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NUR 220:  TOTAL HEALTH DATABASE:  This is the SUBJECTIVE part of a patient assessment.  This is the form to record what the chart, patient or family member TELLS you about symptoms, history, or any of the information on the form.

	BIOGRAPHICAL DATA



	Student Name:

	Client’s initials:

	Date(s) of care:
	Age:
	Religion:

· Protestant
· Baptist
· Catholic
· Muslim
· Hindu
· Buddhist
· Mormon
	Education:

· High School

· College

· Other



	Informant(s):

· Patient

· Significant others (please specify _______)

· Chart

· Nursing staff

*Note:  Indicate source of data next to information whenever the source is not the pt.
	
	

	
	
	Marital status:

	Race:
	Sex:
	Occupation:
	
	


	I. Reason for Visit

((Chief Complaint (s))

	Chart


	

	
	Patient


	


	II. Present Health Status/Present Illness Status (History of Present Illness and seven dimensions of the symptom)


	Chart


	

	
	Patient


	


	III. Past Health Data

· Childhood Illnesses

· Serious 

· Accidents or Injuries

· Hospitalizations

· Operations

· Other Major Illnesses

Include:  Date, Treating Hospital, Treating Doctor, and Sequela


	Chart


	

	
	Patient
	

	   IV. Current Health 

   Information


	Allergies:


	Immunizations:



	
	Medications (taken at home):



	
	Habits:

□  Caffeine

□  Tobacco

□  Alcohol

□  Recreational Drug Use

Describe:  Amount, frequency, and length of use



	
	Exercise patterns:

	
	Sleep patterns (include hrs/pm and “is it adequate?”)

	V. Family Health History:  relevant information regarding client’s blood relatives, spouse, and children (to include client’s maternal and paternal grandparents, parents, aunts, and uncles) related to Alzheimer’s disease, cancer, diabetes, heart disease, hypertension, epilepsy, mental illness, alcoholism, endocrine diseases, sickle cell anemia, kidney disease, genetic defects and other chronic or communicable diseases.  CIRCLE POSITIVE FINDINGS.  COMPLETE A FAMILY TREE CHART UTILIZING TRADITIONAL GENOGRAM NOTATIONS.  YOU MAY NEED TO USE THE BACK OF THE FORM.



	

	Analysis of symptom

	1. Location                       

2. Character                    sharp, dull, burning

3. Quantity or Severity     Rate on a scale of 1-10.

4. Timing/Onset:              When does it occur?  How often does it occur?

5. Setting:                         Where does it happen?

6. Factor:                          Aggravating or relieving factors.

7. Associated Factors:     “It happens when I…”

8. Perception:                  “What does the client think causes it?

                                            “What does the client think it is related to?

To be used to describe all symptoms identified by the client when completing the Total Health Database.


Indicate positive finding with a “ √  “.  Provide symptom analysis of all positive findings.

	VII.  Review of Physiological Systems:  (ANALYZE POSITIVE FINDINGS

       UTILIZING CRITICAL CHARACTERISTICS OF A SYMPTOM)

	Physiological System
	Symptom Analysis

	● Integumentary:

Skin
	

	· Lesions                □ Odors          

· Growths               □ Pigment changes

· Dryness               □ Pruritus

· Sweating             □ Texture or temperature

                                            Changes

Describe: Sunscreen use, bathing habits, and skin care products.


	

	Hair
	

	· Changes in amount    □ Character

· Texture                       □ Use of dyes

  Describe :  Hair care and hair products


	

	Nails
	

	· Changes in appearance    

· Texture

· Artificial Nails

Describe:  Use of polish and artificial nails
	

	●  Head & Face:
· Headache

· Trauma

· Vertigo

· Dizziness
	

	●  Eyes
· Discharge          □  Use of corrective lenses

· Visual problems      (Specify _______)

· Pain                   □  Excessive tearing

· Edema               □  Itching

Describe:  Eye exams
	

	●  Ears:
· Pain

· Hearing loss

· Tinnitus

· Discharge

· Infection
	

	●  Nose:
· Nasopharynx and   □ Allergies

sinuses                   □ Pain

· Discharge               □ Olfactory ability

· Epistaxis                 □ Sneezing
	

	● Oral Cavity:

· Lesions      □ Prosthetic devices

· Pain           □ Problems chewing or

· Bleeding       swallowing

· Hoarseness

Describe: Hygiene practices, and dental care:
	

