Student name________________________________________________ Date_____________________

NURS 108 FOUNDATIONS OF NURSING
Client Assessment Data

Client initials _________  Age _________ Gender__________  Date of admission ___________________
Reason for seeking care__________________________________________________________________
Medical diagnosis______________________________________________________________________
Current Surgery_______________________________________________________________________
Co-morbidities_________________________________________________________________________
Adv. Dir._________________ Code status______________ Height___________  Weight_____________
Spiritual / religious preference__________________________________ Marital status______________
Occupation_________________________________ Ethnicity___________________________________
Cultural health preferences_______________________________________________________________
Allergies:   Food	    Drug    Latex    Dyes   Shellfish   Other _______________________________________
   Explain______________________________________________________________________________
	
ORDERS & TREATMENTS: (frequency)
Blood Glucose Monitoring____________  VS____________ TC / DB____________  IS  _______________
Diet order_________________ Activity order_________________ Intake/output___________________
IV____________________________ Oxygen__________________ Teds / SCD’s ____________________

PERTINENT DIAGNOSTIC TESTS: (with dates, note if normal or abnormal findings)
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
 

ASSESSMENT:

Vital signs:
BP________  Temp________ Pulse______ Respiration______ Pulse Ox______ I/O balance___________

Neurological:
Subjective____________________________________________________________________________
Level of consciousness___________________________    Orientation to:    Time	    Place	    Person
Speech      Clear		Not clear 	Explain______________________________________________
Any alteration in: 	Hearing		Vision		Smell		Taste
Assistive devices _______________________________________________________________________

Thorax:
Subjective_____________________________________________________________________________
Chest pain    No     Yes    Describe__________________________________________________________
Oxygen in use:   No   Yes   Type____________________________________________________________
Breathing   Depth________________ Rhythm__________________ Difficulties_____________________
Cough     No    Yes     Describe_____________________________________________________________
Sputum  No    Yes     Describe_____________________________________________________________
Smoking history _______________________________________________________________________
Lung sounds___________________________________________________________________________
Skin turgor_________________________ Shape of chest_______________________________________
Abdomen:
Subjective____________________________________________________________________________Abdominal pain:	Yes   	No	 Abdomen shape______________________________________
Appetite_____________________ 	 Amount meal consumed:      100%	75%	50%	25%
Bowel elimination______________________________________________________________________
Bowel sounds ___________________________________________________ Last BM_______________
Urinary elimination_____________________________________________________________________

Extremities:
Subjective_____________________________________________________________________________
Able to move extremities 	RU	LU	RL	LL	Explain___________________________
Sensation			RU	LU	RL	LL	Explain___________________________
Pulses				RU	LU	RL	LL	Explain___________________________
Capillary refill			RU	LU	RL	LL	Explain___________________________
Edema in extremities		RU	LU	RL	LL	Explain___________________________
Strength			RU	LU	RL	LL	Explain___________________________
Skin color variations_____________________________________________________________________
Assistive devices for ambulation___________________________________________________________

Skin:
Subjective_____________________________________________________________________________ IV site / Saline lock site assessment ________________________________________________________
Skin intact   Yes    No     Describe___________________________________________________________        
Sacral edema    No   Yes    Describe ________________________________________________________
Presence of rashes, bruises, wounds, pressure ulcers, scars, tubes: (location, size)
_____________________________________________________________________________________

Comfort:
Subjective_____________________________________________________________________________
Physical:    Pain scale  (0-10) _____  Describe_________________________________________________		     Fatigue, need for rest __________________________________________________________	
Psychospiritual:	  Anxiety_________________________________________________________________	
                   Involved in treatment plan_______________________________________________________
Environmental surroundings:   Noise______________________  	Temperature______________________
Sociocultural:  Teaching  needs____________________________________________________________
                  Family / social support__________________________________________________________
	    Financial needs________________________________________________________________

LABORATORY VALUES: (note if normal or abnormal)
Electrolytes:

Complete Blood Count:

Other:

SIGNIFICANT PAST MEDICAL/SURGICAL HISTORY:





10/20/11
