NUTRITION AND HYDRATION

	
	CARE COORDINATION W/ INTERDISCIPLINARY TEAM
	
	EMERGENCY MEASURES/PREPARATION

	
	FALL ASSESSMENT 
	
	DIABETIC CARE

	
	PATIENT/FAMILY TRAINING AND SUPERVISION
	
	BOWEL AND BLADDER TRAINING

	
	HHA TRAINING AND SUPERVISION 
	
	PHYSICIAN FOLLOW-UP

	
	IV THERAPY
	
	

	
	DIABETIC CARE
	
	

	
	NEURO ASSESSMENT
	
	

	
	PAIN MANAGEMENT
	
	

	TIME
	NURSING NOTES

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	PLAN OF CARE/MEDICATION CHANGES/RESPONSE/EFFECTS
	PATIENT/FAMILY RESPONSE

	
	 PATIENT/CAREGIVER/FAMILY INVOLVEMENT
 VERBALIZES UNDERSTANDING OF INSTRUCTIONS
 REQUIRES FURTHER EDUCATION AND ASSISTANCE
NOTES:


Nurse Certification
I certify that I provided the care set forth above to this patient in accordance with the patient’s approved plan of care and the Department of Labor EEOICPA Program Manual.
Signature & Title: ___________________________________________ 	Date: ___________

Printed Name & Title: _______________________________________ 	Initial: ______________
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