Quarterly/Annual Nursing Report

Name _____________________________________   Date _____________________________________

Diagnoses:_________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________



Medications/Treatments




      Reason

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

______________________________________
____________________________________________

Special procedures for medication administration: _____________________________________________

_____________________________________________________________________________________

Medication self-administration goal/progress:  ________________________________________________

_____________________________________________________________________________________

Allergies (medications): __________________________________________________________________

Allergies (foods, environmental): ___________________________________________________________

Seizure history/pattern: __________________________________________________________________

_____________________________________________________________________________________

Appliances/Prostheses/Assistive Devices: ___________________________________________________

_____________________________________________________________________________________

ADL’s (independent, assistance, total assist):_________________________________________________

_____________________________________________________________________________________

Blood pressure range ______________ Pulse _________ Resp _________ Temp ___________________

Current Weight/quarterly range _____________________ Ideal Body Weight _______________________

Diet order/restrictions/special needs: _______________________________________________________

_____________________________________________________________________________________

Eating skills/nutritional assessment:_________________________________________________________

_____________________________________________________________________________________

Dietary recommendations: ________________________________________________________________

_____________________________________________________________________________________

Immunizations: _________________________________________________________________________

Barriers to treatment: ____________________________________________________________________

_____________________________________________________________________________________

Pertinent labs: _________________________________________________________________________

_____________________________________________________________________________________

Other Diagnostic Tests/Procedures: ________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Quarterly/Annual Nursing Report (cont’d)

Specialty

    Name



Last Exam


Future appts.

Family

________________________
 __________________
_____________________

Psych
        
________________________
 __________________
_____________________

Neuro

________________________
 __________________
_____________________

Dentist

________________________
 __________________
_____________________

Vision  

________________________
 __________________
_____________________

Audio

________________________
 __________________
_____________________

______
________________________
 __________________
_____________________

______
________________________
 __________________
_____________________

______
________________________
 __________________
_____________________

Health Care Coordination (HCC) Current Level:
□
1 unit = 1 face to face per month








□
2 units = 2 face to faces per month








□
3 units = 4 face to faces per month








□
4 units = 8 face to faces per month


□  Current level is adequate to meet consumer’s health needs.


□   Increase in HCC is needed to meet consumer’s needs. Level needed: _____________________


□   Decrease in HCC will meet consumer’s needs. Level needed: ___________________________

Nurse Recommendations (include any changes to HCC, healthcare educational needs of consumer/family or staff supporting consumer, SAMS goals status and changes, health seeking behavior goals, addition or discontinuation of HCP’s, health and safety recommendations) : 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Nurse Signature/date: __________________________________________________________________
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