NURSING PROGRESS REPORT

Temperature/Route

Respiration

PULSES
Radial

Apicat

WEIGHT
{1 Actual
[l Stated
Ol Unable
[ Client scale
1 Agency scale

BLOOD PRESSURE

Standing Sitting
Clieft [ Left
L1 Right 1 Right

Lying
[ Left

L1 Right

SYSTEMS ASSESSMENT - Check appropriate items & fill in blanks.

CARDIOVASCULAR

1 Pulse regular

[l Pulse irrequiar

1 Abnarmal heart sounds

[ Chest pain

[ ] Edemartiuid retention

T INeck vein distention
) Pedal pulses

L R
CINumbness
[(Tingling

T other

CIWNL for client

HOMEBOUND STATUS

RESPIRATORY
L1 Lungs Clear
ClRales
CiwWheeze
[JLabored

[ Cough/Sputum

MUSCULOSKELETAL &
MOBILITY
ClEndurance 4
{1 Active ROM, all
extremities

1 Bed bound

[J Gait steady

T Gait unsteady

MENTAL & EMOTIONAL

[ Osiented [ Labile
[1Gooperative [ Agitated
LlDisoriented L) Fearlul
L) Forgetfu L1 Anxious
Clwithdrawn

{1 Depressed

[}t ethargic

[} Special needs

NEURQOLOGICAL
(] Awake

L1 Alert

Ul Drowsy

[ Headache

[ Dizziness

L) Visual deficit

CIHearing deficit.

1808/ DOE L1 Partial weight bearing 7l Sooial isolation
% ?2_‘5 mmmmm . EE:!3 RIIOI'\-welgSt lbea ring Cl Comatose ST

rac ‘eostOmy on - ambuiatory [} Paranoid peech dilficu !y
(1 Ventilator ] Pain, weakness, injury [ Delusional L1 swallowing difficulty
Maode = : Dl Hatlucinations % Pupils unequal
T, [ 1Progthecis C1Dim. thought pracess Ll Punil response
Rate (2} Poor coping skills L R
IE Ratic LIDME [ Affact [ IHand grasp
+Pressure Limi L R
+Pressure Limit____ [ Other D other [ Other
71 Other Findings:

CIWNL for client LIWHL for client L JWNL for client

[LIWNL for client

Cimmunosuppressed
7] 02 dependent

[} Acute iliness

Ll Impaired mobitity

[ Severe dyspnea

(] Severe pain

[ incontinence
CIWound

{7} Poor cardiac reserve
ClOther

NUTRITIONAL &
HYDRATION
Appetite

{11 Good £ Fair (3 Poor
1PN

[ Regutar diet
[J 8pecial diet
[0 G-tube feeding

GASTROINTESTINAL
[.]No identified problems
{ I1Bowel sounds x 4
(iastBM _

[l Diarrhea

3 Constipation
[INausea

L1 vorniting
[Jincontinence

£ Abdominal girth

{_] Recent weight change

3 Other

CIWNL for client

[J Ostomy

] Other

] Laxative use
CTWNL for client

GENITOURINARY

L] No identified problems
L1 Incentinence

[ Retention

[1 Foley catheter

[J Urine characteristics

SKIN

(1 Normal
[Cwarm

F Diaphoretic
(3 Pallor

[ Cyanosis
L Turgor

CiDry
O Coid

L1 Burning
L] Pain

) Urgency
[ Frequency
[ Ostomy

[ oiher

CIWHNL for client

Owound Dl Lesions
O rash  Olncision
CIwWNL for client

* Document wound
appearance on pg 2

COMFORT
[ Absence of pain

HNJECTION & IV'S
[T Not applicable

VENOQUS ACCESS
[ Not applicable

IV SITE CARE
[J Not applicable

LABS/SFECIMENS
{1 Not appticable

O Complaint of pain O Chy Cdsa I Hickman [J Cap change fcBepPLT
Location Medication: [ Mediport Frequency L1 Chem Panel
Severity: [rice I Dressing change [ Pratime / INR
123456788910 1 Groshong Describe [ Creatine
MILD SEVERE | Pipse: T Portacath 0O BuUN
[} Pain control measwes | gite: L1 24 hour urine
Medication Frequency: Location [IFlusn Clculure
Frequency Appearance Describe LIFBS
Response S i1rBs
D lln(':reased pain with Response: ] single Lumen CTua
activity [0 Double Lumen {1 Extension tubing T Other
1 0ther ClTriple L
ple Lumen change
[TTWNL for cfient Administered By:
Client Name VISITTYPE Frequency — | MDVISITS:
i1 Skilled Nursing -
HC # [1PRN VisitDate oo Date of Last N
_ i Time In
Diagnosis Dateof Next ___
Time Out

R i




NURSE DIAGNOSIS

1. Activity intolerance 8. Fluid volume aiteration . 15. Knowledge defich RT:_______ 21, Sieep pattern disturbance ]
2. Bowel elimination, alleration | 10. Home maintenancs impaired 22. Thought process altaration
3. Urinary elimination alteration 11. Inconsistent therapeutic ! ElCtient [ Caregiver 23. Medication Comphance
4. Aftered Cardiac Function : follow- through by: | 16. Metabotic disturbance . 24.Other:
5. Comfort altered ‘ Cictient [ Caregiver L 17. Nutritionai alteration :
6. Coping: L1 Client I Caragiver| 12, Infection: [} Potential [} Actual | 18. Respiratory function, altered
7. Skin integrity impairment S 13 Injury; [J Potential [T Actual | 19. Self care deficit
8 Social isciation 14, Mobility impaired | 20. Sensory-perceptual alteration
Intervention/Disease Specific Assessment Response to Intervention Qutcome
Patient responding to treatment?  {ves [INo  Patient remains at risk for: Discharge Plan:  [lYes CIne
Describe Discussed with: [ Client I Famity

[dcaregiver [JIMD

Contacted: [OMD COPT o1 OOMsw LIsT
JRT OHHA  [DHospice £l Pharmacy
Tl Dietician [ Clergy  [Ivolunteer [ Other;

Orders:  TINew | Supplies Used Supplies Ordered
[JChanged .
E1None

Plan for Next Visit

MNext Visit Date:

Nurse Signature &Title

Date CIBillable

Client Name

{1 Non-Billable
HC#

Print
R o

Visit Verification Signature




