Change of Patient                                                                                                                                                      Student:                         Date     
NURSING PROCESS TOOL

Patient’s Initials       Rm. #        Age        Gender        Allergies      _____________ Special Needs (HOH, glasses, ESL etc)       


Adm. Date                      Hosp. Day#                 Surgery Date                    Post-op. Day#                  Code Status        

Providers/specialty      _________________________________________________________________________________________________________


Current Diagnosis or Diagnoses       ____________________________________________________________________________________

Surgeries:      _________________________________________________________________________________________________________________
Chronic Conditions      _________________________________________________________________________________________________________

History of Present Illness from admission to assessment:        ________________________________________________________________________
Complications/New Conditions since admission     _________________________________________________________________________________
Medications
(Complete for all meds, all routes, to be given during your clinical time)
	Medication Order
	Class/Action
	Reason for this Patient
	Side Effects (3)
	Nursing Interventions (3)
	Parameter(s)
(if applicable)
	IV Administration

Rate, Comp., Dilution

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Report Sheet Day 1

	Patient’s initials      
	Room      
	Reason for admission       

	Brief history      

	
	
	Special Needs:
	

	Chronic Conditions
     
	Code       
	Allergies       
	Isolation       


	Temp      Pulse      Resp       BP     
	
	Temp      Pulse      Resp       BP     

	 FORMCHECKBOX 

Oxygenation
No problem
 FORMCHECKBOX 


O2 sat         O2       per       Breath sounds       


Resp. meds      
Last Tx.        Cough        Sputum        IS/C/DB      
  Suction      


Other:       
	Oxygenation
No changes
 FORMCHECKBOX 

 FORMCHECKBOX 

Pulse Ox        
Changes:       

	 FORMCHECKBOX 

Circulation
No problem
 FORMCHECKBOX 


Telemetry  Rhythm      
 IV sites      
 Solution      
 Rate      
 


I/O      
Edema      
 Edema location      
JVD      


SCDs      
TED hose       
 Other:       
	Circulation
No changes
 FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Pain
None   FORMCHECKBOX 


Location     
 Intensity        Frequency       Description      __
 


Medication      
 Amount         Route       Time of last dose       Non-pharmacological      


Other:       
	Pain    None   FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Neuro   No problem   FORMCHECKBOX 


LOC      
   Speech       
  Motor        
  Sensory      


Mood/Behavior      
 Other:       
	Neuro   No changes
 FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

 Nutrition/ Elimination  No problem
 FORMCHECKBOX 


Bowel sounds      
 Diet      
 % meals eaten      
 BS q       Results      


Insulin adm.: Type      
 Amount       
 Time      


Weight       Changes       Last BM date         Foley/color      
  NG/color         NG output      

Ostomy/characteristics      
 Output       Drains      

Other:       
	Nutrition/Elimination   No changes   FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       
 

	 FORMCHECKBOX 

Skin Integrity
Intact
 FORMCHECKBOX 


Braden Score       Wounds/Treatment      
  


Other:        
	Skin Integrity   No changes   FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Moving/Safety
No  safety risks
 FORMCHECKBOX 
 


Fall Risk Score
         Activity order      
  Pt.’s activity      

 
Pressure reduction interventions      
  PT        OT     

Other:       
	Moving/Safety   No changes    FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Psychosocial Issues/Support
     
 FORMCHECKBOX 


	 FORMCHECKBOX 

Patient Teaching
     
 FORMCHECKBOX 



	 FORMCHECKBOX 

Diagnostics
     

 FORMCHECKBOX 



	 FORMCHECKBOX 

Issues or problems
     
 FORMCHECKBOX 



	 FORMCHECKBOX 

Discharge Plans
     
 FORMCHECKBOX 


	 FORMCHECKBOX 

New Orders
     
 FORMCHECKBOX 



	Report Sheet Day 2

	Patient’s initials      
	Room      
	Reason for admission       

	Brief history      

	
	
	Special Needs:
	

	Chronic Conditions
     
	Code       
	Allergies       
	Isolation       

	Temp      Pulse      Resp       BP     
	
	Temp      Pulse      Resp       BP     

	 FORMCHECKBOX 

Oxygenation
No problem
 FORMCHECKBOX 


O2 sat         O2       per       Breath sounds       
  


Resp. meds      
Last Tx.        Cough        Sputum        IS/C/DB      
  Suction      


Other:       
	Oxygenation
No changes
 FORMCHECKBOX 

 FORMCHECKBOX 

Pulse Ox        
Changes:       

	 FORMCHECKBOX 

Circulation
No problem
 FORMCHECKBOX 


Telemetry  Rhythm      
 IV sites      
 Solution      
 Rate      
 


Tubing changed      
I/O      
Edema      
 Edema location      
JVD      


SCDs      
TED hose       
 Other:       
	Circulation
No changes
 FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Pain
None   FORMCHECKBOX 


Location     
 Intensity        Frequency       Description      __
 


Medication      
 Amount         Route       Time of last dose       Non-pharmacological      


Other:       
	Pain    None   FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Neuro   No problem   FORMCHECKBOX 


LOC      
   Speech       
  Motor        
  Sensory      


Mood/Behavior      
 Other:       
	Neuro   No changes
 FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

 Nutrition/ Elimination  No problem
 FORMCHECKBOX 


Bowel sounds      
 Diet      
 % meals eaten      
 BS q       Results      


Insulin adm.: Type      
 Amount       
 Time      


Weight       Changes       Last BM date         Foley/color      
  NG/color         NG output      

Ostomy/characteristics      
 Output       Drains      

Other:       

	Nutrition/Elimination   No changes   FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       
 

	 FORMCHECKBOX 

Skin Integrity
Intact
 FORMCHECKBOX 


Braden Score       Wounds/Treatment      
  


Other:        
	Skin Integrity   No changes   FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Moving/Safety
No  safety risks
 FORMCHECKBOX 
 


Fall Risk Score
         Activity order      
  Pt.’s activity      

 
Pressure reduction interventions      
  PT        OT     

Other:       
	Moving/Safety   No changes    FORMCHECKBOX 

 FORMCHECKBOX 

Changes:       

	 FORMCHECKBOX 

Psychosocial Issues/Support
     
 FORMCHECKBOX 



	 FORMCHECKBOX 

Patient Teaching
     
 FORMCHECKBOX 



	 FORMCHECKBOX 

Diagnostics
     

 FORMCHECKBOX 



	 FORMCHECKBOX 

Issues or problems
     
 FORMCHECKBOX 


	 FORMCHECKBOX 

Discharge Plans
     
 FORMCHECKBOX 


	 FORMCHECKBOX 

New Orders
     
 FORMCHECKBOX 




Directions:
If caring for the patient for 2 days, complete the plan of care map.  All interventions are to be written as a list of actions specific to the identified nursing diagnosis, the patient, and the patient’s orders.  No rationales are to be included.  Assessment, labs/diags are data that should be assessed and trended based for the nursing diagnosis, and are not the actual findings of the patient.  The actual findings will be documented on the agency’s form/computer.  
Plan of Care Map
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Treatments, Interventions



























































Medications, IV’s
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