Nursing Assessment Form

Patient Name:

Date:


Address:

Sex:




Race:


Phone Number(s):

Date of birth:


Occupation:


Primary language spoken:


Referred by:


Diagnosis:


Vital Signs:
BP:

Weight:

Pain:


Allergies
Drug:

Food:

Reaction:


History of present illness (narrative)

Past medical/surgical history:

History of treatment for TB or LTBI:

Medication
Dose
Route
Frequency

TB SYMPTOMS/DATE OF ONSET

___Cough:  Productive___   Non-productive___ 

      Sputum:

Hemoptysis:


___ Weight loss:

   ___ Decreased appetite:


___ Fever:

   ___ Night sweat:


___ Chills:

   ___ Fatigue:


___ Chest Pain:
___
   ___ Difficulty breathing:


___ Other:


COGNITIVE – SENSORY – COMMUNICATION

Mental Status: Alert  ___Oriented  ___                      Vision:  ___Normal  ___ Impaired: Left___  Right___

___Eyeglasses



___Contact lenses


Hearing: ___ Normal  ___Impaired:  Left___ Right___


               ___ Hearing aid:  Left ____  Right _____
               Speech: Normal ___  Impaired ___

ROLE/RELATIONSHIP PATTERN

Primary Support Person:


Phone Number:


Relationship:


If none, refer to social worker

LIVING ARRANGEMENTS

___Private House
___Apartment 
___Lives alone

___Elevator
___Flights of Stairs
___Homeless (refer to social worker)

___Lives with
 



ACTIVITY – EXERCISE

___Ambulatory
___Gait:  Steady____  Unsteady____
NUTRITION

___Nausea
Dentures:
Difficulty swallowing:

___Vomiting
___Upper  ___Lower  ___None
 ___No    ___Fluids    ___Solids   

___Change in appetite

RESPIRATORY

Respirations    Normal ____   Abnormal ____
NURSING PROBLEMS

___Altered respiratory status
___Altered nutrition
___Ineffective coping

___Altered health maintenance
___Altered communication
___Potential for non-adherence

___Anxiety
___Cognitive impairment
___Sleep pattern disturbance

___Knowledge deficit   ____disease process   ____medication

___Other


RISK FACTORS

Cigarettes:  ___No  ___Yes
Packs per day


Duration of use


Alcohol:  ___No  ___Yes
Last used


Duration of use/Quantity


Substance Abuse: ___No  ___Yes
Type


Frequency

Amount


Last used

Duration of use


Treatment program


HIV status: ___Positive  ___Negative  ___Unknown

PATIENT EDUCATION

___Disease process
___Community services
___DOT

___Diagnostic procedures 
___Medications
___Literature given

___Initial understanding of treatment plan

Nurse’s Signature:

Date:


