%, EXCELLENT

e ! .
¢ '\(f Home Care Givers, Inc.
i

NAME
PEDIATRIC EVALUATION R
DEMOGRAPHICS
PATIENT NAME ADDRESSICITV/STATE/ZIP TELEPHOME
DATE OF BIRTH AGE/SEXRACE NICKNANE
EMERGENCY CONTACT ADDRESSCITY/STATEZIP TELEPHONE [DAY-NIGHT}

MOTHER ADDRESSICITY/STATELZIP Q TELEPHOME (DAY-MNIGHT)
FATHER ADDRESSICITY/STATEZIP v TELEPHOMNE (DAY-NIGHT)
N
FPHYSICIAN ADDRESSICITY/STATE/ZIP v TELEFPHOMNE
O\ A
HOSPITAL

ADDRESES/CITY/STATE/ZIP \U DATES OF STAY

PARENTS EMPLOYER

ADDRESS/CITWSTATE!ZIP‘U TELEFHOME

REFERRAL SOURCE

ADDRESS/CIT\Q&W TELEFHONE

BILLING

CLINICAL DATA

SOCIAL SECURITY NO. AGENCY NO PR\M N 1CC-9 ONSET DATE
N
MEDICARE MO MEDICAID NO A3 C \RY DX |CO-9 OMNSET DATE
P
OTHER INSURANCE GROUP NAME MBER OTHER DX ICE9 ONSET DATE
‘ -
PRIMARY PAYOR MEDICARE M - RELEVAMNT SURGERY 1CC-9 DATE
O%SU ANCE
INSURED'S NAME RELATICH\LO PT & EMPLOYER | girTH RELATED® YES MO
ACCIDENT RELATED? YES MO
STUDENT YES NO G DATE PLAN ESTABLISHED ADM DATE DATE CARE BEGAN
SCHOOL \
SOCIOECONOMIC PRO
PRIMARY CAREGIVER R DEN ARRA A
Oy HOME ANOTHER'S HOME

NAME SIBLINGS [NAME/AGE)
RELATIOMSHIP PARENT FRIEMD/RELAT IVE SAFE EMVIRONMENT UNSAFE (Specify)

HIRED ATTENDANT OTHER (Specify) INTERCOM SMOKE DETECTOR

WILLING HESITANT UNWILLING IS ENVIRONMENT SUITABLE FOR TYPE, AMOUNT, LEVEL OF CARE ORDERED?

NOT PAID PAIL) YES MO

ANMAILABLE AS NEEDED

LIMITED AVAILABILITY

ADDITIONAL INFORMATION

HEALTH GOOD FAIR POOR

NUTRITION HOMEBOUND STATUS/ AMBULATION
TYPE OF DIET REG OTHER (Specify) ASSISTANCE REQUIRED MIN MoD MAX
FORMULA (TYPE/AMT. FREQ ) CONFINED TOBED: __ MO ___¥ES

REQUIRES HUMAMN ASSISTANCE TO AMBULATE NO YES

INFUSION THERAPY ____ NO YES (Describe) WHEELCHAIR/CANEAALKER USE: — No YES
FEEDING TUBE: ___ NO YES (Describe) OXYGENUSE,__ NO _ YES OTHER DEVICE
FOODALLERGY: NO YES (Specify)
NO. OF MEALS/DAY FAVORITE MEAL SALARY INCOME SOCIAL SECURITYMEDICAID
LIKES INCOME ADEQUATE INADEOUATE
DISLIKES
ADEQUATE FOOD INTAKE YES NO
ADEQUATE FLUID INTAKE YES NO

DESCRIBE NUTRITIONAL HABITS




EXCELLENT

Home Care Givers, Inc.

NAME EVALUATION-PAGE 2

e PEDIATRIC EVALUATION

CLINICAL INFORMATION /HISTORY

PERTINENT HISTORY OF PRESENT ILLNESS

PAST ILLNESS {Include Mumps, Measles, DATE OF OCCURRENCE SURGERY DATE OF OCCURRENCE
Chicken Pox, Flu, Scarlet Fever, Whooping Cough) %
ALLERGIES NO 7 JVES (Specify)
IMMUNIZAT IONS' RRENT NEEDS (Specify)
PERTINEMNT FAMILY HISTORY (DPT,TB, Rubeola, R%MO‘ HIB)
TBTEST DO Sbg
MEDICATION/DOSE/ROUTE MENT SUPPLIES Has Needs Source