	● Neck and Nodes
· Nodes            □ Tenderness

· Masses          □ Limitation of movement
	

	● Breast:
· Pain/tenderness  □ Discharge

· Swelling              □ Lumps/dimples 

Describe:  Self exam patterns and frequency
	

	● Chest & Respiratory:

· Asthma                             □ Night Sweats        

· Sputum Production           □ Pigment 

· Hemoptysis                       □ Wheezing or difficulty

· Cough                               □ Paroxysmal nocturnal

· Shortness of breath             dyspnea                
	

	•  Cardiovascular:        •  Peripheral Vascular:  

· Palpitations                 □  Coldness

· Murmur                       □  Discoloration
· Hypertension              □  Edema
· Heart disease             □  Varicose Veins
· Chest pain                  □  Intermittent Claudification
	

	●  Gastrointestinal:

· Dysphagia                  □  Vomiting

· Constipation               □  Ulcer

· Diarrhea                     □  Hematemesis

· Food intolerance        □  Jaundice

· Pain                            □  Ascites

· Indigestion                 □  Hemorrhoids

· Nausea

Describe: Bowel habits, characteristics of stool, use of laxatives or antacids
	

	●  Genitourinary

· Dysuria                      □  Stones

· Frequency                 □  Pain

· Urgency                     □  Polyuria

· Hesitancy                   □  Oliguria

· Incontinence              □  Pyuria

· Nocturia                     □  Lesions

· Force of stream         □  Discharge

· Bleeding                    □  Sterility

Describe sexual activity; Describe birth control and disease prevention methods currently used:
Males:                                    Females

· Prostrate                  Describe menstrual history:
Problems                      □  Amenorrhea

                                     □  Menorrhagia

                                     □  Dysmenorrhea


	

	●  Musculoskeletal (Extremities & Back):
· Weakness                     □  Cramping

· Pain                               □  Crepitus

· Swelling                         □  Twitching

· Redness or stiffness      □  Gait

· Deformity                       □  Limitation of movement

                                                   □  Prostheses or braces
	

	●  Central Nervous System:
· Fainting                                   □  Paralysis

· Seizures                                  □  Tic

· Memory                                   □  Tremors

· Orientation                               □  Spasm

· Phobias                                   □  Paresthesia

· Hallucinations                          □  Tingling

· Coordination of movement           sensation
	

	● Hematologic:

· Exposure to radiation       □ Excessive bleeding

· Transfusions                     □  Anemia

· Lymph node swelling        □  Bruising
	

	● Endocrine:
· Intolerance of heat or cold
· Goiter

· Polydipsia

· Polyphagia

· Polyuria

· Anorexia

· Weight or height change

· Change in hair distribution

· Change in pigmentation or texture of hair

· Change in pigmentation or texture of skin           
	


	VIII.  Review of Sociological System

	● Family relationships:



	● Occupational history:



	● Economic Status:
· Adequate for food, clothes, shelter

· Inadequate for food, clothes, shelter

· Satisfied with his environment

Description of environment/ safety concerns:



	· Daily Profile:




	IX.  Review of Psychological System

	● Cultural beliefs that affect delivery of health care:



	·  Mental Status: 

□  Stress

□  Anxiety

□  Depression

□  Substance Abuse

□  Learning Problems




	X.  Developmental Data

	Erikson’s Developmental Stage:



	Current Life Task(s) according to Erikson:




	XI.  Nutritional Data

	Meal


	Intake


	Analysis (according to food pyramid



	Breakfast


	
	

	Lunch


	
	

	Supper


	
	

	Snacks


	
	

	
	24 hour total


	


Describe  what you should instruct the patient to change about their diet. ( What should they increase or decrease or keep the same.)
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Nursing Care of the Adult Client I

Physical Examination – Include description of all normal & abnormal  findings found when the student actually EXAMINES the patient  (OBJECTIVE DATA) and record the PHYSICAL FINDINGS below.  Do not put anything on this form that the patient TELLS you.  What the patient TELLS you is subjective data and goes on the Total Health Data Base.

