Weekly Care Plan 
	ADMISSION INFORMATION 
	  Student  Name:______________________________

	Date of Care


	Client  Initials:
	Age:
	Growth and Development: (Erickson)
	Sex:
	Admission Date:

	Reason for Hospitalization: (HPI)


	Medical Diagnoses: 

a. Present diagnoses:

b. PMH including pertinent past surgeries.



	Surgical Procedures this admission only with date


	

	
	Code Status: 

	LABORATORY DATA:  Abnormal values only for this admission
	

	Test
	Reference Values
	Current Value(s) / Trend
	Brief statement of why abnormal
	Medication Dosage Route Frequency
	Administration

Time(s)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	DIAGNOSTIC TESTS with results

	Chest x-ray:


	EKG:  
	Other abnormal results:

	Other:


	Other:
	Other:

	Other:


	Other:
	Other:


	Allergies / Pain 
	Where is the pain?



	Allergies:


	When was the last pain medication given:

	Reaction

	How much pain is the client in on a scale of 0-10?



	Current Orders
	Nursing Diagnosis / Intervention 

	____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________

_________________________________________________________
	Nursing Dx: ___________________________________
_____________________________________________

Short Term Goal________________________________

_____________________________________________

Intervention________________________________________________________________________________Intervention________________________________________________________________________________
PC: _________________________________________
_____________________________________________

Nursing Dx: ___________________________________

_____________________________________________

Short Term Goal________________________________

_____________________________________________

Intervention________________________________________________________________________________Intervention________________________________________________________________________________

PC: _________________________________________

_____________________________________________

Nursing Dx: ___________________________________

_____________________________________________

Short Term Goal________________________________

_____________________________________________

Intervention________________________________________________________________________________Intervention________________________________________________________________________________

PC: _________________________________________

_____________________________________________


	DIET / FLUIDS
	

	Type of diet:


	Restrictions:
	Gag reflex intact:

      Yes / No
	Appetite:       Breakfast         Lunch           Supper

                   _______%        _______%    _______%

	Shift I&O
	Circle those Problems that apply:

· Problems: swallowing, chewing, dentures

· Needs assistance with feeding

· Nausea or vomiting

· Over hydrated or dehydrated

· Belching

· Other:  

	Intake 

PO _______________

IV _______________

Blood ____________

IVPB __________

Total _____________


	Output

Urine ______________

Emesis _____________

Drainage ___________

Other ______________

Total _____________


	

	Tube feeding:

Type and rate:


	

	INTRAVENOUS FLUIDS
	

	Type solution, rate, site:


	IV dressing dry, no edema, redness of site:     

                 Yes              No
	Date of Insertion:



	ELIMINATION
	

	Last Bowel Movement:


	Urine: color / clarity / sediment
	Foley / condom catheter:

        Yes     No

	         Circle those problems that apply:

	· Bowel:
	Constipation
	Diarrhea
	Flatus
	Incontinence
	Belching



	· Urinary:
	Hesitancy
	Frequency
	Burning 
	Incontinence
	Odor



	Other: 


	Drainage tube(s):  Location, characteristic of drainage

	ACTIVITY 
	

	Ability to walk (gait)
	Activity Order


	Use of Assistive Devices:  Cane, Walker, Crutches, prosthesis


	Fall Risk assessment rating:

	No. of Side Rails required:


	Restraints:

   Yes       No

Type: 


	Weakness:

    Yes                  No
	Trouble Sleeping:

     Yes                No

	PHYSICAL ASSESSMENT DATA
	

	08:00

BP:

12:00 

BP:

1600

Bp:


	08:00

TPR

12:00

TPR

1600

TPR


	Height _________________ Weight _________________




	Review of SYSTEMS (Check nurses notes and shift assessment for the latest information you can get)


	Neurological / mental status
	

	LOC:  Alert and oriented to person, place, time 


	Speech clear, appropriate / inappropriate



	Motor:  ROM x 4 extremities


	Sensation: 4 extremities
	Pupils:  PERRLA
	Sensory deficits for vision / hearing / taste/ smell

	Musculoskeletal system:
	

	Bones, joints, muscles, (fractures, contractures, arthritis, spinal curvature, etc)


