DAILY ASSESSMENT

ROOM # ____________  PT.’S INITIAL’S  ________     AGE:   ________      DATE:  ________________
DIAGNOSIS:  __________________________________________________________________________                                       DIET:  _________________  
VITAL SIGNS:    T ________ P ________ R ________ BP ________ SpO2 ________ Weight ________ Glucose ________
NEUROLOGICAL:  

L. O. C.:    AWAKE    LETHARGIC    STUPOROUS     COMATOSE    OTHER ___________     ORIENTED:     PERSON (x1)     PLACE (x2)      TIME (x3)
PUPILS:     LEFT _____   RIGHT _____    PERRLA        VERBALIZATION:   CLEAR _____GARBLED _____ SLURRED ______OTHER: ___________

COMPLAINTS:     NONE     HEADACHE     DIZZINESS     TREMORS     FAINTING     OTHER _____________________________
DISTAL SENSATION:     FINGERS:      INTACT ______ ABSENT ______
TOES:   INTACT _____ ABSENT ______
CARDIO/PERIPHERALVASCULAR:
APICAL PULSE RATE: _________________    REGULAR     IRREGULAR                    CHEST PAIN:      YES     NO     0 – 10 _______     

CAPILLARY REFILL:     UPPER     < 3     >3      LOWER     < 3    >3                         PEDAL PULSE:    PALPABLE/DOPPLER     L ____ R ____
EDEMA:      NONE PRESENT        +1     +2     +3     +4     LOCATION:    RUE ____ LUE ____ RLE ____ LLE ____ OTHER ___________________
RESPIRATORY:
BILATERAL BREATH SOUNDS AUDIBLE:   YES ____   NO ____    LUNG SOUNDS:   CLEAR   CRACKLES    WHEEZES    OTHER: _____________
QUALITY:     EASY     LABORED     O2:     DEVICE____________   PERCENTAGE __________         

GASTROINTESTINAL: 

ABDOMEN:      SOFT     FIRM     RIGID   /   NON -DISTENDED     DISTENDED        PAIN:     YES     NO    0 – 10 _______ WHERE? ________________
BOWEL SOUNDS:   x1  x2   x3   x4       NG/FEEDING TUBES: _____________________    BM:     AMOUNT ________   APPEARANCE _____________
GENITOURINARY:     

AMOUNT ______CC     COLOR _____________    CONTINENT       INCONTINENT      FOLEY            PAIN/BURNING:     YES     NO     0 – 10 _______

SKIN:
TEMPERATURE:     WARM      COOL        MOISTURE:     DRY     MOIST     

COLOR:     FLESHTONE         PALLOR     ERYTHEMA     CYANOSIS     JAUNDICE     OTHER ________________________

CONDITION:     INTACT     ECCHYMOSIS     RASH     OTHER ___________________________________________________________

INCISION /WOUNDS: __________________________________________________________      
PAIN:     YES     NO     0 – 10 _______

MUSCULOSKELETAL: 
MUSCLE STRENGTH☻:  RUE ____ LUE ____ RLE ____ LLE ____          

HAND GRASPS:  EQUAL ____  STRONG ____ OTHER ____________________    RANGE OF MOTION:  FULL ______   LIMITED ______
MOBILITY:   BEDREST ______ CHAIR ______ AMB  ______                                   PAIN:     YES     NO     0 – 10 _______                                                                            
MECHANICAL AID:     NONE     CRUTCHES     CANE     WALKER     WHEELCHAIR     OTHER ____________________________

OTHER:  IV: LOCATION_____________CONDITION_____________INFUSION________________
                                  ***NOTE ON ALL PAIN!     ONSET, LOCATION, QUALITY, RADIATION / RELIEF, SEVERITY ***
KARDEX INFORMATION:
Client:



Activity:



MD:

Diagnosis:



Age:




Consults:

Allergies:



Diet:




VS frequency:

Code Level:


Prosthesis:



Fingersticks:











I&O:











Daily weight:









                  IVs:

Lab & Diagnostic Tests Due:



Specialty Department Orders:

Safety Precautions:




Special Equipment:










O2 ____
Pulse ox ____








    TEDs ____
Foley _____









    SCDs ____
Drains _____









        NG ____
Other _____

Additional Notes:

SHIFT REPORT:

  CHRONOLOGICAL PATIENT CARE:

☻MUSCLE STRENGTH GRADING:


0 – NO VOLUNTARY CONTRACTION			3 – FULL ROM, ACTIVE


1 – SLIGHT CONTRACTILITY, NO MOVEMENT		4 – FULL ROM AGAINST GRAVITY, SOME RESISTANCE


2 – FULL ROM, PASSIVE				5 – FULL ROM AGAINST GRAVITY, FULL RESISTANCE