Client’s initials:  

   Date:  

  Student’s Name:  




Vital Signs:  T  
  P  
__
R  
_ 
BP (R) arm  

    Pain ____







BP (L)  arm  

     Pulse Ox ___
General Survey:

IV Access:

Integument:

Head:

Eyes:

Ears:

Nose and sinuses:

Mouth and pharynx:

Neck and Lymphatics:

Breast and axilla:

Thorax and Lungs:

Heart and Peripheral Vascular System:

	Pulses:
	Right
	Left

	Grade the radial, dorsalis pedis, and the posterior tibial weekly.  Grade the others as the pt’s condition indicates.

	carotid
	
	

	brachial
	
	

	radial
	
	

	femoral
	
	

	popliteal
	
	

	dorsalis pedis
	
	

	posterior tibial
	
	

	0
	+1
	+2
	+3
	+4
	D

	Absent
	Markedly Impaired
	Moderately Impaired
	Normal
	Bounding
	Doppler


Abdomen:

Genitalia:

Genitourinary:
	Intake and Output

	              7-3 Totals (Day 1)
	7-3 Totals (Day 2)
	24 hour Totals (for one 24 hr period during the days of care)

	Intake
	
	
	

	Output
	
	
	


Musculoskeletal:

Neurological:


Mental status and speech:

	Cranial Nerve:
	Evaluation Comments:



	I
	

	II
	

	III, IV, VI
	

	V
	

	VII
	

	VIII
	

	IX, X
	

	XI
	

	

XII
	


Motor :

Sensory :

	Reflexes :
	R
	L

	Biceps
	
	

	Triceps
	
	

	Brachioradialis
	
	

	Patellar
	
	

	Ankle
	
	

	Plantar
	
	

	0
	1
	2
	3
	4

	Absent
	Diminished
	Average
	Brisker than normal
	Very Brisk

	Assessed only when indicated for the assigned pt.


Psychological Considerations (almost ALL people in the hospital have something that should be considered in this area.  For example, anxiety, depression, apprehension, grief)

	Nutritional Data

	                        Day 1
	Day 2

	Type of diet
	
	

	% ingested
	Breakfast
	Lunch
	Breakfast
	Lunch
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NUR 220 Adult Health Nursing I

Health Alteration Summary

Student's Name 



 Client Initials

   Date




Medical Diagnosis(es) 










Diet 



 Activity Level 

 IVF(type and rate) 



Pathophysiology: Discuss the pathophysiology, signs and symptoms, psychosocial alterations, and family implications of the problem(s) as stated in your resource materials. (Use the back of this sheet to include a VERY thorough discussion of patho).  To be submitted Wednesday AM before beginning Pt care.
Clinical Picture: Contrast your assigned patient's clinical condition to the information found in your. resource materials. Discuss psychosocial/family implications, signs and symptoms, diagnostic studies and any other pertinent information for this patient? (Use back of page if necessary).  To be completed prior to submitting paperwork on Thursday afternoon.
Current Medications

	Routine 
	prn
	One time
	Taken at home
	Scheduled Medications 

(Include drug, dose, frequency and route.  Place PRN meds at the bottom of the list)
	Administration time
	Indications for Use in this patient and actions of this medication/ Effects

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Significant Lab Data (NUR 220)

	Test


	Date/Results

Indicate whether the finding is normal, above normal or below normal
	Normal Value

Range


	Interpretation : begin with describing what the lab test is measuring.  Interpret the results of the lab test to this specific patient’s disease and condition
	Nsg Interventions

List what the nurse must monitor or actions that may be taken by the nurse to bring the lab value back into the normal range

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Revised :  ffj6/98LABDATA   12/06 ffj

List of Prioritized Nursing Diagnoses

This list of nursing diagnoses should be based on the data that you have collected during your preparation and care of the patient.  Anything included in your “AEB” clause should be included in your subjective and objective data collection forms.  Since you collect the objective data on the day OF clinical, you may have to add to this list or put a line through those diagnoses that don’t pertain after you have spent time with the patient.  
Must include all three parts of the diagnosis:  problem (comes from NANDA list), etiology (“related to” clause), “and evidence (“AEB” clause”)

Georgia Baptist College of Nursing of Mercer University
NUR 220 Nursing Care of the Adult Client I :  NURSING CARE PLAN

Student  




Client Initials  


Medical Diagnosis  





	Assess
	Plan
	Implement
	Evaluate

	Nursing Diagnosis
	Client Goals with Outcome Criteria
	Nursing Interventions
	Rationale
	
	

	     Subjective Data

     Objective Data


	
	
	
	
	


