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: _________________________________________

_____________________________________________



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

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Weekly Care Plan

Date: ____________________

Submitted By: _____________________

Pass: _______                Fail: _________

Steps for remediation:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

