NURSING MONTHLY SUMMARY

CONSUMER NAME:   

REVIEW MONTH:      
1. Are there any changes in diagnosis?
Yes FORMCHECKBOX 
 
No FORMCHECKBOX 

If yes, document: 
            
2. Medication/Treatment/Diet changes?
Yes FORMCHECKBOX 

No FORMCHECKBOX 

If yes, document: 
            
3. Illnesses/Injuries/Seizures?
Yes FORMCHECKBOX 

No FORMCHECKBOX 

If yes, document: 
            
4. Any adverse reactions to medications?
 Yes FORMCHECKBOX 

No FORMCHECKBOX 

If yes, document: 

            
5. Current Weight:         
Ideal Body Weight/Range:       
6. Nutritional Concerns:       
7. Abnormal Labs (note follow up):       
8. Medical Appointments/Hospitalizations/Dates:       
9. High Risk for Pneumonia:
Yes FORMCHECKBOX 

No FORMCHECKBOX 

If yes, complete assessment:      
Respiratory Symptoms observed? 
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Does this person complain of chest

pain, back pain, or discomfort when

breathing? 
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Lung Sounds abnormal? 
Yes FORMCHECKBOX 

No FORMCHECKBOX 

VS abnormal (B/P, P, R, Temp) 
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Explain any ‘YES’ responses to Pneumonia Prevention Assessment:       
***The Nurse will follow up with the physician for any newly identified symptoms or unresolved/ worsening symptoms when treatment has already been initiated.

Follow up completed:       
Nurse Signature/Title/Date Completed