EQU
{f\ *

SENSORY SYSTEM REVIEW

VIGION NORMAL _smme NABNORMAL | EWE EXAMINATION _ _ _ _ _ _ _ _ _ _ _ __ ____ — MNORMAL ABNORMAL
HEARIMNG _ - o o oo o ____ NORM\ AR EXAMINATION - — _ _ _ _ _ _ _ _ _ ______ — NORMAL ABNORMAL
SPEECH (Fordge) _ _ _ _ _ _ _ _ _ _ __ __ _ ___ NO’% MOSE EXAMINATION _ - _ _ _ _ o _________ _ NORMAL ABMORMAL
SMELL . THROAT EXAMINATION — _ _ _ _ _ - _ - _ _ ____ _ NORMAL ABNORMAL
TASTE _ _ _ o o o _____._ ORMAL _ ABNORMAL | MOUTH EXAMINATION _ _ _ _ _ _ _ _ _ _ _ _ _ _ _. MORMAL BMORMAL
EYEGLASSES __ YES ________NO HEA MDD YES MO | ADDITIONAL PERTINENT INFORMATION
ADDITIOMAL PERTINENT INFORMATION
NEUROLOGICAL/ MENTAL SYSTEM REVIEW NEUROLOGICAL/MENTAL CLINICAL FINDINGS
COMSCIOUSNESS _ _ _ _ _ _ _ _ _ _ _ _ _ _____ _ MORMAL ABNORMAL | ORIENTATION _ _ _ - _ - _ _ _ ________1 PPT MORMAL __ ABNORMAL
ALERTMNESS _ _ o _ _ _ _ _ _ ___________._ NORMAL ABMORMAL | PUPILRESPONSES _ _ _ _ _ _ _ _______ LEFT NORMAL ABNORMAL
VERBAL RESPONSES (ForAge)_ _ _ _ _ _ _ __ __. NORMAL BMNORMAL RIGHT MORMAL ABNORMAL
RESPOMNSE TO COMMAND _ _ _ _ NORMAL BMORMAL | GRIP _ _ _ _ _ L _______ LEFT MNORMAL ABNORMAL
WMEMORY (For &ge) _ _ - - o _ _ _ o o _____ NORMAL BHMORMAL RIGHT ___ MORMAL __ ABMORMAL
SLEEPPATTERNS _ _ _ o o _ o _____ NORMAL ABMORMAL | REFLEXES _ _ _ _ _ _ _ _ _ _ o _ _______ LEFT ____ MORMAL __ ABNORMAL
SEIZURES _ _ _ _ o o o o o o ______ NO YVES RIGHT MNORMAL ABNORMAL
MAPS L L L Lo L L L L L _________ NO YES CO-ORDINATION _ _ _ _ _ _ _ _ _ _ ________ __ MORMAL ABNORMAL
NAP TIMES BALANCE _ _ _ _ _ _ _ _ _ _ ____________ NORMAL ABMORMAL
BEDTIME PAINISTIMULIRESPOMSE _ _ _ _ _ - _ _ _ _ ____ NORMAL ABNORMAL
ADDITIOMAL PERTIMENT IMFORMATION OTHER NORMAL ABMORMAL
ADDITIONAL PERTINENT INFORMATION
GENITOURINARY/ELIMINATION GROWTH AND DEVELOPMENT
TOILET TRAINED — = — - _ _ oo _ i} YES PHYSICAL DEVELOPMENT _ _ _ _ _ _ _ _ _ _ _ _ _ ___ MNORMAL AENORMAL
DMPERS _ _ _ _ _ _ _ o __________ NO YES WMOTOR DEVELOPMENT _ _ _ _ _ _ _ _ _ ______ NORMAL ABNORMAL
FOLEY CATHETER _ _ _ - _ C C . _ _ _____ MO YES NEUROLOGICAL DEVELOPMEMT . _ _ _ _ _ _ _ _ _ NORMAL ABNORMAL
COLOSTOMY _ _ _ L o oo __ NO YES HEAD CIRCUMFERENCE (INFANT)
HERMIA _ _ _ L _ o _________ MO YES HEIGHT WEIGHT.
WORDS FOR ELIMINATION DESCRIBE DEVELOPMENTAL DELAYS/ABNORMALITIES
DESCRIBE TOILET HABITS




Ad'%

by

v#s EXCELLENT

NAME

Home Care Givers, Inc. NUMBER

RESPIRATORY SYSTEM REVIEW

EVALUATION- PAGE 3

PEDIATRIC EVALUATION

ENDOCRINE SYSTEM REVIEW

DYS&PMES _ — NO YES POLYURIA - - o o o m m o f el e e o - NO YES
SHORTMESS OF BREATH - — — _ _ _ _ _ __ _ ___ _ NO YES POLYPHAGIA _ - - _ _ . ___ NO YES
WHEEZING _ _ _ L L L L L ______. — NO YES POLYDIPSIA _ - _ _ - _ _ _ _ _ ___________ ] YES
COUGH _ - o oo . _ NO YES WEIGHT GAIN — _ _ _ _ _ _ ____________ NO YES
BREATHSOUNDS _ _ _ _ _ _ _ _ _ __ RIGHT UPPER NORMAL ABNORMAL |WEIGHTLOSS _ _ _ _ _ _ _ _ _ _ _ ________. NO YES
RIGHT LOWER NORMAL ABNORMAL | THYROIDPALPATION _ _ _ _ _ _ _ _ __ _ __ ___ —  MNORMAL ABNORMAL
LEFT UPPER NORMAL ABMORMAL |URINALYSIS _ _ _ _ _ ___ _______. ACETONE NO YES
LEFT LOWER MNORMAL ABNORMAL GLUCOSE MO YES
DESCRIBE EXOPTHALMOS _ _ _ _ _ _ _ _ _ _ o MO YES
OTHER (SPECIFY) h i NO YES
O2UsE MO YES TYPE LITERS/MIM. | ADDITIONAL PERTINENT INF
OTHER RESR EQOUIP [APNEA MONITOR/VENTILATOR) z )
BACK-UP GENERATOR, MONITOR, VENTILATOR W
ADDITIONAL PERTINENT INFORMATION 3~ ‘v
INTEGUMENTAR TEM REVIEW MUSCULOSKELETAL SYSTEM REVIEW
PERSPIRATION _ o _ o o oo NORMAL __ ABNORMAL STRENG% ________________ — NORMAL _ ABNORMAL
TCHIMG _ _ _ _ _ _ _ _ _ _ _ ___________. _ NO _ YES COQRDINARION _ _ _ _ _ _ _ _________ — NORMAL ___ ABNORMAL
RASH . - o o _______ __ NO _ ¥ES J SELE PAIN _ NO  %ES
PAIN o L oo __ MO YES NGO YES
COLOR o o o o o o o e e _ NORMAL ___ ABNO MO YES
TURGOR _ _ _ _ _ . — MORMAL ___ ABNORMAL] . NORMAL  ABNORMAL
TEMPERATURE = - _ o o o o oo oo NORMAL __ ABNORMAL | RO 4@- oo NORMAL  ABNORMAL
DRYNESS _ o ____ _ NORMAL NORMAL | R OWER EXT_ _ _ _ o _____. __ NORMAL ABNORMAL
HAIR _ _ o ___________ _ NORMAL BNORMAL URE _ o _______ — NORMAL  ABNORMAL
OPEN WOUNDSfULCERS NO e| YES CLETONE_ _ _ _ NORMAL — ABNORMAL
SCARS_ _ _ _ _ _ _ o __________. N0 \7\/ OTHER - NORMAL  ABNORMAL
PALPABLENODES . _ _ _ _ _ _ _ _ _ __ _ ____ ¥ ADDITIOMAL PERTINENT INFORMATION
ADDITIONAL IMFORMATION (DIAGRAM ON BACK)' P .
CARDIOVASCULAR CLINICAL FINDINGS/VITAL SIGNS|] DIGESTIVE SYSTEM REVIEW
TEMPERATURE ORAL RECTGL - AXILLARY CHEWING _ _ _ _ _ _ _ _ _ _ _ __________ NORMAL___ ABNORMAL
BLOOD PRESSURE HT LEFT SWALLOWING _ _ _ _ _ _ _ _ _ _ __________ _ NORMAL  ABNORMAL
SITTING _ _ _ _ _ _ __ __ _. / APPETITE _ _ L L L C f ol ool e e NORMAL _ ABNORMAL
STANDING _ _ _ _ _ _ __ _ N | IF NECESSARY | BOWEL MOVEMENTS _ _ _ _ _ _ _ _ _ _ _ _ _ ___ NORMAL ABMORMAL
LYING _ _ _ ________. | IFMECESSARY | MAUSEA _ _ _ _ _ _ _ _ _ _ _ _ __ _ _______. NG YES
RESPIRATION REGULAR IRREGULAR | VOMITING - _ _ o _ _ o oo oo = NO YES
AFICAL PULSE RATE SUCKING _ - L o C o f ol ool __ NORMAL BNORMAL
RADIAL PULSE RATE RIGHT LEFT TONGUE _ _ _ _ _ _ _ _ _ __ _ __________ NORMAL BNORMAL
PEDAL PULSES RIGHT LEFT TEETH - & o oo e _ NORMAL _ ABMORMAL
HEART SOUNDS _ _ _ _ _ _ _ _ _ _ _ _ _ NORMAL ABMNORMAL (Describe) | GUMS/ORAL MUCOSA _ _ _ _ _ _ _ _ _ _ _ __ __ _  MNORMAL __ ABNORMAL
EDEMA _ o NO YES ABDOMINAL PALPATION _ _ _ _ _ _ _ _ __ ___ _. NORMAL ABNORMAL
BRUISING _ _ _ _ _ _ _ L oL _______ _ NO _ YES BOWEL SOUNDS _ _ - C o C oo m o C . NORMAL ABNORMAL
LEGPAIM _ _ L L L o ______ MO YES LIVER PALPATION _ _ _ _ _ _ _ o _______._ _ MNORMAL __ ABMORMAL
ARMPAIN - MO YES UMBILICAL HERMIA - MO YES
OTHER NO YES ADDITIONAL PERTINENT INFORMATION
OTHER NO YES
DOITIONAL PERTINENT INFORMAT ION
FUNCTION AND KNOWLEDGE ASSESSMENT
ACTIVITIES OF DAILY LIVING Independent Meeds Assist  Fully Depend KNOWLEDGE Yes No Not Appli

CRAWLING (INFANT)

WALKING

DRESSING _ _ _ _ o _______
BATHING

FEEDING

UNDERSTANMDS DIAGNOSIS _ - - - _ _ _ _ _ _ _ __

UNDERSTANDS PROGNOSIS _ - - _ - ______

ADDITIONAL INFORMATION [USE BACK A5 NEEDED)

SIGNATURE

DATE

REVIEW/ASSESSMENT - SIGNATURE

DATE



COMPREHENSIVE PEDIATRIC

NURSING ASSESSMENT
DATE OF SERVICE /

REFER TO FPATIENT/CLIENT DATA MAPR FOR DEMOGRAPHITS. TiME 1N OUT,

WELL CHILD CARE FREQUENCY {if applicable) To
PEDIATRICIAN PHONE Ht ik
CLINIC Resp.__ . LiEReg Lllreg
DATE LAST CONTACTED f s DATE LAST VISITED / / = R F

CHIEF COMPLAINT- J Regufar [ lrreguiar

ETAWING

PRESENT HLNESS/NURSING DIAGNOSIS: y .

DISABILITIES!: 0D

[ Witk pr bites
3 Other

L4
RECENT HOSPITALIZATION? [JNo [iYes, dales / ¢ through a ; i ,;

Reason

MNew diagnosisicondition? [ Ne [OVYes, specify
OTHER PRIOR HOSPITALIZATION®)? [ENe O Yes, how many Bmesg™N
Haason({syates ‘

N

L OPT Lk Measiss 4 Polio
LE Mumos L3 HBY
(3 Rubella 0 Hig

{snecify]

Newborn screen results 0.\ N TBskintest: WNo Yes, if yes.
Gestational age st birth waeks Birth wi, </ th OZ. i in. wheniresulls
Head circumference ‘éy ninels C1An [l Posterior | L2 s‘creenmg: W no OYes, if yes,
Umbilicus: Dl Healed LEHemia 2 inve Cyerted wheniresulis
NOTE: Additional newborn/infant reéat%ﬁwem criterig ified by an asterisk ?) Dther (specily)
throughout the remainder of this

Pl ) LR & soative Biid A

CONDITION H CONDITI [} Sasses 0 Contgots: RFL) {1 Prosthesis: (B 7L}
« Thrush Strep throat {0 Jaundice 3 Blurred vision 1 Legally bing
*Apnea Lt infections
Conjunclivilis 1 Other specify, Incl, g
Croun
Pica
Rubelia
Rubeota 2 NG PROBLEM
Scariet Faver CIHOH: R/L 2 Desf: R/L QO Hearing 2ick B/L
Mumps Frequent sore throal 1 Vertign 1 Tinnitus
Chickenpox Bleeding probiems [5a infections O Yes Mo i yes, frequency
Hepatitis Rheumatic fever | O RE. tubes present 0 Yes [ No
Sigkis Call Headaches 0} Cither
Lead polsoning Seizures-grand mal T3 HO PROBLEM
iy Seizures-petit mal 08 ROAT/MOUYT
Paeumonia {ther {specify) L Congestion L1 Dysphagia Q Hoarseness
Asthma L tesions Ll Sore throat £l Masses/Tumors
Freguent colds : O Palate intact
Teeth present [ Yes [l No
L3 Infurizs/Wounds {specify} Oral hygiene practices
LI Masses/Nodes: Site Size Dantist visits! requency
3 Other fspacily, inel. b ¥ Other (specify, incl )
LI KO PROBLEM LI NG PROBLEM

.,

PATIENT/CLIENT NAME - Last, ﬁ%’&i, WMiddis Inital

Da

Fage lof 8 QO?@PQEHE%@WE



[ Hypothyroidiam [ Hyperthyroidism
O Fatigue [ Inlolerance 1o heat/cold
[3 Diabetes: Onset / /

CF Diet/Oral control x

CE Medidoseddreq.
F insufinddosedreq.
E Hypergiveemia T} Hypogiveemia
LI Blood sugar range
 Sel-care/sell observational fasks (specify)
I Gther {specify ingl. hx)

Hnos. Dys,

O NO PROBLEW

HEART 8DUND

J Paipitations

(1 Pyise deficit {specify}
O Edema DOJvD L Faligue
[k Cyanesis {sile}
L} Cap refilt <3 sec_ />3 sac.

D Pulses: LOP/LPT/RDP/RPT

¥ Other {specify, incl )

*Chest circumference
[X Retractions [ Dyspnea
BREATH S0OUNDS: I Clear [} Crackies [0 Wheezs H@
[ Cough: Dry / Acute 7 Chronic

[ Prodguctive: Thick / Thin / Difficuit

Color, 'j

SKIE: O Temp. change [l Color change A
Specify: (}

D3 Percussion: Resonant 7 Tympanic L Dull J

DChartiche: TR Oy Diat @ 3 Post.

LB02 3at N\ N

03 02 use: Umin. by %s%{ I3 Nasal [ Trach
LI Gas Ddiiguid O Concentfator

{3 Other (specify, ingl. hx)

PROBLEM

HMEAL PATTER

I3 Other {specify) .
APPFETITE: [BGood [ Fair

: Chronic / Acule
O Laxienema use: Type Fraq.
LI Fiatulence (X Abdominal disention: Cramping/Pain freq.
¥ impaction U Flatulence: Freg.
Ch Ascites: Girth
Fam/Tender X
Bowel Sounds: Active/Hyperachive X
DAbsent X guads
[ Cotostomy: Sigmoid/Transverse Date ; /
Rebound / Hol / Red / Discolored

inches
guads

auads

[INC PROBLEM

both)

{slacder / bowal
Gdor
I Burning [ liching

Urine: Color
Fregusncy
[ Enuresis; badtime

3 Catheler i%;p ang:
d Fotey t’camezef n s
, ing

L& Cther fg incl. pertinent i}
\J

LIHG PROBLEM

- Menarche, i checked, age LMP

ravids, Para

NG PROBLEM

rvernia 12 Bilirunin, results
[ Other fspecify, Incl. pertinent b

L1 NG PROBLEM
L= H

REFLEXES: Specify N - normal, A - abnormal, NA - not applicabls

Roating Blinking Moro's/Startle
Sucking Palmar Tanic neck
Orienting Plantar, Knee jerk
Babinski's

Stepping/Dancing
Ciher {Iist with resulis)

LI Oriented x L Dizorienied

Cognitive developmant problems:

L Foor (i Concepts [ Logic [ !mpaired decision-making ability
3 Weight changs: Gain/ Loss Io. x wk.imo.ryr. I3 Memory ioss: Short term / Long term
0 increase fluids amt. [ Restrict fluids, amt. | [3 Stu porousiHal | ucinations: Visual / Auditory
3 Mausea/Vomiting: Freguency At [3 Headache: Location Freq.
LAST BM: / / Usual frequency, TINFANT MOTOR SKILLS! [JLifts head T Crawlsicrseps
O3 Diarchea:  [3 Black/Watery, Ll<Gwiday [I>3x/day Bigits over: [} Stomach o back Tl Back to stamach
Mucus/Pain/Foul odorfFrothy Amount Sitm LEWith essistance T3 'Without assistance
3 Abnormal stesis? Clay/Tarry/ Fresh blood - deseribe Stands: [ With assiatance I} Without assisiance
PATIENT/CLIENT RAME - Laatl, First, Middle Inital jitz3
., -
COMPREHENSIVE PEDIATRIC Page 2 of 8
NURSIHNG ASSESSMENT



MOTOR SKILLS: [ Walks

J Runs
[ Hops Ll skips LI Batance
£3 Motor change: Fine / Gross

L3 Tremors: Fine / Gross / Paralysis

L} Weakness: UE / LE Localion

FAND QRIS Boual /7 Unequal, specily

Strong / Weak, specify

I3 Sensory loss, spacify

03 Numbnass, specify
COMMUNICATION PATIERNS/ABILITY, describe

LI Unegual puplis: R/ L7 PERRLA
LI Poyeholropic drug use (specify)

Dosefrag.

LI Other fspecify, incl hx)

"1 Fiat affect

O witndrawn [ Diffieulty coping

{1 Recent change: [ Bing [ Death L Moved
d Diverce I Cther {spacify)

CEAngry

LI Discouraged
L3 Disorganized

L Sudcigalr [ destion L3 Verbalized
UE Depressed: [) Recent [ Long term
D o {f known)

X9

LI Substance use: L1 Drugs T Alcohal

3 Evidence of abuse: L] Potential O3 Ac%
i1 Physical

Describe obisctive/subiective &

Parenis

Q
DESCRIBE RELATIONSBHIPS H THE FOLLOWING:

Sibdings
Peers
CHILD CARE ARRANGEMENTS: D
L Private sifier O3 Daycare  Family

o Other

her

BEHAVIQR AT

USUAL SLEEPRS

SLEEPING AR

* Mongolian spols /
incision / Wounds / Lesions / Sulwres / Siaples
Abrasions / Laceraiions / Bruises / Ecchymosis
tdema / Hemangiomas

Fafior: Jaundice [ Redness Turgor: Good 7 Poor

itch / Rash 7 Dry 7 Scaling

Cther {specify, incl pertinent hx)

2 10 PROBLEM

Desorintion:

",

[ MO PROBLEM

*This seclion compieled in accordance with organizational policy
Crigin Cnsat
Localion

Cuality {i.e., burning, duli ache)
Irtensity level 01234567 85810

Wong-Baker FACES Pain Rating Scals

3 - TN
GIOICRGIGIS)
L Lo A
5, F il /

e SN o \_J
3 i 5
b Hhun Hune Litle 84 eer Hurbs ¥V tm!ﬁ, et Hui Woes!
Alrsrnate Soding q
o z 4 g 15
EeRat- B i
i 0 (5 107 3 i o sad besRuse o

iHe BH. Face 3 s
L iraging, AlRGogh you
T Bow e 15 loofiag.

berry-Falon M., Wikss D Wink
1.5 1304 Gopyrighing by Mosky

{J NO PROBLEM

POSTURE

ETRENGTH
DURANCE

IJ Scoliosis, type

L3 Swollen/Painful joinls, specify
L3 Fraciure, location
I Decreased ROM, specify
L2 Cther {specify, incl. pertinent hx}

[l NG PROBLEM

O wWheelchair I Cane [ Walker

3 Cruichiss)
3 Brace/Orthotics {specify)

3 Transfer equipment. Board 7 Lift

[ Bedside commode

(3 Prosthesis: RUE 7 RLE / LUE 7 LLE 7 Other
(3 Grab bars: Bathroom 7 Gther

[ Hospital bed: Sermi-elac

? Crank / Spec.

Gveripys
L3 Oxygen: HME Co.
HME Rep.
3 Fire alarm L2 Smoke Alamm
¥ Equipment nesds {specify}
2 Other {apecify, incl. pertinent hx)

Phong

[I HONE USED
S

PATIENTICLIENT MAME - Lasl Firsl, Middle Initial

D

v

Page 3 of 8

COMPREHENSIVE PEDIATRIC
MNURSING ABSESSMENT



13 Peripheral (specify)

{3 PICC (specify, size, brand)

d Central [ Midline/Mudclavieuiar
{3 Single tumen  [J Double lwmen [ Triple fumen

Oate of placement

03 Xray verification: Lives LiNo

L4 Mid arm circumference infom

L3 Exlernal catheter tength infom

Uy Hickman 8 Broviae [0 Groshong  F Jugular [3 Subclavian
3 Single tumen 0 Doubls lumen O Tripie lumean

Dale of placement

i Epidural catheter [ Tunneled O Port
Date of placement
L implanted VAD D) Venous 1) Arerial

[ Peritonsal
Date of placemant
Chintrathecal D) Port

Date of placement

o Reservelr

1 Medication(s) ordered {name of drug)

Dose

Roule

Fragquency

Guration of therapy

1 Medization(s) ordered (name of drug)

Dose

Route

Fraguency

Duration of therapy

1 Medication(s) ordered [s’sam@r
Gose,

v

Route

Frequency

Duration of therapy

[ Pump {tvpe, specify)

Administersd by:
Flus

co normal &

4 Caregiver IRl

oo nonnal saline

ol oo sterile or ~-oe sterile waler

before/ afler meds
befors/ afler tabs
line maintenance

| after meds
Torgl efter labs
lpe maintenancs

befors/ after meds
befors/ slter labs
ling maintenance

Flushing protocolifrequency: (Circle alt that appiy}

oo heparnn-u/mi oo heparin-u/mi oc heparin-u/ml

before/ afier meds
hefore/ after labs
Iine mainienance

before/ after meds
nefore/ afler iabs
line maintenancs

befors/ after meds
nefore/ afler iabs
e maintenance

i —

LF Dressing changa:

ld Slerdie 1 Clean
Performed by: D3 8ef DDRN 3¢y O Other

Fraguency {(specify)

rjection cap change (specily Tequaney):

Additiona! cemments:

L Nasogastric 1) G2
3 Other {speciey

Fump: § ;}%aéfy}:
Feedin Bolus

| 1&incol {

LiSelf LU} Cg U Other

are {specifyy

PATIENT/CLIENT NAME - Last, First, Middle Initial

ot |
]

Page 4 of 8




U} Mew environment

DhHouse [} Apariment
Primary language

I3 Do not resusciiate

[ Do not hospitalize

[l Langusgs barier L} Needs interprater
J Learning barrier: Mental / Psychosocial / Physical / Functional

Ll Abte to readfvrite Educational tevel

[J Organ donor
[J Education needed
L3 Coples on file

L Spirifsal/Cullyral implications thal impact care.

Spiritual resosiree Phone Mo,

L1 Shlings {specify}

(I Funeral errangements made

Comments:

Primary caregiver iname)

Relabonship/Health status,

LI Assists with ADLs
L} Provides physical cars
L3 Qther {specify)

Safely Measures: {agse specific
L1 1. Fire/eiecirical safety

}

1 5. Suffocation precautions
3. Aspiration precautions

L1 10 Elevate head of b
1 1. Seizure precaulion
L} 2. Transfer{
[} 153 Whesl

[ 2. Burn prevention

[ 3. Poisoning prevention
L1 4. Falls orevention

L 5 waler safaly

{1 & Siderails up

0 7. Clear pathways

SUBJECT

et

sposals

%

Cardiac prevention
Disbetic precautions
18, Oxypen safety/precautions

. Blesding precautions

JICLIENT/CAREGIVER RESPONSE

BMedicalion{s}

[Ngease pINORss

Salety

S45 1o repowt

Well chikd care

Activities

rreabmanis

injury prevention

Growth and development

Sther (spacify)

PATIENT/CLIENT HAME - Last, Firat Middie Initia!

\, ¥

FPage Sof 8



PATIENT/CLIENT/CAREGIVER RESPONSE

ication regimen completedireviewed Check I any of the following were identified:
z’eacti(zs’é_s o ii’z_e?fat:té\ze drug therapy 0 Significant sids sfects [ Significant drug nteractions
LI Duplic on-compliance with ¢rug therapy [ No change [J Order obtained

BILLABLE 8P ? [ives BlHo
CARE COORDINATI sican @PT DBBOT D87 Ess O8N OAide O Other {specify)

X / /

PatianhCliantiCarsgiver {if apphcabls} Tate

Complete TIME OUT {page 1) pricr 1o signing below.

X / /

FLrson Completing This Form (sipnataraiiitie)

o
FATIENT/CLIENT NAME - Last, fiddis Initial e
", o
COMPREHENSIVE PEDIATRIC
MURSING ASSESSMENT Page§of 8




INFANCY
{birth to 1 vear)
Needs parenis or
caregivers who are
affectionale consistent
predictable and help
children trust and bond
with family and friends

DEVELOPMENTAL STAGES ASSESSMENT GUIDE

To rermove for patient/client education, fold on the perforation at the left and tear.

Birth to * Sucks on closed fist
<2 mos. - Roofing reflex {ends approx. 31/2 mos.)

» Moro reflex {ends approx. § wks.)
« Walking/Stepoing reflex (ends aporox.
B whs.}

= Responds (o voicas

= Communicatas mainly by crying

+ Qluiets to holding and cuddiing

« Reacts to locud sounds or bright
patterns/obiects

2 mos.

« Holds head up when lving prone

« May roll over

« Holds objects momentarily

= Yoluntarily grasps objects

» Sits supported, holds head steady
{within 3 mos.)

= Smiles responsively

4 mos.

= Bears waight on lags while held in 3@%

« Brings obiects to mouth

« Rolis from front o back
= Reachas with arms
*

8 mos.

» Reaches for objects
» Sits with support or alon

* Hecognizes mom in a group
* Draps objects to walch others pick up

peak-a-boo

+ Turns to familiar noises

= lmitates speach sfunds
{ma-ma, da-da, elc)

s well
imeE grasp

= Saparation anxiety continues

+ Leamns o see self as a separate person
from another

= Plays pat-a-cake

= Leamns the meanings of words

sistance {vares)
uats
» Poinds with index finger

mbinski reflax gone by 1 yr.

= Understands, -

* Usas simple words - 2-8 words
= Looks at pictures, lurns pages
= irnitates behavior

= Asgsocigies words with gestures
* Helps dress seff

TODDLER
(1-3 o)

MNeeds sxperiery
caring for the
feeding themse
behaviors, dressing). Needs
parents who give cho
within limitations and
boundaries,

X,

Pulle or pushes toy while walking
Walks sideways and backwards
Drinks regularly rom a cup

+ Builds small towears of blocks

* Tries to climb out of bed

» Runs, trols, climbs

» Plays ball

= Scribbles with big crayons

¢ Hecognizes names of major body parts
= Listens (o stories, enioys rhvmes

= Enjoys singing songs/playing gamss

« Follows simple comimands

= Undersiands more wards than can say

yrs. old

+ Loves io be chased

» Able fo remove clothing

« Toilet fratning started

= Kicks a ball forward

* Enjoys dancing

= Turns pagss one af a time

« Recognizes shapes

* Throws ball overhand

+ Starls showing hand preference
» Enjoys playground activitiss

= Vocabulary of over 200 words

= Has 2 way conversation

« i marns everything has a name and
constartly asks "what's that?"

= May be aware of couse/effect but not of
dangsrs

= Shor attention span

L?A?EENT(CUES\ET NAME - L ast, First, Middle initial

e
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DEVELOPMENTAL STAGES ASSESSMENT GUIDE

TODDLER {cont'd.) 3

« Washes/dries own hands
{1-3 yrs. okl yrs. old  * Learns to hold pensil in writing position
+ Pedals and steers Ficycle well

» Loves to draw with challk and cravons

» Kicks ball in intended direction

e Able to do 2 acliviies al once

To remove for patient/client education, fold on the perforation at the right and tear

= Mames at lgast four pictures in a book
= Understands number concept
{oounting stairs)

« Beging to use pronouns {1, me)

» Mav begin asking "why"

MNeeds parents who let
children participate in
farmily work activitias
Needs feachers who give
children projects that they
can complele togain a
sense of achievement
Needs parenis and
fzachers who correct
children with logical
conseqguences Sibling
rivairy is frequent

o write

PRESCHOOLER 4-5 « Leamns to dress self without help
yra old ¢ Able lo express self verbally and begins

building crealing, and
aocompiishing to gain a
feeling of adequacy. Needs

encouragement and

deserved praiss o achieve
competence. Needs

academic social, physical Q
and work sidils for healthy

self esteem Naeds
teachers and parents who
are nurturing to help
children discover and

develop special talenis and
abilifies

Needs experiences yrs. old é%&ﬂa‘?

SCHOOLAGE §-12 «Learn Qci an

» Able fo draw pictures well by 5 vrs.
* Hops on one foot

* Balances on ona lsg
= Altemates feet when olimbin

N

= Early years more supsrvised play, older,

more independent team orienied,
physical activity

« Deductive reasonng
» Classifies by multiple dimensions
= Imitates and compleles tasks or school

projects

= Aftends appropriate grade for ags

developing ego nentily
including moral socig
vorational identity Nedd
parents teachers and
others who appreciats the
adolescent as a unigue and
worthwhile individual

ADOLESCER 13-18 = Early in stage, rapid physical growth

5. aid {girls usually atlain increasing strength
and coordination before boys)

» Motor skills reach adult level

= Shift to abstract thinking

» Bhift away from egocenirism

* Deductive reazoning s well developsd
= Cogrition is aduli typs

= Attending appropriate grade for age

= Staris/Makes plan for fulure

{college, work, eic.)

PATIENT/CLIENT NAME Last Frat Middis Initigl

D%

NOIVE PEDIATRIC
55 ENT
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QUALITY CARE
NURSING SERVICES, INC.

=

PEDIATRIC EXTENDED HOUR NURSING FLOW SHEET

10of 2

Name: M.R. #:

Time In: Time Out: Total Hours: Date:
[J Emergency Equipment Check D Pt ID Verified VITAL SIGNS

[ care Plan / MD Orders Checked .

] AmbuBag ! Extra Trach on site [1Consent Received

[] Infection Control Kit / Micro Shield Time Temp Pulse Resp. Rate | BP
|:| Last Date DME Equipment Check

Weight Ibs. 0z, kg.

NUTRITIONAL ASSESSMENT Q

Diet: [J NPO [JRegular [] Restricted / Type:

[ Breast [] Formula -Type: Other: /

Amount: Frequency: '

Fluids: [] Restriction [_] No Restriction
Nutritional Screening Risk: [JLow [JMED [JHIGH
Appetite: []Good [ Fair [ Poor

CARDIOVASCUL@

Pale [ ] Dusky []Cyanotic []Jaundiced
arm_[J Cool [ cold [] Diaphoretic [] Clammy [JHot

NEUROLOGICAL [TJverbal [Non Verbal

Oalert [ Lethargic []Sedated [] Comatose [] Semi-Comato
Appropriate for Age: [JYes [ No

Tone: [JActive [JFlaccid [JJittery [ Rigid

Fontanel: [] Flat [] Soft [] Sunken []Tense |:|Bulg|n

Edgma: 0 Yes Site:
LUE LLE [JRUE [JRLE
i R &fil Less than 3 seconds DGreaterthanSseconds
LUE [JLLE [JRUE [JFILE
pheral PulSes; Strong Bounding Weak []Thready
V Doppler Absent Cther:
LUE [JLLe [JRUE [JRLE

for Right or L for Left)

Reflexes Present: D Suck D Gag DGrasp D St t Blink : Symmetrical Asymmetrical
Ona - [Oother: N s: H Unremarkable E Low R L [ other:
Seizure Activity: [JYes [J No [] See Se|zur Eyes: Cornea: Cclearr L Opagque R L
Sclera: Owhite R L[] Jaundiced R L [] Hemorrhage R L
Nose: [ Patent E Other:
Mouth:  [] Unremarkable Other:
RESPIRATORY MUSCULO-SKELETAL
Regular [] Labored []Shallow Gruntlng Pantlng ] Full ROM [] Limited ROM
Nasal Flaring Retractio De?%I Abdominal Comments:
Breath Sounds: Clear Rhonchi Diminished o
[Jwheeze Insplratory ] Expiratory ] contractures ] Reposition q 2hrs.

If other than clear indicate lobe or lobes adventitious
Breath sounds auscultated:

Cough: @None O Productive  [] Non-Productive

Secretions: N/A

Amount: [] Small Moderate []Large

Consistency: []Thin [JThick [JTenacious []Frothy

Color: Clear []White EYeIInw [ Green []Blood tinged
Frank Bleeding Tan

DApnea Monitor Alarm Setting: High_~~~ Low  Delay

Pulse Oximetry: [ Continual [] Intermittent

Oxygen: L/min via: NC [ Mask Trach
Intermittent Continual

02 Saturation: Other:

RESPIRATORY CARE

Tracheostomy Type: Size: [ cuffed [] Uncuffed

Date last changed:

Changed by: Orn O wmp [ other

Trach. Care: [] 172 strength Hz02 + H20 [JNS [JWarm soapy Hz0
Technique: Cclean [ sterile

DTrach. Ties Changed
Inner Cannula Changed:
[] sterile technique

(Date) using []clean

Trach. Site: [] Dry [] Intact %&edness [ Excoriation [] Drainage
Intervention: ﬁ MD notified RN notified D Supervisor
Other:
VENTILATOR Type: Rate: [ cPAP: rate
TV. PEEP: PIP:

Alarm Checked/ Set At: High
|:| Equipment Cleaned Solution Used:

Low

Hrs. / Day on Ventilator:

SKIN CONDITION
[ intact []JcClear []Peeling [] Rash [JNo S/S infection
Wound/Decubitus site: Size: Drainage:
Type of Dressing: Wound Care:
GASTROINTESTINAL
Abdomen: E soft Tense Flat E Distended
Bowel Sounds: Present Hyper Hypo Absent
Feeding Tube: [IN/A [(ING [JJ Tube ]G Tube [] Mickey Button
Feeding Tube Care: 1/2 strength H202 + H20 D NS
Warm Soapy H20 []Other:

Flushes: Solution , Amount , Frequency
GT Site: Dry [ Intact [ ] Redness [] Excoriation

Drainage [] No S/S of Infection  [] Other

GENITO-URINARY

[J Unremarkable []Discharge [] Circumcised
Bladder Frequency:

Urine: Color Odor: [] yes [] No Appearance:
[ Foley cath [ Suprapubic Intermittent
INTRAVENOUS

Access: [1 N/a[] Peripheral [JcvL [JPICC [ Port
Location:

Cdother:

Site Condition: []Intact [Jwithout Redness or Swelling

|:| Dressing Changed using: [ Sterile |:| Aseptic technique
Transparent D Cther:

[ Bag Changed []Tubing Changed [] Cap Change

Irrigated / Flushed with:
Labs: [] N/A Tests:
Site used:

Labs Taken to:

or Picked up by:




~QUALITY CARE
NURSING SERVICES, INC.

PEDIATRIC EXTENDED HOUR NURSING FLOW SHEET

20of2

Name:

M.R. #: Date:

PHYSICIAN NOTIFICATION
[ MD called Time:

Spoke with:
To report:

PATIENT EDUCATION
] Night hitt / teaching not appropriate [] PCG not available

[ No newarders  []Orders received [ ] MD to call back

Topic:
Taught to: Patient Family |:|ch. |:|Other
Method: Discuss Demo [JHandout [JVideo

Pt./Pcg. Response:
Level of Understan

Needs Reinforcement

HGood 1 Fair ] Poor

PAIN [ Yes ] No Eval. Method: [Overbal  [] Return Demo
_ _ Need for f teaching:  [JYes [JNo
Pain Behaviors: O Moaning HCWINQ . Caregivier L knowledge of:  [JEquip. []Therapies
[] Grinding Teeth Restless [ Iritable V& [ pisease process [] Medications [] Diet
Intervention: [ ves [ No D%arge Planning Reviewed [_]N/A at this time
If yes, describe in narrative section Slts Needed:
fo LT
INTAKE ou T rine Stool Blood Emesis | Other
RECORD
Time: otal Hr.
PN ~§\‘
s\p  \>
Ay
\2 7
|
vA &
L 7
¥
A J
Total: Total:
NURSING DOCUMENTATICON / SHIFT SUMMARY":
Nurse Signature: RN / LPN-LVN (circle one)
Pt. 7/ Pcg. Signhature: Reviewed hy:

White - Medical Record

Yellow - Patient Record
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Enter readings every 4 hrs (minimum) completing column heading requested information. For new orders, enter date, time and
M.D.'s new order(s) on the next available line. On this monitoring record and the Nsg. Care Plan, yellow out the previous order
and write the date changed. There must be a written M.D. order for all changes.

Enter changes on the NCP.

VENTILATOR MONITORING

Ventilator Model
Ordered Settings

Q
Rl

o | T |V T BIEIE Flele [P | v
Y \ EP Y Y P L I AT N U E
E M NRL [DO M R SR 0] 02 | s L S
A E TEI [A L A |TE W M A S Y
R | A/PM SM|[LU]| V T |ES Q) T E |

S| M I M S ® R

T E o] (PIP) E A

&

V
Q\-
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Patient

QUALITY CARE

Week Beginning NURSING SERVICES, INC.
Pediatric Weekly Medication Sheet
Medication A Mon. o Tues. Dt Wed. . tThurs. . Fri. - Sat Sun
(dose, route, freq.) Taitr:e Initials Time Initials aT?me Initials 'I?ir:e Initials Time Initials Time InitiaIsDE'iI'ti?ne Initials
o S
R /k Y
ecent =
Date V
X .
Order -
Date ("\ )
Recent (\\J~) /’ |
Date (b '
DYV
S
QOrder
Date @‘ N
Recent r' 9‘
Date \ 9

Recent
Date

Order
Date

Order
Date

Recent
Date

Allergies

Order
Date

Recent
Date
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PEDIATRIC NURSING PROGRESS NOTES CONTINUATION

Client's Name: SHIFT:
TIME
Q
oVl
%J
R
.V
(@A Q/
- A\/v
Q
S
K23l %)
2%
~
Name:
Signaturef Title: Report Given to: Date:






