	NURSING ASSESSMENT

 QUARTERLY / ANNUAL

	Name:


	DOB:
	Age:

	Home:
	Allergies:



	Diagnoses:



	Evaluations
	Jan

Feb

Mar
	Apr

May

June
	July

Aug

Sept
	Oct

Nov

Dec
	Immunizations
	Date
	Date

	Physical 

   Dr. ____________
	
	
	
	
	Flu Vaccine
	
	

	Dental 

  Dr. ____________
	
	
	
	
	Hep B Series or Titer
	
	
	

	Hearing

  Dr. ____________
	
	
	
	
	Mantoux (TB) or CXR
	
	

	Vision

  Dr. ____________
	
	
	
	
	Pneumovax
	
	

	Gynecology

  Dr. ____________
	
	
	
	
	Tetanus
	
	

	Neurology

  Dr. ____________
	
	
	
	
	HOSPITALIZATIONS / ER VISITS

	
	
	
	
	
	___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Nutritional

   ______________
	
	
	
	
	

	Podiatry

  Dr. ____________
	
	
	
	
	

	Psychology

  Dr. ____________
	
	
	
	
	

	Psychiatry

  Dr. ____________
	
	
	
	
	THERAPIES

	
	
	
	
	
	Occupational
	
	
	
	

	
	
	
	
	
	Physical
	
	
	
	

	
	
	
	
	
	Speech
	
	
	
	

	APPOINTMENTS / EXAMS
	LABS / X-RAYS / TESTS

	_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Quarterly Review by Registered Nurse:

1st quarter signature: ________________________________

2nd quarter signature: ________________________________

3rd quarter signature: ________________________________

4th quarter signature: ________________________________
PAL/gs
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	NURSING ASSESSMENT---QUARTERLY / ANNUAL

	PHYSICAL ASSESSMENT

JAN-FEB-MAR
	PHYSICAL ASSESSMENT

APR-MAY-JUNE
	PHYSICAL ASSESSMENT

JULY-AUG-SEPT
	PHYSICAL ASSESSMENT

OCT-NOV-DEC

	1. SKIN:  Warm    Dry    Pink

        Cool     Moist    Pale    Mottled

    OPEN AREAS:  Yes    No

    RASH:     Yes    No

2.  SCALP:      Clean   Scaly           

                              Dandruff

3.  EARS:  Clear    Discharge

         Cerumen blocking canal

    HEARING: Functional   Impaired

           Deaf   Hearing Aid    Rt     Lt

4.  EYES:  Clear  Irritated Drainage 

     VISION:  Functional    Impaired

           Blind      Glasses    Contacts

5.  SINUS PROBLEMS:  Yes    No

6.  TEETH:   Intact      Edentulous 

           Loose      Broken

7. LUNG SOUNDS: Clear all lobes

         Diminished     Wheezes

         Crackles      Wet 

   COUGH:    Productive        

   Not present            Unproductive

8.  HEART:  Regular    Irregular

     EDEMA:  None    Feet/Ankles

           Hands     Face     Sacrum

     CAP REFILL:  Fingers   +      -
                            Toes        +      -

9.  ABDOMEN:   Soft      Firm

     BOWEL SOUNDS:  Yes    No

     BOWEL PATTERN:     WNL

         Diarrhea      Constipated 

10. GENITALS:    Clear     Rash

     Odor    Discharge  Hemorrhoids

           Continent       Incontinent

                  Bowel       Bladder

     TESTICULAR EXAM:      NA

         Normal     Mass     Discharge

11. BREAST EXAM:   NA   Normal  

            Mass       Discharge

12. MOBILITY:      Independent

      GAIT:   Steady       Unsteady 

           Wheelchair       Walker

              Cane      Rt        Lt

13.  B/P _________  T  _________

         P  _________   R _________

     IBW _________  WT ________


	1. SKIN:  Warm    Dry    Pink

        Cool     Moist    Pale    Mottled

    OPEN AREAS:  Yes    No

    RASH:     Yes    No

2.  SCALP:  Clean   Scaly

                        Dandruff

3.  EARS:  Clear    Discharge

         Cerumen blocking canal

     HEARING: Functional   Impaired

           Deaf   Hearing Aid    Rt     Lt

4.  EYES:  Clear  Irritated  Drainage 

     VISION:  Functional    Impaired

           Blind      Glasses    Contacts

5.  SINUS PROBLEMS:  Yes    No

6.  TEETH:   Intact      Edentulous 

           Loose      Broken

7.  LUNG SOUNDS:  Clear all lobes

         Diminished     Wheezes

         Crackles      Wet 

   COUGH:   Productive    

  Not present                Unproductive

8.  HEART:  Regular    Irregular

     EDEMA:  None    Feet/Ankles

           Hands     Face     Sacrum

     CAP REFILL:  Fingers   +      -
                            Toes        +      -

9.  ABDOMEN:   Soft      Firm

     BOWEL SOUNDS:  Yes    No
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10. GENITALS:    Clear     Rash

      Odor    Discharge   Hemorrhoids

           Continent       Incontinent

                  Bowel       Bladder

     TESTICULAR EXAM:      NA

          Normal     Mass     Discharge

11. BREAST EXAM:   NA    Normal  

             Mass       Discharge

12. MOBILITY:      Independent

      GAIT:   Steady       Unsteady 

           Wheelchair       Walker

              Cane      Rt        Lt

13.  B/P _________  T  _________

         P  _________   R _________

     IBW _________  WT ________
	1. SKIN:  Warm    Dry    Pink
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	DATE/INITIALS: ___________
	DATE/INITIALS: ___________
	DATE/INITIALS: ___________
	DATE/INITIALS: ___________

	PAL/gs
	CONSUMER NAME: ________________________
	PAGE 1, SIDE 2  (3 PAGE FORM)

	NURSING ASSESSMENT---QUARTERLY / ANNUAL

	HEALTH CONCERNS




*Each quarter, the nurse should address the following:  1) Medication changes, responses to new meds; 2) Seizure activity; 3) Recent observations or developments in consumer health; 4) Pneumonia Risk identified. If high risk, mini-assessment documented. 5) If any hospitalizations, address reason and changes to current treatment or care; 6) Address any abnormal findings in Physical Assessment.

1st Quarter Summary: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2nd  Quarter Summary: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3rd  Quarter Summary: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4th Quarter Summary: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	PAL/gs                              CONSUMER NAME: _______________________________PAGE 2, SIDE 1 (3 PAGE FORM)

	NURSING ASSESSMENT---QUARTERLY / ANNUAL

	ABNORMAL INVOLUNTARY MOVEMENT SCALE  (AIMS)

	*Complete assessment of individual, then document ratings using scoring code below. Circle only one rating for each item. Define any follow up completed due to assessment findings in the narrative section below.

Scoring Codes:           0 = None            1 = Minimal             2 = Mild             3 = Moderate              4 = Severe

	
	  Jan-Feb-Mar
	  Apr-May-June
	  July-Aug-Sept
	  Oct-Nov-Dec

	Muscles of facial expression; movements

of forehead, eyebrows, periorbital area, 

cheeks, including frowning, blinking, smiling,          

grimacing

	    0  1  2  3  4


	      0  1  2  3  4
	      0  1  2  3  4 
	    0  1  2  3  4

	Lips & perioral area;  puckering, smacking, pouting


	    0  1  2  3  4
	      0  1  2  3  4


	      0  1  2  3  4
	   0  1  2  3  4

	Jaw;  biting, clenching, chewing, mouth opening


	    0  1  2  3  4
	    0  1  2  3  4
	     0  1  2  3  4
	    0  1  2  3  4

	Tongue;  rate only increase in movement in & out 

of mouth, NOT inability to sustain movement
	    0  1  2  3  4
	    0  1  2  3  4
	     0  1  2  3  4
	    0  1  2  3  4

	Upper; arms, wrists, hands, fingers. Include choreic

movement (slow, regular, complex). DO NOT 

include tremor (repetitive, regular, rhythmic).


	    0  1  2  3  4
	    0  1  2  3  4
	      0  1  2  3  4
	    0  1  2  3  4

	Lower;  legs, knees, ankles, toes, lateral knee

movement, foot tapping, heel dropping, foot 

squirming, inversion & eversion of foot.
	    0  1  2  3  4
	     0  1  2  3  4
	    0  1  2  3  4
	   0  1  2  3  4

	Neck, shoulders, hips;  rocking, twisting, squirming,

pelvic gyrations


	    0  1  2  3  4


	     0  1  2  3  4
	    0  1  2  3  4
	   0  1  2  3  4

	Severity of abnormal movements
	   0  1  2  3  4
	     0  1  2  3  4
	    0  1  2  3  4
	   0  1  2  3  4

	Incapacity due to abnormal movements
	   0  1  2  3  4 
	     0  1  2  3  4
	    0  1  2  3  4
	    0  1  2  3  4

	Consumer’s awareness of abnormal movements.

Rate only consumer’s report:  0=no awareness;

1=aware but no distress; 2=aware, mild distress;

3=aware, moderate distress; 4=aware, severe distress


	    0  1  2  3  4
	    0  1  2  3  4


	    0  1  2  3  4
	    0  1  2  3  4



	Current problems with teeth and/or dentures

              0=NO                 1=YES


	    0  1  2  3  4


	    0  1  2  3  4
	    0  1  2  3  4
	    0  1  2  3  4

	Does consumer usually wear dentures:

             0=NO                  1=YES


	    0  1  2  3  4
	    0  1  2  3  4
	    0  1  2  3  4
	    0  1  2  3  4

	Date assessment completed & Nurse Initials;
	    0  1  2  3  4
	    0  1  2  3  4
	    0  1  2  3  4
	    0  1  2  3  4

	Describe an follow up, date, and signature: ________________________________________________________________________________________________________

________________________________________________________________________________________________________

	PAL/gs                   CONSUMER NAME: _____________________________         PAGE 2, SIDE 2  (3 PAGE FORM)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	

	

	

	

	

	

	

	

	

	NURSING ASSESSMENT---QUARTERLY / ANNUAL

	TB SYMPTOM REVIEW


*Complete assessment quarterly for any consumer identified as a positive reactor to the TB Mantoux test. Make a check mark in the appropriate column to document if the correlating symptom is / is not present at the time of evaluation. This assessment should not be completed within 3 weeks of seasonal illnesses. Any symptoms that are present require additional comments and evaluation as to etiology.
Positive Reactor to TB test:     YES         NO                       If YES, complete assessment.

	SYMPTOMS
	YES
	NO
	YES
	NO
	YES
	NO
	YES
	NO

	Persistent cough
	
	
	
	
	
	
	
	

	Coughing up blood
	
	
	
	
	
	
	
	

	Bloody sputum
	
	
	
	
	
	
	
	

	Chest pain
	
	
	
	
	
	
	
	

	Fever
	
	
	
	
	
	
	
	

	Chills
	
	
	
	
	
	
	
	

	Night Sweats
	
	
	
	
	
	
	
	

	Anorexia
	
	
	
	
	
	
	
	

	Weight loss
	
	
	
	
	
	
	
	

	Fatigue
	
	
	
	
	
	
	
	

	Back pain
	
	
	
	
	
	
	
	

	Blood in urine
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	

	Date completed & nurse initials
	
	
	
	
	
	
	
	


	PAL/gs                       CONSUMER NAME: ___________________________   PAGE 3, SIDE 1  (3 PAGE FORM)


Comments and / or follow up completed: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

NURSING ASSESSMENT---QUARTERLY / ANNUAL

	HEALTH CARE PLAN 

GOAL STATUS




*Each quarter, address progress toward all HCP goals. Goals completed, revisions, additions should be identified.

1st Quarter Summary: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________NURSE SIGNATURE/DATE: ____________________________________

2nd Quarter Summary: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________NURSE SIGNATURE/DATE: ___________________________

3rd  Quarter Summary: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________NURSE SIGNATURE/DATE: ___________________________

4th Quarter Summary: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________NURSE SIGNATURE/DATE: ___________________________

PAL/gs               CONSUMER NAME: ______________________________________PAGE 3, SIDE 2 (3 PAGE FORM) 