	Extremity circulation check: Temperature, sensation, edema, mobility (CMS)

	Ted Hose / Compression devices:  Type:


	Casts, splints, collar, brace:



	Cardiovascular System
	

	Pulses (Quality) (to touch or with Doppler)

Radial _________        Pedal_______


Other _________
	Capillary Refill (<3 sec)

 Yes            No
	   Homan Sign

(+ )            ( - )  
	Edema, pitting vs. non pitting



	Neck Vein (Distention)


	Sounds (S1 S2 regular, irregular)


	Any chest pain:

	Respiratory System
	

	Depth, rate, rhythm


	Use of Accessory Muscle
	Cyanosis
	Sputum: color, amount
	Cough:  productive, non productive
	Breath Sounds: clear, rales, wheezes

	Use of Oxygen: nasal cannula, mask, trach collar


	Flow rate of Oxygen:
	Oxygen humidification

        Yes              No
	Pulse Oximeter:

_____% O2  Sat


	 Smoking

    Yes        No


	Gastrointestinal System
	

	Abdominal pain, tenderness, guarding, distention, soft, firm


	Bowel Sounds x 4 quadrants
	NG tube:  describe drainage:



	Ostomy:  describe stoma site and stools


	Other

	Skin and Wounds 
	

	Color; turgor


	Rash, bruises
	Describe wounds: size and Location


	Edges approximated:

     Yes      No
	Types of wound drains:

	Characteristics of drainage


	Dressing: (clean, dry, intact):
	Sutures, staples, steri-strips, other


	Risk for decubitus ulcer assessment (Braden Scale)
	Other:

	Eyes, ears, nose, throat 
	

	Eyes: redness, drainage, edema, ptosis


	Ears: drainage
	Nose: redness, drainage, edema
	Throat: sore, red

	Psychosocial and Cultural Assessment 
	

	Religious Preference


	Marital Status
	Health-care benefits and insurance


	Occupation:
	Cultural:
	Emotional State

	High Risk Behaviors (ETOH, Smoker, drug use, etc)


	Other:




TACTIS FACESHEET:  MEDICATION LIST 

Complete a medication list for ALL drugs, routine and PRN, which includes drug, dose and frequency.  

□Review medication reconciliation form 

Routine Medications

PO

IV

Other

PRN Medications

PO

IV

Other


BAKERSFIELD COLLEGE

VOCATIONAL NURSING PROGRAM

MEDICATION SHEET

Room#_________









Allergies__________________________

Client Initials________








              Reaction__________________________

Vital Signs___________________________________________________

Medical/Surgical Diagnosis ____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

	Generic & Trade

Name

Dose and route
	Classification
	Action / 

Therapeutic

Effects
	Purpose/ Indications

Min/Max Dosage
	Adverse Reactions
	Interactions

Contraindications


	Nursing Considerations
	Patient Teaching

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


PATHOPHYSIOLOGY CONCEPT MAP





Nursing Diagnosis # 1______________________________________________________










Short-term goal:__________________________________________________________











Long-term goal:__________________________________________________________











Interventions:
1.__________________________________________________________












2.__________________________________________________________












3.__________________________________________________________










Nursing Diagnosis # 2________________________________________________________











Short-term goal:__________________________________________________________











Long-term goal:__________________________________________________________











Interventions:
1.__________________________________________________________












2.__________________________________________________________












3.__________________________________________________________










Nursing Diagnosis # 3____________________________________________________











Short-term goal:__________________________________________________________











Long-term goal:__________________________________________________________











Interventions:
1.__________________________________________________________












2.__________________________________________________________












3.__________________________________________________________










Nursing Diagnosis # 4____________________________________________________











Short-term goal:__________________________________________________________











Long-term goal:__________________________________________________________











Interventions:
1.__________________________________________________________












2.__________________________________________________________












3.__________________________________________________________










Weekly Care Plan

Date: ____________________

Submitted By: _____________________

Pass: _______                Fail: _________

Steps for remediation:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Potential complications





Risk factors





Signs and symptoms





Disease Process _______________________________________


Pathophysiology (Definition / etiology chronicity and prognosis)





Nursing interventions    





Medical interventions, labs and diagnostic studies      








