B

SKILLED NURSING VISIT NOTE

ENKTT. o
] PT ID PERFORMED VIA NAME, DOB, AND ADDRESS BEFORE SERVICE PROVIDED €D €9 Patient's Safety Goal
PATIENT NAME - Last, First, Middle Initial ID# DATE OF VISIT
TIME IN AM/PM OUT AMPM
TYPE OF VISIT: 01 SN O SN & Super.

HOMEBOUND REASON: [ Needs assistance for all activites [ Requires assistance / device to ambulate [1 Medical restrictions
[0 Contusion, unable to go out of home alone 1 Unable to safely leave home unassisted [ Dyspnea on minimal exertion T Bed/ Chair bound

OO0 Super.Only [0 Other

VITALS

@) (3) (@) (3 (@) (&
®O0®O®
Intensity 0123456789 10
Low High

Potential for falls: 012345678910 Potential for falls has:

O Residual weakness [ Dependent upon adaptive device(s) [ Acute episodes of hyper/hypoglycemia yield unsafe ambulation O Unable to drive | T Wt BS
[ Severe SOB, SOB upon exertion [ Other (specify) Resp. 0O Reg. L lIrregular
Pulse: A R
MARK ALL APPLICABLE WITH AN X. CIRCLE APPROPRIATE ITEM MEDICARE [] MEDICAID [] wx [ OTHER [] 0O Reg O lrregular
\ CARDIOVASCULAR GENITOURINARY MUSCULOSKELETAL B/P LYING SITTING | STANDING
Fluid Retention O Buming Dysuria Balance 0O Unsteady gait [1 Endurance RIGHT
Chest Pain 0 Distension [ Retention Weakness [ Ambulates with A ce LEFT
Neck Vein Distension [0 Frequency HUrgency CHesitancy Limited Movement L1 Rom Denote Location / Size of Wounds /
Edema (specify): Hematuria O ChairBound O Bed Bound Measure Ext. Edema Bil.
0ORUE OLWE 0ORE OUE Bladder Incontinence O Contracture O Paralysis
Ascites O Catheter O lleoconduit No Deficit ." ﬂ\ /(_,)
Peripheral Pulses Suprapubic Catheter 2‘ T ' '\\
Arrhythmia Foley Catheter Syncope 1 Int A B AWK
Other: Size Fr. cc. Headache 8 ) '
No deficit Last Changed: Grasp [ Equal O Unequal
 RespiraTORY  INGEEED e Rone
Rales [0 Ronchi 0O VWheeze Urine Left:
0 RLung O L.Lung Output cc/ hr. Movement
O CoughOSputum Color O RUE O(LUE
O Dyspnea OSOB Consistency O RLE 0 LLE Anteriar Posterior
Orthopnea Odor Pupil Reaction
02. LIS’M: VIA: [ Pain O Discharge O Right OEeft &.bb 1:-//-5 @
No deficit O Fire Prevention followed O Cath. Leakage [ Dislodge Hand Tremars el 5"3 élt e dﬁ &
Other Poor Hand-Eye coordination
Bowel Sound: No Deficit Poor Manual Dexterity #1 #2 #3 #1
O Nausea [Vomiting Spéech impairment length
O Anorexia 0 NPO Owarm O Dry O No Deficit Hearing JImpairment Width
Epigastric Distress O Cold O Clammy Visual Impaimment|, O Blindness Depth
Difficulty Swallowing O Jaundice O Pallor O Cyanosis Tactile Sensation Drainage
Abdominal Distention O Turgor O Hydration No deficit Tunneling
O Colostomy [ lleostomy O Rash  Oltching O Discoloration Odor
Bowel Incontinence 0 Decubitus O0Wound I Ulcer Oriefited OT OP OP Surr Tissue
O ConstipationdImpaction [1Diamrhea Chills Forgetfyl [(IConfused Edema
Diet: Integrity DisorientedsT1 T OPp OFP Stoma
Fluid Intake: Tube Insertion Site Lethargic [ Semi Lethargic
Enteral Feeding Route: Other Comatose E 'S:(l;illtleidc?]k;izrgatioa /Sslseisiipiwggttion
: = ENDOCRINE (I |
Tf).,:e Aot [0 Weakness[d FatD Tired [ NG Deficit Anxious O Degressed 0 Wound Car'e D Dressing Change
- O Prep. / Admin. Insulin:
Flushing: 0 sign/Symptoms, of* . Polydipsia V\palyphagia Other O SQ Injection: Site:
Appetite: [ Good [ Fair 0 Poor T Sign/Symptoms £ 01 Hyperglycemi@™ &l Hypoglycefmia O IM Injection: Site:
LBM: O No Deficit| | Other No Deficit L Diabetic Observation / Care
O Observation / Inst Med. (N or C)
PAIN / FALL MANAGEMENT SG effects / Side Effects
Frequency of pain interfering with patients actiVity or movement: Gurrent pain management & effectiveness: O Nodeficit/ Pain| O Inst. Fall Preventon [ Emergency Prepar. @
O O - Patient has no pain O Inst. Di Process
1- Pain does not interfere with activity or movement . R . i i
g 2 - Less often than daily Y Progress tolard pain goal: Patient’s pain goa: S gel;(tet;/r ?’Ergcgfﬁons/Fadors Management Conducted
O 3 - Daily, but not constantly Primary Site(s): g Teach Infant / Childcare
E ‘,i;inA','\,,‘)af;ZZ;'r';fmTeamingtopaﬁent,fam"y Client is at risk for falls |:| VES O Fall assessment conducted |:|Yes ONAl o ?—‘,egéh‘iz,;‘;ﬁys“éa‘fjeg Suctioning

OOOOOO0OOO00  increased [ decreased 1

Compliant with fall prevention plan: [_] Yes [] No CNa
SKILLED INTERVENTION - TEACHING

- Pt. RESPONSE

TECHNIQUES USED

O Universal Precautions/ Handwashing Tech. followed
O Aseptic Tech.used / Infection Control foIIowed@
[0 Quality Control of Glucometer Performed

as per Agency P &P on:
O Glucometer Calib. on:

O Soiled Dressings Double Bagged

O Sharps Discarded Inside Sharps Container

INFUSION / IV SITE:
' IV Tubing Change

Cap Change [ Venipuncture/Lab:
Central Line Dressing Change

IV Site Dressing Change
IV Site Change

Infusion by Pump

IDIVISVRIOI SIS (1 Gloves O Thermometer C1BP cuff [1Glucometer CJ Alcohol pads (1 4x4 I Sharp container I Other:

Infusion Med:
Infusion Rate:

Oooooonoo

PLAN FOR NEXT VISIT:

Comments;
Infusion Well Tol. by Pt.

[m]

OTHER PROGRESS TOWARDS GOALS: O PT/S.0./CG verbalized understanding of inst. given [ Other:
O PT/S.0O./CG able to retum correct demonstration of Tech. / procedure Inst. on

DISCHARGE PLANNING DISCUSSED? Yes NoO NAQO

[m]

Patient unable to perform own W/C due to:

O PRN Order Obtained:

O No S.O. or C/G able / willing for Inj. Adm. at this time  [] Treatment well tolerated by Pat
O No S.O. or C/G able / willing for wound care at this time. [ Verification of Procedure Performed
CARE PLAN: O Reviewed / Revised with patient / client involvement. J Outcome achieved

ient | CARE COORDINATION: Physiciand PTO Ord srd mswdO sSNO cMOHHAO

O ofther:

NURSE SIGNATURE / PRINT NAME

MEDICATION STATUS O No Change
SUPPLIES USED:

O Verification of Medication Performed Prior to Admin. @
O Order Obtained:

Signature / Date -Complete TIME OUT (above) prior to signing below (circle title)

RN /LPN DATE

—/ [/

www.pnsystem.com 305.818.5940
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PNSystem


A& B Forne Fhealth, Fnc. SKILLED NURSING VISIT NOTE

PATIENT NAME - Last, First, Middle [nitial MR# DATE OF VISIT
HOMEB QUND REASON: O Needs assistance for all activities O Requires assistance to ambulate O Residual weakness TIE N AM P OUT AM P
O Contusion, unable to go of home alone O Unable to safely leave home unassisted ] o TYPECQFVISIT. O SN O M & Super.
0 Severe SOB, SOB upon exertion O Dependent upon adaptive device{s) O Medical restrictions O Super. Only O Qther
7 Othe (speciy
T wt BS
MARK ALL APPLICABLE WITH AN % CIRCLE APPROPRIATE ITEM MEDICARE (0 MEDICAD OO MXJ  OTHEROJ fjjf:;_Ai E Reg. 0 Irregular
CARDIOVASCULAR _ GENITOURINARY MUSCULOSKELETAL ' ~Re T irregutar
Fluid Retention Burning / Dysuria Balance / Unsteady gait / Endurance 8- 9
Chest Pain Distension / Retention Weakness / Ambulates with Assistance
Meck Yein Cistensicn Frequency / Urgency / Hesitancy Limited Movement / Rom BI/P LYING | SITTING |STANDING
Edema (specify); Hematuria O Chair Bound O Bed Bound
ORUE OLUE oRLE OLLE [ | BladderIncontinence O Contracture O Paralysis RIGHT
Astites Catheter / lleoconduit No Deficit LEFT
Peripheral Pulses Suprapubic Catheter NEUROSENSORY INTERVENTIONS / INSTRUCTIONS
Arrhythmia Foley Catheter Syncope . .
Other: Size Fr s Headache o Skilled Observation lAsse_ss_mer_lt
No deficit Last Changed: Grasp O Equal O Unequal O Foley Change O Foley irrigation
RESPIRATORY Irrigation oG/ nsa Right: O Wound Care / Dressing Change
Rales / Ronchi / Wheeze Urine Lett: o i '
OR.Lung O L. Lung Qutput cc/  hr. Movement q rrelp:”;‘.dm","sgsiu!m i
Cough / Sputum Color o RUE o LUE m yecion foutinjecion
Dyspnea ! SOB Consistency __ORLE O LLF O Diabetic Observation / Care
Orthopnea Odor _ Pupil Reaction O Qbservation / Inst Med. {N or C)
02. LPM: YIA: Pain / Discharge Right Left effects / Side Effects
No deficit Cath. Leakage / Dislodge Hand Tremors O Inst. Safety Precaution / Emergency Prep.
DIGESTIVE Other Poor Hand-Eyg,coordination O Inst. Disease Process
Bowel Sound Poor Manual Dexterity ) )
| | Nausea / Vomiling Speech ifipaifaent O Diet. Teaching
Anorexia /NPO No Deficit Heagftimpairment O Safety Factors Management Conducted
Epigastric Distress Wisualdmpairment / Blindness .
Difficulty Swallowing Warm /Dry Tatlile Sensation 0 Peg/ GT Tube Site _Ca_re
Abdominal Distention Cold / Clammy No deficit O Trache. Care / Suctioning
Colostomy / lleostomy Jaundice / Pallor | Cyanosis | EMOTIONAL STATUS
. : . TECHNIQUES USED
Bowel Incontinence Integrity Oriented™\OW, &P 0OP o Universal Precautions Followed
Constipation / Impaction / Diarrhea Chills Forgetful / Gonfused :
Appelite: Decubitus / Wound / Ulcer Disorigntdd 0T  oP oFP - Asep.tlc Tech. Used.
Fluid Intake: Rash ! ltching / Discoloration | ethargic./ Semi Lethargic O Quality Control of Glucometer Performed
Enteral Feeding Route: Turgor / Hydration Comatose as per Agency P &P
Type: Tube Insertion Site Restless /Agitated O Glucometer Calib. on
: Amwious /D d . .
Cirg?um Uther Or:;:lg:w EpTEsse U Soiled Dressings Double Bagged
Flushing: 0O Sharps Discarded Inside Sharps Container
No Deficit No Deficit No Deficit
\ PAIN ] ]
Frequency of pain interfering with patients PAIN PROFILE Current pain management & effectiveness
Actbvi otr.m(;v;ment i in d t Prim arpSite O Pain Management Teaching to
0 0 - Patient has no pain or pain does no ‘
interfere with activity or movement . p okt | tamiy {document e
0 1 - Less often than daily Intensity 012345678910 pain geal:
0 2 - Daily, but not constantly Low High Progress foward pain goal:
O 3 - All of the time .
0 No deficit

SKILLED INTERVENTION - TEACHING - PT. RESPONSE

0 PT/8.0./CG verbalized understanding of inst. given 0 Mo S0 or C/G able fwilling for Inj. Adm. at thistime O Tx well tolerated by PT. O Patient unable to perform own W/C due
O PT/8.0./CG able to return correct demonstration of Tech. / procadure Inst. on O No S/0 or C/G able / willing for wound care at this time. to
CARE PLAN: Egsmiecv}veddf Sg\tfisedgwth patient / client involvement. O Quicome achieved CARE COORDINATION: Physician 0 PTD 0TD STO §§0 SNO CMO
raer ainea:
U R S S0 ot
! m} 00O ]
SUPPLIES USED: * PRINT NAME RN /LPN DATE
NURSE'S SIGNATURE
Signature / Date -Complete TIME OUT (above) prior to signing below [circlefite) — /#  /




HOMEBOUND STATUS:

Class Home
" Health, Inc.

[ SOBuponamb ___
1 Unsteady Gait

[ Assist of 1-2 persons

FT [J Generalized Weakness

[ Painful Ambulation

[ Bedbound/Chairbound

() Tazing effort to leave home [J Compromised Disease Status () Mobility/Ambulatory device used
[J Angina/Dyspnea on Min Exertion

SKILLED NURSING PROGRESS NOTE

TIME IN

[ Poor Endusance/Linited Annbulation ¢ o

DATE OF VISIT / /

aAMOpm 0O OUT AMO pm 0O

MARK ALL APPLICABLE WITH AN ¥ CIRCLE APROPRIATE ITEM

MEDICARE) MEDICAID ] MX OTHERDO

TYPE OF VISIT A8 LISN SUP

ARDIOVA AR OLR A D O A [ 8UP. ONLYT Other.
Fluid retention Burning/Dysuria Balance/Unsteady gait/Endurance T WT BS
Chest pain Distention/Retention Weakness/Ambulates With Assistance Resp. Reg. [ Irreg O
Neck vein distension Frequency/Urgency/Hesitancy Limited Movement/Rom/ Assist device Pulse: A R
Edema (specify) Hematuria ChairBound [ Bed Bound Regular O Irregular
QJRUE QLUE OELE ALLE Bladder incontinence Contracture [ Paralysis B/P LYING | Sitting | Standing
Ascites Catheter/Ileoconduit No Deficit Right
Peripheral Pulse Suprapubic Catheter 1 External RO OR Left
Arrhythmia Foley Catheter Syncope/Vertigo Denote Location / Size of Wounds/
Other Size Fr cC Headache Measure Ext. Edema Bil.
No Deficit Last changed: Grasp O Equal Unequal
R PIRATOR Irrigation cc/nss Right:
Rales/Rhonch/Wheeze Urine Left:
UR. Lung: J L. Lung: Output: ccf hr Movement
Cough/Sputum Color: QrUE  OLUE [OrieE  [OLLE
Dyspnea/SCB Consistency: Pupil reaction BriskOd  Sluggishl]
Crthopnea Odor: Right: Left:
C2: LPM: VIA: Pain/Discharge Hand Tremors
Mo Deficit Cath Leakage/dislodgement Poor Hand-Eye Coordination
» Diabetic urine testing=ketone [] .Poor Manual Dexterity
Bowel sounds LBM: Cther: Speech impairment
Nausea/Vomiting Hearing impairment

Anorexia./NPO No Deficit Visual impairment/B lindriesg

Epigastric distress Tactile sensation/Ptosis &

Difficulty swallowing Warm/Dry Wo Deficit

Abdominal distention Cold/Clammy QTIONA a

Colostomy/Ileogtomy Taundice/Pallor/Cyanosis Oriented IEIF TP length

Bowel incontinence Integrity Forgetful/@onfused Width

Constipation/Impaction/Diarrhea Chills Disorieifed 0T OO PO P Depth

Diet: D ecubitus/Wound/Ulcer L etifapgie Drainage

Appetite:  dgood O Fair Rash/Itching/Discoloration Comfatdse Tunneling

Fluid Intake Turgor/Hydration Reestlens/ A gitated Odor

Enteral Feeding Route: Tube Ingertion Site AnXtous/Depresded Surr Tigsue

Type: Other Other: Edema

Amount: Stage 10 1 11l Stomna

Via: O Diet Teaching:

Flushing: [ safety Factors Management Conducted

Wo Deficit: Wo Deficit e Befieit dTeach Infant/Childcare
PAIN INGERVENTIONS f NSTRUCTIONS cONT. (I Peg/GT Tube Site care

Frequency of Pain interfering with patient's
Activity or movement:
1 0- Patient hag no Pain does

PAIN (Cont.)

Current: Pain managerientf® effectiveness

Skilled Obzervation/Assesment
Bl Foley Change [ Foley irrigation
dWound care/Dressing Change

OPain Managefetit Teaching td
patient{fmily (document belaw
Patientpain godl:

not interfere with activity or movement
[ I- Less often then daily
[ 2- Daily, but not constantly
00 3- all of the time
PATH PROFILE- Origin Dull O burning O
Primary Site.
Intensity 0 1 23456789 10

Prggresgtoward pain goal:

BIo Deficit

A Venipuncture/Lab:

[ Prep./Admin. Insulin

JIM injection/Sq Injection

A Diabetic. Observation/Care

1 Observation/Inst. Med (N or C)
effects/Side effects:

[ Inst. Safety Precaution/Emergency Prep

O Inst. Disease Process

SKILLED INTERVENTION / TEACHING / PT RESPONSE

[ Trachea care/Suctioning

TECHNIQUES USED:

O Universal Precautions Followed

[ Aseptic Tech. Used

[ Quality control of Glucometer performed
as per agency p & p

[ Glucometer calib. On:

[ Soiled Dressings double bagged

[ Sharps discarded inside Sharps container

INFUSION/IV SITE:

[0 1v Tubing Change

Oc¢ap Change

[ Central Line Dressing Change

1V Site Dressing Change

[JIV Site Change

O mfusion by:

O Infusion Med:

O Infusion Rate:
Comments:

[J Infusion well tolerated by PT

APROXIMATE NEXT VISIT DATE / !

PLAN FOR NEXT VISIT: [ASKILLED ASSESSMENT [ INSULIN ADMINJPREP, O W/C

JFT /5.0./ CG verbalized understanding of inst. given O No 8/0 or CG able / willing for Inj. Adm. Atthis time (JTx. well Tolerated by PT
dPT /8. 0./ CG able toreturn correct demonstration of tech, /Procedure Inst. On[No s/o or CG able / willing for Wound Care at this time

(CPatient unable do own W/C/Inj, Adm. due to:

CARE PLAN: [Jreviewed / Revised with patient/ client Involvement [ Qutcome achievedLIPRN
Order Obtained:

MEDICATION STATUS: [JNo Change [ Order Obtained:

DISCHARGE PLANNING DISCUSSED? yes[] Nold Nal

SUPPLIES USED: [AGLOVES [JALCOHOL PAD JSYRINGE/LANCET [QTEST TRIP

dSALINE 0L, OEKERLIX [QDSD [JTHERMOMETEER SLIF TAPE
CARE COORDINATION [Physician CPT CJOT CJST Ose BN oM
[ Cther

COMPLETE FOR SUPERVISORY VISIT CIRCLE Y/N 1POOR 2 FAIR 3- GOOD

Supervisory visit Y N Patient social needs met ~ IS
RN/LPN/AIDE Following care plan ¥ N Universal & safety prec. Followed e
Patient physical needs rnet Y N Employee present Y ™
Patient environmental needs met T N Patient satisfied with service ¥ I
Assignment update Y N | Rapport with patient/s.o 12 =
Service change requested Y N | Clinical / Technical skill 12 3
Patient mental needs met Y N | Patient response to Care 12 =

PATIENT (CLIENT NAME (First, Middle Initial (Print})

SIGNATURE/DATE - Complete TIME OUT (above) prior to signing below. (circle title)
RIN/LPN

Nutse (signature/title) Print Name

Medical Record #




&b BetLife

HOME HEALTH CARE

SKILLED NURSING PROGRESS NOTE DATE OF VISIT / /
HEALTHTARE CORY am[] em [
HOMEBOUND STATUS:
[ unable to leave home safely without assistance [J unsafe ambulation [ can only ambulate feet without rest periods [ Acute episodes of hyperthypoglycernia vield unsafe ambulation

[IRequires assistive device to ambulate O Dyspnea on minimal exertion []Bed to chair bound [] Severe pain on ambulation O Angina upon minimal exertion[ ] Para/quadriplegic [] Bed bound

O other:

MARK ALL APPLICABLE WITH AN X CIRCLE APPROFRIATE ITEM

MEDICARE [] MEDICAID [] M3 OTHER []

TYPE OF VISIT [] sy [] SN SUP,

CARDIOVASCULAR GENITOURINARY MUSCULOSKELETAL [] sup. ONLY Other.
Temp aldeod r T O

[1| Fluid retention: [1 | Burning []Dysuria: [] | Balance [ Unsteady gait [ ] Endurance [] BSL by Glucometer FB3[] rBS

Chest pain: | | Distention | |Retention: [1 | Weakness [] Ambulates With Assistance] Resp. Reg. Irreg. a

Neck vein distension: [ 1] Frequency [ JUrgency [ ]| Hesitancy: Limited Mvmt [ ] ROM [ JAssist device Pulse: A R

Edema (specify) || | Hematuria: Chair Bound [ ] Bed Bound [ ] [JRegular Irregular

DRUE DLUE DRLE DLLE L | Bladder incontinence: Contracture |:| Paralysis |:| B/P Lying Sittin Standin.

Ascites: Ll | Catheter: No Deficit Right

Peripheral Pulse: [ 1| suprabubic Catheter [] External [] Left

Arrhythmia: LI | Foley Catheter: [ | | Syncope [ [Vertigo: Denote Location / Size of Wounds /
L || Other: Size: Fr cc | | | Headache: Measure Ext. Edema Bil.

No Deficit Last changed: [ 1] crasp: [JEqual: || Unequal

RESPIRATOR Irrigation: coinss L1 | Right:

Rales Rhondi Wheeze: Urine: L1 | Left:

TR Lung: L. Lung: Output: [T | Weakness:
[1] Cough [ ] sputum: Color: [ 1] Orve Ovve O rLECJLLE

SOB: Consistency: [ 1] PERRLA: yes[] Mol ]

Orthopnea: Odor: L | | Right: Left:

02: LMP: VIA: [ | Dysuria [Discharge: L | | Hand Tremors: [ aprazia

No Deficit [ ] cath Leakage] | Dislodgement: Ll | PoorHand-Eye Coordination:

GASTROINTESTINAL \ [1 | Poor Manual Dexterity:

Ll Bowel Sounds [1 | other [1 | Speech impairment: Aphasial
LIl Abdominal Distention: Ll | Hearing Impairment:

Colostomny [ Ileostomy: [ 1] Yo Deficit Visual impairmentfZIB Tdadss:

Bowel Incontinence ] LEM:

Constipation || Impaction [oiarrhea

Tactile sensation

No Deficit

Frequency of Pain interfering with patient's
Activity of movements:

with activity or movement
[1 1 - Less often than daily
[] 2- Daily, but not constantly
[ 3- a11 of the time

Primary Site:
Intensity 01 23456789 10

I

PAIN PROFILE -Origin Dull [] Burning |

[ 0- Patient has no Pain or Pain does not interfere

Current: Pain rgandgement &veffectimeness
[] Pain Mén2Bement Teaching to

Patiehtlamily (document below)
Patigfipdin goal:

Plgghess toward pain goal:

|:| Mo Deficit

Skilled Observation |:| Asgsessment
Prep. |_|Admin, Insulin

Wound Care [ ] Dressing Change
[] venipuncture [] Lab:

[ ] Foley Change [] Foley Irrigation
IM injection [_]SubQ Injection
Diabetic. [JObservation [ ]Care
Medications Compliance Evaluated
Observation [_JInst. Med (¥ or C)
Effects [ ]Side effects:

SKILLED INTERVENTION / TEACHING / PT RES

0

=

SE

Nausea ] Vomiting [T | Bruises []Clammy:
Heartburn (food Intolerance) [l Taundice[ ] Pallor [JCyanosis: Orientgd: Length
L || PO Ll | Integrity: [1 | Disosiented: [ JTime [ JPlace []Person Width
(1| Difficulty swallowing [1] chils: [ 1, Fdreeffd Clconfused: Depth
(1 Diet: [T | Rash[ Jitching [ IDiscoloration: | | {Lelhangic: Comatose: Drainage
| O appetite: [ good [ Fair [roor (1| Turgor (] Hydration: [A°]_Swwious [] agiated? Tunneling
Fluid Intake: [T | Tube Insertion Site: [ Depressed, [ Recent J# Long Term Odor
L || Enteral Feeding Routs; OO | pecubitus [T ounds [ wlcer: Treatment Surr Tissue
O Type: O | stage: 10 nd O Edema
Q Armount: 1] other: [ Sheeph Rest:D adequatel:‘ inadequate Stoma
|:| WVia: Tregatmenty D Diet Teaching:
|:| Flushing: D Safety Factors Management Conducted
[ Wo Deficit: [T | No Defieit: B0 Deficit: | Emergency Plan
PAIN PAIN (Cont.) NTERYENTIONS/ INSTRUCTIONE :‘ Peg

:| GT Tube Site Care

[ Trachea Care DSuctioning
TECHNIQUES USED:

:| TUniversal Precautions Followed

[ ] Aseptic Tech Used

] Quality control of Glucometer performed
s per agency p & p

Glucometer calib. On:

Soiled Dressing double bagged

Sharps discarded inside Sharps container
INFUSION [ ]IV SITE:

IV Tubing Change

Cap Change

Central Line Dressing Change

IV Site Dressing Chan

OO0 O00000

IV Site Change

D Infusion Med:

D Infusion Rate:

Comments:

D Infusion well tolerated by PT

PLAN FOR NEXT VISIT:

[ PT/80./ CG verbalized understanding of inst. Given |:| PT /5.0, /CG able to return correct demonstration of tech. / Procedures
[ o s/sofCG able/ willing to Wound Care/Inj. at this time [ T=. wWell Tolerated by PT [] PT /8.0 /CG Requires further instructions

[ patient unable perform injAvound care due to:

CAREPLAN: [_|Reviewed [ [Revised with PT [_]lient Involvement [_JOutcome achieved [_JPRN

Client is at risk for falls | |yes [ Ino

| Fall assessment conducted DYGS l:l Ni4

Order Obtained:

MEDICATION STATUS: [] Mo Change [ ] Order Obtained:

Potential for falls: 01 2345678910

Potential for falls has:

Increased [ decreased [

DISCHARGED PLANNING DISCUSED? YES [] o [] w/a ]

Intervention for this visit:

SUPPLIES USED:

CARE COORDINATION: []Physician []PT [JoT [JsT [Jss [sw [Jcm

[ other

Client/C.G. response [_] Compliant with fall prevention plan [_]

Verbalizes understanding of instructions D

| Verbalizes understanding of instructions EI

PARTI - Clinical Record

PART 2 - Employee

PATIENT (CLIENT NAME First, Middle Tnitial (Print))

SIGNATURE/DATE - Complete DATE (above] prior to signing below. (circle title)

RN/ LPN

Nurse (signature/title) Print Name

Medical Record #:




ABSOLUTE HOME HEALTH, INC.

_ SKILLED NURSING VISIT NOTE

PATIENT NAME - Last, First, Middle Initial 1D# DATE OF VISIT
TIME IN AM PM OUT A PM
TYPECQF VISIT: O SN 0O SN & Super
HOMEBOUND REASOMN: [0 MNeeds assistance for all activities [0 Requires assistance to ambulate O Residual weakness 0O Super. Only [0 Other
O Contusion, unable to go of home alone O Unable to safely leave home unassisted i i V|TA LS i
O Severe SOB, SOB upon exertion [0 Dependent upon adaptive device(s) [ Medical restrictions | T BS
Resp._ OReg O Irregular
O Other {specify) Pulse: & R
MARK ALL APPLICABLE WITH AN X CIRCLE APPROPRIATE ITEM WEDICARE [] WEDICAID [] W [ OTHER [] O Reg 0O Ilrregular
CARDIOVASCULAR GENITOURINARY MUSCULOSKELETAL B/P LYING SITTING | STANDING
Fluid Retention Burning / Dysuria Balance / Unsteady gait / Endurance RIGHT
Chest Pain Distension / Retention YWeakness / Ambulates with Assistance LEFT
Neck Vein Distension Frequency / Urgency / Hesitancy Limited Movement / Rom Denote Location / Size of Wounds /
Edema (specify) Hematuria O Chair Bound O Bed Bound Measure Ext. Edema Bil.
ORUE OLUE ORLE OLLE Bladder Incontinence O Contracture O Paralysis
Ascites Catheter / lleoconduit No Deficit
Feripheral Pulses Suprapubic Catheter NEUROSENSORY
Arrhythmia Foley Catheter Syncope
Other: Size Fr ce. Headache
Mo deficit Last Changed Grasp O Equal O Unequal
Irrigation cc /nsa Right:
Rales / Ronchi / Wheeze Urine Left
OR.Lung O L.Lung Output cc / hr. Movement
Cough f Sputum Colar O RUE 0 4ebg
Dyspnea / SOB Consistency O RLE OWLLE
Orthopnea Odor Pupil Reaction
02. LPM: VIA Pain / Discharge Right L eft
Mo deficit Cath. Leakage / Dislodge Hand Tremong
Other FPoor Hand#BYe cogpdination
Bowel Sound / LBM Poor Mantigl DeXterity #1 H#2 #3 #4
Mausea f Vomiting Spedchmpairment length
Anorexia / NPO No Deficit R&armg lmoarment Width
Epigastric Distress Wistal dmpairment €Blindhess Depth
Difficulty Swallowing Warm / Dry Fagtile Sensation Drainage
Abdominal Distention Cold / Clammy No deficit Tunneling
Colostomy i lleostomy Jaundice f Pallor  Cyanosis EMOTIONA TUS Odor
Bowel Incontinence Integrity Oriented 400 T opP OoP Surr Tissue
Constipation / Impaction f Diarrhea Chills Forgetful Gonfused Edema
Diet: Appetite: Decubitus / Wound / Ulcer Risorigented O T aP m Stoma
Fluid Intake: Rash i ltching I Discoloration Cethargic i Semi Lethargic ¥ O RU ON
Enteral Feeding Route: Turgor f Hydration Comatose O skilled Observation [ Assessment
Type: Tube Insertion Site Restless /Agitated U Foley Change O Foley irigation
n O Wound Care / Dressing Change
Amount: Other Anxious / Depressed O Venipuncture i Lah:
via Other O Prep. / Admin. Insulin
Flushing: O Im Injection / $Q Injection
No Deficit No Dfio No Deficit = gg’::rt\:;t?obnsf"‘gt'&"eg?fN’eor o
| a NN SUPERVISION effects / Side Effects
Frequency of pain interfering with patients activity or moverieh Current pain management & effectiveness  (OMPLETE FOR SUPERVISORY VISIT CIRCLE i | © Inst. Safety Precaltion / Emergency Prep.
[0 0- Patient has no pain or pain does not irterfiere with activity or movement 1.POOR 2-FAIR 3-GOOD m} \n_st Disease Process
O 1- Less often than daily Pragress toward pain goal - — - : O Diet. Teaching
O 2 - Daily, but not constantly Supervisory visit Y N|Patient social needs met Y N| DO Safety Factors Management Conducted
S ga’m’ﬂ“r‘w‘gmtgge;'r?eem Teaching to patient / family RIN/LPN/AIDE Following careplan ¥ N|Universal & safety prec. followed ¥ N g ;2;3%‘? f?Séé %n!dﬁg:::
Patient's pain goal Patient physical needs met ¥ N [Employee present XY NI O Trache. Care / Suctioning
Patient environmental needs met ¥ N|Patient satisfied with service Y N| TECHNIQUES USED
Primary S.\te Assignment update Y N|Rapport with patient /s0. 1 -2 -3 D Universal Precattions Followed
Intensity 012245678910 " - - - O Aseptic Tech. Used
Low . High O No deficit Service change requested ¥ N|Clinical / Technical skill 1 -2 -3| o Quality Control of Glucemeter Performed

atient mental needs met Y N|Patient responseto Care 1-2-3 as per Agency P & P

O Glucometer Calib. on

O soiled Dressings Double Bagged

O Sharps Discarded Inside Sharps Container
INFUSICON / IV SITE:

O IV Tubing Change

U cap Change

O Central Line Dressing Change

O 1y site Dressing Change

O v Site Change

O nfusion by Pump
O infusion Med
U infusion Rate

Comments
PLAN FOR NEXT VISIT H Infusion Well Tol. by Pt
O PT/S0./CGverbalized understanding of inst. given O MNo S/0 pr C/G able / willing for Inj. Adm_at thistime O Tx well tolerated by PT O Patient unable to perform own W/C due
O PT/S.0./CG able to retumn correct demonstration of Tech. / procedure Inst. on 0O Mo S/0 or CfG able / willing for wound care at this time to
CARE PLAMN: O Reviewed / Revised with patient / client involvement. [0 Outcome achieved CARE COORDINATION: Physician O FT O 0O0TO ST O sSs0O0 snNO CWmO
OPRN Order Obtained
MEDICATION STATUS O Mo Change O Order Obtained O Other
DISCHARGE PLANNING DISCUSSED? YesO No O N/& O
SUPPLIES USED: NURSE SIGNATURE / PRINT NAME RN /LN DATE

APPROXIMATE NEXT VISIT DATE

e / Date -Complete TIME OUT (above) prior te signing below [circle title) [ S S




&

)

YOUR FAMILY HOME HEALTH CARE SERVICES, INC.

12963 W. Okeechobee Rd. Ste #5 Hialeah Gardens. FL 33018 Ph 305-558-4111 Fx. 305-558-8811
Nursing Clinical Note

TYPEOF VISIT: J SN [ SUP

PATIENT: DATE: OAM OPM MR#
HOMEBOUND STATUS: [0 weakness [Bed Bound [dUnsteady Gait [ORequires Assist (1 SOB
OTHER:

CARDIOVASCULAR PULMONARY INTEGUMENTARY MUSCULOSKELETAL | VITAL SIGNS & WOUND ASSESS.

| ] Chest Pain [ ] Lungs [ 1 warm[JDry[JCoal [(JChills | Poor balance T |HT |WT

[ 1Edema [1SOB [ Dyspnea [lIntact 1 Limited Movement RESP OREG OIRR

|1 Abnormal Rhythmn | ]Cough [ wound [JUIcer (] Incision [JChair CDBed Bound |PULSE A ROREG OIRR

1 Pulses [ ISputum 1 Rash O Itching [ 1 Walks with B/P LYING SIT/STAND

1 Anticoagulant Therapy [ 1Oxygen [1Turgor [1Contracture CDParalysis |RIGHT

[ 1OTHER | 1OTHER [JOTHER [ ] OTHER LEFT

[ INO DEFICIT [ INO DEFICIT [ 1NO DEFICIT 1 NO DEFICIT | IFBS/RBS via glucomter

GASTROINTESTINAL GENITOURINARY NEUROLOGICAL MENTAL Denete Location / 3ize of Weunds / Pressure Seres /

Measure Ext. Edema Bil.

| 1 Bowel Soundsx |1 Burning [ Dysuria (] Odor [[] Headache ] oRIENTED L Perlszori _IITrlnPe‘ECE

1 Abdomen [ Seft [ Tender [ Distention [ Retention [ Syncope [Vertigo | | Forgetful []Corffised

] Distended [ Frequency [ Urgency [ Grasp[]Strong []Weak |1 Disoriented

] Nausea (] vomitingl JNPO [Incontinence [ Hesitancy [1 Movement ] Lethargicl[ ]Gomatose

[IDiarrhea [1Constipation [ Hesitancy [Jitching [JPupils CIR__ [OL_ [Restless ] Agitated

] Incontinence 1 Color [ 1 Hand tremors ] Anxious [ODepressed

[ ] Ostomy || Catheter [ 1Aphasia [] Dysphagia 41| Altered LOC

| | PEG [ JFR 7/ CcC [ 1Speech Impairment _Nervous Anterips Pasterion .

[ IFeeding [ 1 Last Changed [ 1Hearing Impairment [ 1 ImpaffredsMemory - . .{Lﬂ\ m kﬁ

[ IFlushing [ Irrigation [ 1 visual Impairmeht [ 1.Psych M L . dﬁ &:“

[ JOTHER [ 1OTHER [ IOTHER FHOTHER 1 5 3 i

[ IDIET: [ 1NO DEFICIT [ 1 NO DERICTT [F/INO DEFICIT Length

PAIN INTERVENTIONS TECHNIQUES USED INFUSION/IV SITE Width

[ No pain [ 1Skilled Assessment [ ] Yhivehsal Precaution |11V tubing changed gf;tnhage

[ ILess often than daily | IFoley Change O Irrigation [&] Aseptic Technique :|Cap change Tunneling

[ 1Daily but not constant [ IWound CJUlcer [ incision \[Proper Sharps=Bisp. [ Catheter Site Care Odor

[ ]AIl of the time [ 1Prep/Admin Insulin [ 1Proper Waste@isp. [ v site change Ezg;zsue

[1Pain level (1-10) [1IM [ sQ \nfegtion [ ]QC of glucometer [ IMed Stoma

[ Isite [ 1PEG/GT Site Care [ 1Glucomter Calib. On ] Rate [0 oRDER CHANGE:

[Relieved with Med (1Y I N[JOTHER [ ]Other [ IVIA

SKILLED INTERVENTION & TEACHINGS SUPERVISORY VISIT {CIRCLE YIN)

] supervisory Visit LPN/HHA JY OO N
] Following Care Plan Oy ON
[ 1Patient Needs Met Oy ON
[ 1 Assignment Updated OY OON
[1 Service Change Requested ]Y [N
[ 1 Univ. & Safety Prec. FolloweddY O N
| 1 Employee Present Oy ON
| | Patient Satisfied with Service [Jy¥ [N

NEXT VISIT DATE: MD NEXT VISIT: [ ] Comments:

[1PT/CG verbalized understanding of instructions given ABNORMAL FINDINGSICHANGES

[ 1PT/CG able to demonstrate correct Technique/Procedure Instruction | 1 MD notified-Name:

[1PT unable to perform/administer (]woundecare [Jinjection due to: [ INew Order:

[ 1CG unable to performfadminister Cwoundcare O injection due to: [ INew Order:

[ 1No able or Willing CG available at this time to assist with: [ Discharge Planning Discussed

[ 1 Treatment/injection tolerated well by patient | 1Case Manager Informed

NURSE NAME: SIGNATURE: RN/LPN

EMPLOYEE#




- .

Highlite Home %

we are here for your évery need

SKILLED NURSING NOTE

MR# PATIENT NAME: DATE:
Time in: OAM [OPM - out OAM OPM  Visit Type: O Routine [0OSvY OPRN 0O Psych. O High Tech
T WT BS PSYCHOLOGICAL O WNL NEUROLOGICAL O WNL HOME HEALTH AIDE SV VISIT:
Resp: Pulse: ETF?SQ O Disoriented x__ OO A&O_ x| O Sym?ope .'Vlemgo . E Ilgll;lﬁeﬁ?'rg%ygiene needs being met
Pain: O yes Cno/ Scale /o | Forgetful O Anxious | O Hearing Impairment / Speech impaiment | B pecpetfyl of rights, property & conf centialty
Site: O Confused O Fatigue O Visual impairment O Following Care Plan
B.TP Lying | Sitting [ Standing | O Depressed O Agitated | [0 Hand tremors - E Eﬂ;iirgﬂpsegtfi ;ljleea(iﬂ \;ﬂﬂ iaafree giver
Right O Other O Poor hand-eye coordination 00 Documents on the ICR on each visit
Left O Poor manual dexterity O Follow Universal Pracautions (i & hand washing, efc.)
CARDIOVASCULAR [ WNL RESPIRATORY O WNL Denote Location / Size of Wounds /
O Ascites O Dyspnea: At rest / On exertion Measure Ext. Edema Bil.
O Chest pain/pressure O Cough /Sputum
O Fluid retention O oz@
O Edema site O Breath sounds R L
O Arrhythmia O Other
O Other GASTROINTESTINAL O WNL
MUSCULOSKELETAL 0O WNL Appetite: 00 Good [0 Fair O Poor O NPO
O Weakness / Paralysis Diet:
0 Limited ROM / Atrophy O Fluid intake Anterior Posterior
[ Assistance device O Bowel sounds L[:';‘-\_M . 4%\ Vi L}h B t@é’
O Altered gait / Balance O Stoma ds‘ﬁ E}B_ Ljﬁ [\5
O Prosthesis O Last BM: #1 H#2 43 #4 #5
O Chair bound O Bed bound | O Nauseaiomiting O Diarrhea/constipatigf lensth
.. . Width
O Bone/joint pain 01 NWB O Colostomy / lleostomy Depth
GENITOURINARY 0O WNL INTEGUMENTARY O wht Dreinage Type:
O Frequencies / Urgency f Pain / O Warm / Dry / Intact S ‘;mwnh
O Burning / Hernaturia O Jaundice / Cyanotic T derminin
O Incontinence O Cool f Clammy / Chills hhor_
. . ) ) Surr Tissue
O Anuria / Cliguria / Polyuria O Poor turgor Edema
O Catheter (type & size) O Pale/Flushed / Clammy Stoma
last changed O Staples / Stitche$ Communication: Phone conf. to Dr.
O DialysisFreq. | O Decubitus WouRd' ulcer / stirgieal O Dr. will return call. Message given to Dr. office
O AV Shunt: Bruit____ Thrill ____ O Stage @ | O 1\ a M spoke with
O Tesio /Quinton O Other O No new orders [ New order:

PROFESSIONARSERVICESAINTERVENTIONS: (see comments) **

O Universal precaution observed
O Catheterinsert / change
O Med. Administration

O Tybke\feedings
O “Bigbetic care
O Skilled observation & assessment O |V therapy

[BMed. Changes (Updated med sheet) * O Glucometer calibrated
O Wound care O Infection control O Sharp discarded in bichazard box
O Ostomy care O Piceline care O Biomedical Waste

O O2 therapy O Peg/GT tube site care O Other

INSTRUCTED IN: {see comments)** HOMEBOUND DUE TO:
O Meds / Action S/E O Taxing effort to leave home
O Diet/hydration O Wound care O Safety O Require use of assistive device
O Universal precautions O Pain management Factor O Dyspneic / Regs. use of 02
O Infection control O O2 therapy O Needs assistance for all activities
O Disease process O Cther: O Gait instability
O Patient: O Caregiver: O Return Demo: O Unable to leave home alone
O Demo O Verbalizes understanding O Other:
O Requires further instruction O written material supplied
WOUND CARE: 1) Cleanse wound # with: O Nomal Saline O Acetic acid O Other: & pat dry
2) Applied: O Vaseline gauze O Xeroform [J Betadine 7 Wel dry O Aquacel Ag O Silvasorb gel [0 Duoderm [J Panafil O Other:
3) Covered with: O Telfa O Dry gauze O Adaptic O OCther
4) Secured with: O Kling 0O Stretch bandage O Unna Boot O Other O & tape

*Comments required™

Approximate next visit date / /

Nurse {LPN/RN)

Plan for next visit:

Initials




SUNSHINE GOOD CARE, LLC

VISIT DATE:
SKILLED NURSING VISIT NOTE TIME IN: TIME OUT:
PATIENTS NAME: MED. REC. NUMBER: HOMEBOUND STATUS: [] Needs assistance with all activities (] Residual weakness
[ Requires assistance to ambulate [1 Confusion, unable to go out of home alone [ Unable to
NURSES NAME: EMP. NO: safely leave home unassisted (] Severe SOB, SOB upon exertion [ Depends upon adaptive
device(s) (1 Medical restrictions (1 Other (specify)

TYPE OF VISIT: (18N [J8N & SUPERVISORY [JSUPERVISORY ONLY [] OTHER

DAIGNOSIS: APPETITE: [1 POOR[J FAIR [ GOOD NUTRITION/HYDRATION: (] WNL DIET: [ NAS[] NCs
HYDRATION: [J POOR ] FAIR[] GOOD [0 REGULAR[J 1800 CALORIE ADA[] OTHER
B/P LYING SITTING STANDING TEMP: PULSE: RESP.: CIRCULATORY: ] WNL EDEMA: [ Pitting
RIGHT WEIGHT: LBS APICAL: [0 REGULAR [0 Non Pitting Location
LEFT E— RADIAL: 0 IREGULAR GRADE: [ Trace [0 1+ [0 2+ 3+ 4+

PAIN:[0 YESO NO LOCATION(S):
TYPE: 00 ACHING [ RADIATING 0 THROBBING OTHER

Focees

fain
R.mug r'\‘
Seetls’

o b »ws
KiMle Bt Iimsm«& t‘\rmﬁou MﬂielM knrsc

0 DOES NOT INTERFERE WITH ACTIVITY / MOVEMENT [ LESS OFTEN THAN DAILY
0 DAILY BUTNOT CONSTANTLY I ALL OF THE TIME
PAIN RELIEVING MEASURES USED: FREQ:

[ 1 S
Mumeric T ¥ T

i
1
Fet s v 2 3 4 8 & 7 8 © 0

Hiting RELIEF: [ COMPLETE [0 MODERATE [ NONE
HEART SOUNDS: [1WNL RESPIRATORY: NEUROSENSORY: ENDOCRINE STATUS: [1WNL
o RALES/RHONCHI'WHEEZE [ SYNCOPE/VERTIGO/DIZZINESS ABNORMAL FINDINGS:
FAINT: BOUNDING- UR.LUNG UL LUNG | [JHEADACHEOHAND TREM@RS
. OPOOR HAND-EYE COORPINATION .
CHEST PAIN : 0 COUGH/SPUTUM - BS PER GLUCOMETER:
FREQ: POOR MANUAL DECLRR{LY OFASTING [JNONFASTING
I DYSPNEA/SOB 0
RELIEF: 0] ORTHOPNIA SPEECH IMPATRMEFT BY: OsN OpT OPCa
PACEMAKER: RATE: - O VISUAL IMP AIRMENTYELINDNESS INSULIN
OTHER. O2LPM:___ VA | Oractice sens ol U. HUMULIN R
0NO DEFICIT [N DEFLETE U. HUMULIN N
OTHER¢ U. LANTUS
GENITQURINARY STATUS: (1 WNL GASTROINTESTINAL STSTUS: [ WNs U. HUMALOG
URINE (DESCRIBE): LASTBM (DATE): U. OTHER
WDWELLING CATH (SIZE): O CONSTIPATION [ DIARRHEA' SITE #
LAST CATH CHANGE : ONAUSEA [0 VOMITING ADMINISTERED BY:
URINARY INCONTINENCE: [ YES [CINO BOWEL INCONTINENCE: \YES™ CNO Dsw UPT OPCG
OTHER: OTHER:
Denote Location / Size of Wounds / [0 NO 8/0 OR CG. ABLE/WIRLING#OR: [] Wig NEINSULIN ADMINISTRATION AT THIS TIME
Measure Ext. Edema Bil. [ PATIENT UNABLE TOBERFORM OWN: [] Whg [P INSULIN DUE TO: [J SEE NEUROSENSORY
L (R L @ (R (R) .
_ : - O OTHER:
; : - SKIN INTEGRITY: [] TNFACT [J COMPREMISED TURGOR: [ BRISK [ SLUGGISH
ABNORMAL BUNDINGS:
WOUND DESCRIPPION:
LOCATION:
SIZEINCM): COLOR:
Lo . IDRAINAGE:
Anterior  Posterior SNRROUNDING ARFA:
@)y (Ry ( R) Ty (R :
z\ )?i WOUND CARE PROVIDED:
;5 ( ) EXTREMITIES: COLOR: TEMP: PERIPHERAL PULSES:

MENTAL STATUS: [J ALERT [ ORIENTEDTO T P PL [J DISORIENTED[J] FORGETFUL [ CONFUSED ] AGITATED [J ANXIOUS[J] DEPRESSED [l LETHARGIC
[0 ABLE TO FOLLOW COMMANDS [] RESPONDS TO PAIN/VERBAL STIMULI[] OTHER

SKILLED CARE PROVIDED/TEACHING/PERTINENT OBSERVATION/TREATMENT:

PHYSICIAN CONTACT: 0 YES O NO RE:
DISCHARGE PLANING/PROGRESS TOWARD GOALS:
PATIEND AND/OR. SIGNIFICANT OTHER FEEDBACK (FERBAL OR NONVERBAL):

TEACHING: PROVIDED TO: [ PT [ s.0. O CG RESPONSE TO TEACHING: [] GooD [ FAIR [ POOR [ ANXIOUS [0 CANNOT COPE
UNDERSTANDING [ YES, VERBALIZED % UNDERSTANDING [ NO RETURNS CORRECT DEMONSTRATION ] YES [J NO
[0 NEEDS FURTHER SUPER VISION IN: [ NEEDS FURTHER INSTRUCTION IN:

[0 PROBLEM-TEACHING RESOLVED FOR:

SUPERVISORY VISIT: LPN PRESENT [ YES [ NO HHA PRESENT [ YES [J NO

[0 FOLLOW PLAN OF CARE [] DEMONSTRATES COMPETENT SKILLS [1 COMMUNICATES EFFECTIVLY [J NOTIFIES SUPERVISOR OF PATIENTS NEEDS/PROBLEMS
COMMENTS:

HHA CARE PLAN:[J REVIEWED [] REVISED [J PTINSTRUCTED IN CHANGES COMMENTS:

O UNIVERSAL PRECAUTIONS [ ASCEPTIC TECNIQUES [ SOILED DRESSING BAGGED [1 SHARPS DISCARDED INSIDE SHARP CONTAINER

NURSE'S PATIENTS
SIGNATURE: RIN/LPN SIGNATURE:

WHITE: MEDICAL RECORD YELLOW: NURSE’S COPY



~ale= A MERICAN HOME HEALTH PROVIDERS, CORP.
g SKILLED NURSING NOTES

DATE
PATIENT/CLIENT NAME MR #
TIME IN AM PM
TYPEOF VISIT: OSN OSUPV O Medicare OMedicaid OOther TIME OUT AM PM
HOME BOUND REASON: Needs Assistance for all activities Requires Assistance ambulate Dependent upon adaptive device(s)
Confusion, unable to go out of home alone Unable to safely leave home unassisted Severe SOB, SOB upon exertion
Residual Weakness Medical Restrictions ___ Other (specify)
CARDIOVASCULAR PULMONARY INTEGUMENTARY MUSCOSKELETAL VITAL SIGNS & WOUND ASSESS
O Chest O Lungs OWarm/Dry/Cool/Chilis O Poor balance T HT WT
D Edema 0 SOB/Dizzy O Intact O Limited Movement RESP (REG /IRR)
O Abnormal Rhythm OCough O Wound[Ulcer/incision O Chair/Bed Bound PULSE A R (REG /IRR)
OPulses O Sputum ORash/Itching 0 Walks with B/ LYING SIT / STAND
O Anticoagulant Therapy O Oxygen OTurgor O Contracture/Paralysis RIGHT /
OOTHER OOTHER UOTHER OOTHER LEFT !
OWNL OWNL OWNL OWNL OFBS/RBS via glucometer
Terole Localion / Size O WOunds 7
Measure Ext. Edema Bil
GASTROINTESTINAL GENITOURINARY NEUROLOGICAL MENTAL
OBowel Sounds X O Burning/Dysuria/Odor O Headache O Oriented X
O Abdomen Soft/Tender | O Distention/Retention 0 Syncope/Vertigo O Forgetful/Confused
O Distended O Frequency/Urgency O Grasp_equal_unequal | O Disoriented
O Nausea/V omiting/NPO O Incontinence/Hesitancy | O Movement O Lethargic/Comatose
O Diarrhea/Constipation O Itching O Pupils equal_unequal O Restless/Agitated
O Incontinence O Color O Hand tremors O Anxious/Depressed
O Ostomy O Catheter O Aphasia/Dysphagia O Altered LOC
oPEG__ | OFR /GG | OSpeech Impairment O Impaired Menogy
OFeeding__ | OLast Changed U Hearing Impairment OPsych HX
O Flushing O Visual Tmpairment OOTHER -
0 Last BM o Irrigation O OTHER OWNL
O WNL 0 OTHER O WNL
0 Diet OWNL : —
PAIN INTERVENTIONS TECHNIQUE(S) USED =B SRniirr ity Length
O No pain O Skilled Assessment O Universal Precautigis O Cap changg Witk
O Less often than daily O Foley Change/Irrigation | O Aseptic Technigiie O Catheter Sibg @are Deptn
ODaily but not constant O Wound/Ulcer/Incision OProper SharpsRisp. O I¥, Site Change _
O Constant O Prep/Admin Tnsulin O Proper WaSte Disp. From: Draizzge
OPain level (1-10) O IM/SQ Injection OQC of Glu€omster To; Tunneling
O Site OPEG/GT Site Care O Gluegmeteg Calib. & Mgd Odor
Relieved with Med O Diet / Meds Instruction | On ——
oy oN 0 8/8 Disease Process OGTIHER ORate T~
ODOTHER _ OVIA
SKILLED INTERVENTION & TEACHING S
CHANGES IN PATIENT CONDITION
ON/A
0O MD Notified:
ONew Order(s):
SN ADMINISTERED ™M/5Q
CONTINUE TO VISIT FOR: OBSERVATION/ASSESS, INSTRUCTIONS, FOLEY/WOUND CARE, _ —
O Supervisor Notified ¥ _ N N/A
LABS/PREP/ADMIN INJECTION, MAX TEACHING ATTAINED, REINSTRUCT UNATTAINED
COMMENTS:
WEEKLY QUALITY CONTROL / GLUCOSE CONTROL SOLUTION
ON/A RANGE EXPIRATION DATE DATE OPENED CONTROL INDICATOR
High PER OR & O
Low
O PT/GC verbalized understanding of instructions given O Compliant with Present/Prior Instruction O N/A ) o
OPT/CG able to demonstrate correct Technique/Procedure Instruction D Supervisory Visit LPN/HHA YN
OPT unable to perform/administer wound care/injection dug to: 0 Following Care Plan YN
O CG unable to perform/administer wound care/injection due to: O Patient Needs Met YN
ONo able Cq a_vail_able at this time to assisF with: . . . . . — _ O Assignment Updated Y N N/A
ml Tregt_mentr_’mjectlon tolerated well by patient O Compliant with Diet D_Comphant with Medication Regimen O Service Change Requested v N
PT ability with Oral Meds O Unable OAble O Demenstraies Understanding O Univ. & Safety Prec. Followed Y N
Supplies Used: O Syringes O Lancets ON/S Gloves O Alcohol Pads O Glucometer Strips O4x4 O Other ' Y '
O Discharge Planning Discussed - Employee Present YN
2 I : o . .
O Patient Satisfied with Service Y N
0 Comments:
NURSE PRINTED NAME
NURSE SIGNATURE ORN OLPN




SKILLED NURSING PROGRESS NOTE

e DATEOFVISIT
Home Blealth Care, Inc,
PATIENT/CLIENT NAME: ID# TIME IN O AM
PATIENT/CLIENT SIGNATURE: TIME OUT 1 PM
HOMEBOUND STATUS: [J Unable to leave home safely without assistance [] Unsafe ambulation Ocan only ambulate feet without rest periods

[ Accute episodes of hyper/hypoglycemia yield unsafe ambulation [] Requires assistive device to ambulate [] Dyspnea on minimal exertion [] Bed to Chair bound
[]Severe pain on ambulation [] Angina upon minimal exertion [] Para/quadriplegic [] Bedbound []Other:

CARDIOVASCULAR RESPIRATORY

[ Chest Pain [ R Lung [ Warm/Dry Cool Chills JPoor Balance WT
[ edema O L Lung [ Intact OJEndurance (REG/IRR)
[ Abnormal Rhythm [0 Rales / Rhonchi / Wheeze [ Turgor Ounsteady Gait A R (REG/IRR)
O Pulses O SOB/Dysnea O Rash/ltching [OOweakness LYING SIT/STAND
O Anticoagulant Therapy O Cough [ Decubitus / Wounds / Ulcers [Limited Movement RIGHT /
O oTHER O sputum Stage1 [ 203 04 O [Ochair/Bed Bound LEFT /
[J No DFFICIT O o2 Limp VIA OTHER Orom via glucometer
O oTHER [0 No DEFICIT Ocontracture,
[ Bowel Sounds X (] NO DEFICIT Oparalysis [1MD notified.
[ Abdomen SoftrTener [ Headache Owalksfvith ] New Order:
[ Distended [ Burning/Dysuria/Odor O SyncopefNertigo
[J Nausea/Vomiting/NPO [ Distention/Retention [ Grasp___Equal _ Unequal CJoTHER Supervisor notified
[ Diet O Frequency/Urgency O Weakness RINQ, DEFICIT hm"_
O Diarrhea/Constipation O incontinenceMesitancy O Movement Frequency of pain
O Incontinence O Hesitancy/ltching O Pupils Floriented %
O ostomy O color [ Hand tremors [COpisgriented X [ 0 No Pain
O rec ['catheter O Aphasia/Dysphagia DForgetfuI!Confused [ 1 Less often than daily
O Feeding Orr / cC [ speech Impaifment [OCetHargigfComatose [ 2 Daily but not constant
O Flushing [ Last Changed [ Hearing Impairment [JRestle€s/Agitated [ 3 All the time
O Last BM O Irrigation cc/nss O visual lmpaigment Blamfious/Depressed [1 Origin Dull [] Burning
O oTHER O oTHER O oTHER [JAltered LOC Primary Site
[ no DEFICIT [ no DEFICIT O WORERICIT Oimpaired Memory Intensity:
| TECHNIQUES USED W TECHNIQUES USED cont ¥ INTERVENTIONS  EEEEVUEYS 0123 456 78 910
[ Universal Precautions [ Control Solution # [ Skilled Assessment OoTHER I [ [ o |
[ Aseptic Technique Used [Foley Change fAlrigation [INO DEFICIT Relieved with Med: 1y [ N
[ sharps to Sharps cont. [ Control Solution Results® ] Woupd™Uicef / Incision Progress toward pain goal:
O soiled dressing double bagged O PrepyAdmin Insulin OcContinue care for
O Quality control of Glucometer O Other O IM / SQAlnjection visits/wks ] Pain Management
performed as per agency p&p [0 PEG/GT Site Care [Discharge planned Teaching to Patient / Family
O Glucometer calib On O OoTHER for (document below)
SKILLED INTERVENTION AND TEACHINGS [CINO DEFICIT
FALLS
Fall Assessment Made [ Y [ N/A
Clientatrisk forfalls [ Y OnN
Potential for falls:
0123 456 78 910
OOOOOO0Ooonooa
Potential for falls has:
O Increased O becreased
ovo
Intervention for this visit: NEXT VISIT DATE Supervisory Visit O ey O HHA
/ ! Employee present OyOnN
Supplies Used: Care plan followed OyOn
Univ/Safety Prec Observed [JY[N
[ PTICG verbalized understanding of instructions given [ PT/CG able to demonstrate correct Teaching Procedures Patient Satisfied with Service [] Y [] I
[J PT/CG requires further instruction 1T well tolerated by patient Service Change Requested O vyOn
[0 PT/CG unable to perform/administer wound carefinjection due to: Comments:
[J No able or willing CG available at this time to assist with:
NURSE NAME: EMPLOYEE#
NURSE SIGNATURE: RN/LPN
| certify that the date and time infout represent actual time of visit




ARC Home Health, Inc.

SKILLED NURSING PROGRESS NOTE

OPT ID PERFORMED VIA NAME, DOB, AND ADDRESS DATE OF VISIT _/_J
TIME IN amO pm0O-o0UT aMdpemO
HOMEBOUND STATUS
MARK ALL APPLICABLE WITH AN X CIRCLE APPROPRIATE ITEM MEDICARE MEDICAID[] MX OTHERO TYPE OF VISIT 13N U SN SUP.
A R DIOVA AR OURINAR A . O sUP. ONLY Other.
Fluid retention Burning/Dysuria alance/Unsteady gaiLnaurance N WT BS
Chest pain Distention/Retention Weakness/Arnbulates With Assistance Resp. Reg. [ TIrreg O
Weck vein distension Frequency/Urgency/Hesitancy Limited Movement/R om/Assist device Pulse: A E
Edema (specify) Hematuria Chair Bound [ Bed Bound Regular O Trregular
QrUE OLUE OERLE OLLE Bladder incontinence Contracture [ Paralysis B/P LYING | Sitting | Standing
Ascites Catheter/Tleoconduit No Deficit Right
Peripheral Pulse Suprapubic Catheter 1 External ] RO OR Left
Arrhythmia Foley Catheter Syncope/Vertigo Denote Location / Size of Wounds /
Other Size Fr cc Headache Measure Ext. Edema Bil.
Na Deficit Last changed: Grasp [ Equal Unequal
R PIRATOR Irrigation coings Right:
Rales/Rhonchi/W heeze Urine Left:
O R. Lung: A L. Lung: Qutput: e/ hr Movement
Cough/Sputum Color; JRUE  OLUE [ORLE  [LLE
Dyspnea’SQB Consistency: Pupil reaction Briskld  Sluggishld
Orthopnea Odor: Right: Left:
Q2: LPM: VIA: Pain/Discharge Hand Tremors
Mo Deficit Cath Leakage/dislodgement Poor Hand-Eye Coordination
» Diabetic urine testing=ketone [] Poor Manual Dexterity

Bowel sounds LBM:

Other:

Speech impairment

Nausea/V omiting

Hearing impairment

Anienar

Posk

Frequency of Pain interfering with patient's

PAIN (Cont.)
Current: Pain management & effectiveness

Rl Sk eNO bservation/Assesment
@ F3ep Change [ Foley irrigation

[ Trachea care/Suctioning
TECHNIQUES USED:

erior
Anorexia /NPO No Deficit Visual impairment/Blindness zkh :‘) Is\ m l
Epigastric distress Tactile sensation/Ptosis [ \ Lj{s % @
Difficulty swallowing Warm/Dry No Deficit ‘:5'5 &
Abdominal distention Cold/Clammy O TIONA d #1 H#2 #3 #4
Colostomy/Ileostomy Jaundice/Pallor/Cyanosis Criented T P OB length
Bowel incontinence Integrity Forgetful/Confuged Width
Constipation/Impaction/Diarrhea Chills Disoriented [J@ CIPALIP Tepth
Diet: Decubitus/Wound/Ulcer Lethargic Drainage
Appetite: Jdgood [Fair Rash/Itching/Discoloration Comat o§e Tunneling
Fluid Intake Turgor/Hydration Restleduidgitated Odor
Enteral Feeding Route: Tube Insertion Site Arfifeus/Pepressed Surr Tissue
Type: Other Ol Edema
Amount: Stage 101 11 i Stoma
Via O Diet Teaching:
Flushing: [ Safety Factors Management Conducted
Wo Deficit: Wo Deficit Mo Deficit [ Teach Infant/Childcare
PAIN INTERMENTIONS { INSTRUCTIONS CONT. [0 Peg/GT Tube Site care

Activity or movement:

[ - Patient has no Pain does
not interfere with activity or movement
[ 1- Less often then daily
[ 2- Daily, but not constantly
0 3- &1l of the time
PATH PROFILE- Origin Dull O burning O
Primary Site.
Intensity 0 1 2345678910

OPain Management Beaching %
patient/family Yehaglinent below)
Patient paingoal;

Progregs towardypain goal:

LN eficit

1 Wiound care/Dressing Change

O enipuncture/Lab:

[ Prep./Admin. Insulin

[ IM injection/Sq Injection

[ Diabetic. Cbservation/Care

[ Observation/dInst. Med (M or C)
effects/Side effects:

[ Inst. Safety Precaution/Emergency Prep

O Ingt. Disease Process

O Universal Precautions Followed

[J Aseptic Tech. Used

[ Quality control of Glucometer performed

a8 per agency p & p

[ Glucometer calib, On:

[ Soiled Dressings double bagged

[ Sharps discarded inside Sharps container
INFUSION/IV SITE:

0 1v Tubing Change

SKILLED INTERVENTION / TEACHING / PT RESPONSE

O Cap Change

O Central Ling Dressing Change

IV Site Dressing Change

1V Site Change

O Infusion by:

O Infusion Med:

O Infusion Rate:
Comments:

[] nfusion well tolerated by PT

[ Verification of Procedure Performed

d Verification of Medication Performed Prior to Admin.

APROXIMATE NEXT VISIT DATE f f

PLAN FOR NEXT VISIT:

JPT /5.0, /CG verbalized understanding of inst. given [l Mo 5/0 or CG able /willing for Inj. Adm. Atthistime (1Tx. well Tolerated by FT
APT /5. 0./ CG ableto return correct demonstration of tech. /Procedure Inst. On [(INo s/o or CG able/ willing for Wound Care at this time

O patient unable do own W/C due to:

Order Obtained

CARE PLAN: [Jrewiewed / Revised with pattent/ client Inwolvement [ JOutcome achigved LIPRN

SUPPLIER USED

MEDICATION STATUS: [JNo Change [] Order Obtaned
DISCHARGE PLANNING DISCUSSED? yes ] No[] NAa[d

CARE COORDINATION:
doOther

[Physician CPT CIOT LIST 088 LEN EM

COMPLETE FOR SUPERVISORY VISIT CIRCLE Y/N 1-POOR 2 FAIR 3 GOOD

Supervisory visit Y N Patient social needs met ~ N
RN/LPN/AIDE Following care plan ¥ N Universal & safety prec_ Followed N
Patient physical needs rnet Y N Employee present < N
Patient environmental needs met T N Patient satisfied with service v N
Assignment update Y N | Rapportwith patient /s.0 12 3
Service change requested Y N Clinical f T echnical skill 12 3

Patient mental needs met Y W™ | Patientresponse to Care 12 3

PART 1- Clinical Record

PART 2- Employee

PATIENT (CLIENT NAME (First, Middle Initial (Print))

SIGNATURE/DATE - Complete TIME QUT (above) prior to signing below. (cirele title)

Nurse (signature/titie) Print Name

RN/LPN Medical Record #:




CHECK TYPE CF VISIT: [ SCHEDULED

NURSING PROGRESS NOTE D S SCHEDULED

PATIENT MR# ot
BP L Sit Stand Lie TEMP Pulse Radial Resp Weight: Cast MD visit
R Sit Stand Lie OAR Apical Height:

MENTAL STATUS: [ Alert O Oriented to: T P PL (O Forgetful [ Confused [ Able to follow commands [JAgitated [ Anxious
[ Depressed [ Lethargic [0 Responds to: Pain / Verbal Stimuli Comments:

CARDIO-CIRCULATORY: [ Reg / Irreg HR [ Palpitations [ Neck Vein Distenstion [0 Pacemaker [J Chest Pain (See Comments Sec.)
RLE: Owarm O Cold O Mottled [0 Edema: Trace 1+ 2+ 3+ 4+ Pitting / Nonpitting Pulse: O Strong O Weak [ Absent
LLE: OWarm OCod O Motiled [ Edema: Trace 1+ 2+ 3+ 4+ Pitting/ Nonpitting Pulse: [ Strong [ Weak O Absent

Capillary refill: Sec [ Cyanosis O Claudication Comments:

RESPIRATORY: SOB: [(J At rest [0 Min. exertion (eating, talking) 00 Mod. exertion (dressing, walkin 1 20 ft) (JWhen walk. 120 ft/stairs

Cough: O Dry [ Productive Sputum Color: Amount: (0 Hemoptysis [ Suctioning Reguired

Lung Sounds: Left: [ Clear [ Decreased [ Rales [ Rhonchi [JWheezes O Orthopnea pillows [ Tracheostomy
Right: [0 Clear [0 Decreased [ Rales [ Rhonchi [ Wheezes

OO0z I/m via Frequency of use: [0 Cont [0 PRN (Describe when):

O SAN (med/req.): Effectiveness of 02/SAN Tx:

Gl : Appetite: Inadequate: [ Nutrition [0 Hydration [ Cachexia [ Bleéding®Gums [ Nausea [ Vomiting (Freq.)

Dentures: [ Partial O Upper [ Lower [0 Edentulous [0 Dysphagia [ ABD Distefition [ Girth: cm

O Constipation [ Diarrhea [ Incontinence [ Rectal Bleeding [ GT Feedings O Pump [ Gravity

O Colostomy [ lleostomy [ Bowel Sounds: O Diet:

GENITOURINARY: O Frequency O Urgency [ Burning [ Nocturia 3 DysuriaN, [ Cliguria [ Incontinence [0 Retention [JAnuria

O Vaginal Bleeding/Discharge [ Penile Discharge [ Indwelling Catheter (siZ®&) (11 Suprapubic Catheter (size)

Date last changed: [ External Catheter (1 Irrigation [@ $ediment [ Hematuria [ Foul Odor [ Diapers used

Character of Urine: [ Clear O Cloudy [ Color: Comments;

ENDOCRINE: CJWNL O Sweating [ Polyuria [0 Polydipsia [0 Hea#Cbld Intalerance, /71 Sharps box at home [ Meter cleaned/calibrated

[ Blood Glucose Meter BS Results: Fasting/Ramgom/Vengus/Kingerstick [ Done by:

SKIN: [ Intact O Pale O Jaundice TIWarm [ Hot [ Ceel” ] Dry [ Moist [ Pruritus [0 Rash [ Blisters [ Bruises [ Erythema
[ Lesions O Incision [ Staples/Sutures Turgor: [ GoodN\ Fair IPeorN Wound [T Decubitus Ulcers O (See Weekly Addendum)
[ Other (describe):

NEURO: [ Headaches [ Tinnitus (1 Seizures [@ Trewgor (O NumbBhess [ Tingling Area: [ Paralysis:

O Sensory Loss: O Aphasia O Impairethisidh [0 G&sses{ [ Blind O Lt. Eye O Rt. Eye [ Impaired Hearing O Rt. Ear [J Lt. Ear
O Aid O Slurred/Garbled Speech Pupils: Hand"grips: Other:

MUSCULOSKELETAL: O Arthritis [ Paip \Q%Swelling [ Rigidity [ Contractures [ Amputation [ Fracture Location:

Motor Deficit: Decreased: [ ROM [ Strepgth: [ Poor Balance/Coordination [J Gait: O Prosthesis [ Cast;

O Bedfast O Able / 1 Unable to turin &I Unable to transfer self: [] Can / [0 Cannot bear weight/pivot during transfer process
Transfers with: 1 Human assistance [1 Assistive device [0 Hover lift () Chairfast/unable to ambulate [0 Able / [0 Unable to wheel self
Ambulates with: O Supv/asst of another person at all times [ Device: CanefWalker [ Reguires human supv/asst to go Hstairs/steps

PAIN: Intensity: {(1-10 scale): Location(s): Radiating to: Type:
O Does not interfere with activity/movement [ Less often than daily [ Daily but not constantly [ All of the time

HOMEBOUND STATUS

SKILLED CARE: [ Assemt/Obs O Wound Care [V Therapy [J Catheter change [ Injection Administration [J Teaching/Instructions
Narrate procedures performed/instructions given/patient tolerance:

Instructions given to: [ Patient [0 Caregiver Response to instructions. [l Verbalizes [l Demonstrates L1 Needs further instructions
COMMUNICATION WITH: O MD O Case Manager O Status report given New orders: [JYes (see Mod. Orders) O No
PLANS FOR DISCHARGE: Discussed with [ Patient IMD 080 [ Case Manager [J Other:

Nurse Name/Title (Print) Nurse Signature Date Visit Time In Time Out



NURSE PROGRESS NOTE

g ms&ﬁ\
C\T/ GENTLE CARE I,

Patient's Name (Last) (First) (M.1.) (MR#) Maonth [ Day- lYearT Employee Number—— Initials=—
B/P LYING SITTING STANDING | T 0,A¢R Finger glucose time: VISIT TIME: __ RV-Regular Visit
Ry AP Reg/lrreg | Fasting: ~ EV- Emergency Visit
L) R Wt Random: AM: PM: Due To:

MENTAL STATUS: ALERT, ORIENTED TO TIME/PERSON/PLACE, FORGETFUL, CONFUSED, SAD, ANXIOUS, AGITATED. HOSTILE,

EENT: BLURRED VISION, INFLAMMATION DISCHARGE PAIN OTHER:

NEURO: H/A, DIZZINESS. TREMORS WEAKNESS _ NUMBNESS TINGLING QTHER:

RESPIRATORY:  BS (CLEAR, DECREASED WHEEZES RALES RHONCHI _____j COUGH (DRY, PROD),
SPUTUM (SM, MOD, LG, WHITE, YELLOW. GREEN, BLOODY), 02, SAN, SOB, ORTHOPNEA x PILLOWS,

CARDIAC: CHEST PAIN/PRESSURE (LAST EPISODE) X _____ MIN., RADIATED TO RELIEVED BY
PALPITATIONS, NO COMPLAINTS,

PERIPHERAL: EXTREMITIES WARM. COOL. PINK, PALE, MOTTLED, CYANOQTIC), CAPILLARY REFILL (GOOD, FAIR, POOR), NAILBEDS (PINK. PALE, CYANOTIC),

CIRCULATION: EDEMA (NONE, TR, 1+, 2+. 3+. 4+); LOCATION
PULSES (UPPER, LOWER, R+L)

GI/ABD: APPETITE (GOOD, FAIR, POOR), NAUSEA, VOMITING, NG/GT, BOWEL SOUNDS (PRESENT, H¥POAETIVE, HY PERACTIVE. ABSENT). TENDERNESS,
PAIN, OSTOMY LBM {INCONTINENT. SOFT, HARD, LOOSE, BROWN, BLACK. TARRY, BLOODY), CONSTIPATION. DIARRHEA,

GU: INCONTINENT, DIAPERS, FOLEY, URINE (CLEAR, DARK, SEDIMENT, CLOUDY,JMUCOUS, ODOR, BLOODY), PAIN, RETENTION,
ILEAL CONDUIT

180: INTAKE:  CUPSIDAY, OUTPUT ce or VOIDS/24 HQURS, FOLLOWS DIET (YES, NO)

MUSCULOSKEL: COORDINATION ROM PAIN LIMITED MOBILITY DUE TO

ACTIVITY: BEDBOUND, CHAIR, ASSIST TO TRANSFER. GAIT (SLOW, UNSTEADFNEEDS ASSIST OF- WALKER, CANE. 1. 2 PERSON, WALLS & FURNITURE),
WHEELCHAIR, HOYER LIFT,

SKIN: TURGOR (GOOD, FAIR, POOR), WARM, COOL, DRY, DIAPHORETIGRPINK, PALE, FRUEHED? ICTERIC, GRAY, CYANOTIC, ITCHING
RASH BRUISES PETECHIAE WEUNDS (INGLSION, ABRASION, ULCER) L i D (cm).
STERISTRIPS, SUTURES, STAPLES, DRAINAGE (SM. MOD, LE\SEROUS, SANGUINEOUS, PURULENT), LOCATION
SURROUNDING SKIN

PAIN: LOCATION INTENSITY (SCALE'QF 0310} RESPONSE TO INTERVENTION

ADDITIONAL (SPECIFIC INFO, NEW PROBLEMS, ENVIRONMENTAL/SOCIAL/SAFETY FACTORS IDENTIFIED)

INFORMATION:

SKILLED NURSING:

PROCEDURE™:

INSTRUCTIONS:

ASSESSMENT/OBSERVATION, REVIEWED CARE PLAN WITH PATIENT/CAREGIVER, DISCUSSED DISCHARGE PLAN
LAB: INJECTION NG/GT # Fr. INSERTED, FEEDING GIVEN.

FOLEY: REMOVED, INSERTED # Fr cc. (BALLOON INFLATED E ccNS, ec URINE RETURNED), IRRIGATED with ccNS

DIGITAL RECTAL EXAM, MANUAL DISIMPACT FIU ENEMA, WOUND CARE, OSTOMY/ILEAL CONDUIT CARE. 02/SAN TREATMENT GIVEN,
+ SPECIFY

[ ToLERATED WELL, [ DIFFICULTY ENCOUNTERED
MEDICATION DISEASE PROCESS /COMPLICATIONS 5/5 OF ILEAL CONDUIT/ OSTOMY / SKIN

FOLEYAWOUND CARE. DIET, FLUIDS, NG/GT FEEDING, EQUIP USE/CARE (PUMP. 02. SAN), INJECTION /FINGERSTICK TECHNIQUE, SAFETY,
ACTIVITY LIMITATIONS. EMERGENCY MANAGEMENT 911. UNWVERSAL PRECAUTIONS, BIOMEDICAL WASTE MANAGEMENT. PRINTED INFO GIVEN,
« SPECIFY

PATIENT/CAREGIVER: [ ] DEMONSTRATES UNDERSTANDING OF TEACHING. [ | NEEDS FURTHER TEACHING, [] GOOD RETURN DEMO

TEAM CONFERENCE:

PHY SICIAN
CONTACT:

DISCHARGE
PLANNING:

STATUS REPORT, UNSTABLE CONDITION, MOD ORDER-

CONTINUE TO VISIT FOR: OBSERVATION/ ASSESS, FOLEYAWOUND CARE, LABS, PREP/ADM INJECTION. INSTRUCTIONS

D/C EXPECTED IN WEEKS, OR VISITS LAST PHYSICIAN VISIT

NURSE NAME (Print): SIGNATURE




Advanced Therapeutics Home Health, LLC.

Nursing Progress Report

Patient's name Medical Record

BP L Sit Stand Lie Temp. Pulse Radial
R Sit Stand Lie OAR Apical

Resp

Height:
Weight:

Last MD Visit

MENTAL STATUS [ Alert [ Orientedto: TP PL [J Forgetful [J Confused []Able to follow commands [ Agitated L1 Anxious
[ Respond to: Painferbal [ Stimuli Comments:

(] Depressed [ Lethargic

CARDIO CIRCULATORY U Reg/IregHR [ Palpitations [ Neck Vein [J Distention
RLE: OWarm [Cold O Mottled [1 Edema: Trace 1+ 2+ 3+4+
LLE: OWarm OCold [OMottled [J Edema: Trace 1+ 2+ 3+ 4+
O Capillary refill _ Sec OCyanosis ____________ [JClaudication Comments:

[ Pacemaker [ Chest pain

Pitting/Nonpitting  Pulse: O Strong [0 Weak [ Absent
Pitting/Nonpitting Pulse: [J Strong O Weak [ Absent

RESPIRATORY SOB [Atrest [ Min. exertion (eating, talking) [ Mod. exertion (dressing, walking 20 )
Cough [ Dry [ Productive sputum  Color: Amount: [J Hemoptysis

- 1 Suctioning required

[0 When walk. 20 ft.stair

Lung Sounds: Left:[J Clear [J Decreased [1Rales [1Rhonchi [J Wheezes [ Orthopnea [J Pillows [ Tracheostomy
Right:[0 Clear [J Decreased [ Rales [ Rhonchi [ Wheezes T
G Appetite - Inadequate: (] Nutrition [ Hydration [ Cachexia []Bleedinggums [Nausea [J Vomiting (freq)
Dentures: [ Partial ] Upper [ Lower [ Edentulos [ Dysphagia [] ABD Distention O] Girth: ____ cm [ Constipation [ Diarrhea
Ulncontinence [ Rectal Bleeding O GTfeedings =~~~ O Pump  [J Gravity O Colostomy O lleostomy
OBowelsounds: ___ O Diet:
GENITOURINARY UFrequency OUrgency [JBurning [ONocturia [0 Dysuria [ Qliguria [ Incontinence [J Retention [1Anuria
[ Vaginal Bleeding / Discharge [ Penile Discharge [ Indwelling catheter (size) [ Sugrapubic catheter (size)
Date last changeq —— [ External catheter [Jlrrigation [0 Sediment  [JHematuria J{ Reul'edor [ Diapers used
Character of urine:  [1 Clear [] Cloudy [ Color: [J Comments:
ENDOCRINE [IWNL []Sweating [Polyuria [J Polydipsia [ Heat/Cold infolerance . W,Sharps box at home  [] Meter cleaned/calibrated

BS Results:

[ Fasting / Ramdom / Venous / Fingerstick [ Dole by:

NEURO [JHeadaches  []Tinnutis [0 Seizures [ Tremor  [] Numbness O Tingling Area: _  [J Paralysiss______
[J Sensoryloss: __ [ Aphasia  [J Impaired vision O Glasses [1Blind jLt. Bye [JRt.eye []Impaired hearing [ Rt Ear [JLt. Ear
OOAid [0 Slurred / Garbled Speech Pulpis: ___ Handgrips: ______ Othég

MUSCOSKELETAL [JArthriis [ Sweling [ Rigidity [ Contractures(( [ Amputatiop [0 Fracture location:

Motor Deficit: Decreased: (1 ROM [ Strength:___ [0 Poor Balance/Coardination§ [ 1&ait:

U Bedfast [J Able / Unable to transfer self. [0 Can / [J Cannot bgarweighit/pivot duringfransfer process
Transfer with: [JHuman assistance [] Assistive device  [J Hoyer lift

Ambulates with: [ Supv/asst of another person at all times [ Device: Gand\/ Walker

[ Prosthesis

[ Cast:

L "Chairfast/unable to ambufate ] Able / [ Unable to wheel self
[WRequires human assistance to go stairs/steps.

PAIN [JAbsence of pain  [J Complaint of pain  Location: Severity: 1234567 89 10

What makes pain worse? [] Movement [JAmbulation O Increased/pain withhactivity [ Others:

What makes pain better? [ Medication [ Heat/lce ] Massag® [J Rest/RelaXation  [J Others:

U Need assist. for all activity | O Intact 1 Dry [ Cold ] 0 2 #4 O Present

[1 Residual weakness [0 Warm [0 Diaphoretic LenGih ] Not present

1 Non ambulatory [ Color 0 Following plan

[ Confusion O Tuger Width O PT's needs met

[1 Severe dyspnea 1 Wound [%hesions Depth [ Universal prec. & safety

[] Leaving home requires a [0 Rash @&l\Incision Drainage followed

considerahle taxing effort [ Locatieg Tunneling OPT .’_SO satisfied

[J Severe pain Undermining Assigment updated SN

[ Other Qdor/Color/Consist dneby
Sur.Tissue

SKILL CARE [0 Assessment and observation of all systems [ Monitor vital signs
[ Administration: 02 ___Ipm 0 Cont. [ PRN (] SAN Med

(] Wound care [J Ostomy care

[l Tracheostomy care

[ Injection administration [ IM [O SC [ IV Medication:
O Lab specimen obtained  [J Catheter type
O Procedure:

Site:
O Irrigation

Dosage:
[ Insertion

Size

[ Change

[l Procedure well tolerated [ Difficulty encountered O Universal precautions [ Aseplic technique followed

TEACHING/INSTRUCTIONS Givento OPT SO [ Medication side effects, safe ans effective use:

0O Universal precautions [ Safety Measures
[0 Wound care [ Skin care  [J Insulin administration [ Use of glucometer

management [] Safe and effective use of equipment
Other:

[J Recerd own BP [ Diet

L Emergency prep. [1 Waste disposal [ Disease [] Process [ Crisis intervention [J Pain management
O Diabetic care [1 S/S of infection

[] Catheter

RESPONSE [0 No SO [J Available [ Refuse [ Willing for
perform procedure due to [ Complexity of procedure [ Poor hand dexterity [ Contamination of supplies
LEARNING BARRIES O None [ Emotional/Psychological [ Cognative deficit
O Impaired vision [ Language barries

U Discussed with PT/S0 [ Visit frequency changed PLANS FOR D/C DISCUSSED I PT [1SO [ MD [] Case Manager

0 Wound care [ Injection adm. [JVerbalize [J Demonstrates procedure ] PT [J SO unable to

[ Location of wound [] Needs further teaching

[ Seems disinterested [ Impaired thought process [ Impaired hearing
COMMUNICATION WITH [0 M D [ Case Manager [ Status given [1 New orders CASE PLAN CHANGES

Nurse name Signature Title RN/ LPN

Date




L- T- O NURSE PROGRESS NOTE

g EERE DM € O MMULT AR TS, B

—— Patient's Name (Last) (First) M.1) Month |' Day- lYearI Employee Number]: Initials——

BS Level:
B/P LYING SITTING | STANDING |7 0AKR _ AWM/PM [ AIDE SUPERVISORY VISIT RV-Reqular Visit
—_— " Glucometer Cal: —_— 9 N
R AP Reg/lrre ‘ . Plan discussed with patient EV- Emergency Visit
9 9 | Aseptic Tech [
(8] R Sharp Cont. Pt satisfied with care Yes, ___No | pue To:
Wit P _

MENTAL STATUS: ALERT, ORIENTED TO TIME/PERSON/PLACE, FORGETFUL, CONFUSED, SAD, ANXIOUS, AGITATED. HOSTILE,

EENT: BLURRED VISION, INFLAMMATION DISCHARGE PAIN

NEURO: H/A, DIZZINESS. TREMORS ____ WEAKNESS ___ NUMBNESS ____ TINGLING

RESPIRATORY: BS (CLEAR, DECREASED ____ WHEEZES RALES RHONCHI _ Y COUGH (DRY, PROD),
SPUTUM (SM, MOD, LG, WHITE, YELLOW. GREEN, BLOODY), 02, SAN, SOB, ORTHOPNEA x PILLOWS,

CARDIAC: CHEST PAIN/PRESSURE {LASTEPISODE __ x _ MIN,RADIATEDTO ___ RELIEVEDBY .
PALPITATIONS, NO COMPLAINTS,

PERIPHERAL: EXTREMITIES (WARM, COOL. PINK, PALE, MOTTLED, CYANOTIC), CAPILLARY REFILL (GOOD, FAIR, POOR}, NAILBEDS (PINK. PALE, CYANOTIC),

CIRCULATION: EDEMA (NONE, TR, 1+, 2+. 3+. 4+): LOCATION
PULSES (UPPER, LOWER, R+L)

GI/ABD: APPETITE (GOOD, FAIR, POOR), NAUSEA, VOMITING, NG/GT, BOWEL SOUNDS (PRESENT, HYPOACTIVE, HYPERACTIVE. ABSENT). TENDERNESS,
PAIN, OSTOMY LBM (INCONTINENT. SOFT, HARD, LOOSE, BROWN, BEACKM»TARRY, BLOODY), CONSTIPATION. DIARRHEA,

GuU: INCONTINENT, DIAPERS, FOLEY, URINE (CLEAR, DARK, SEDIMENT, CLOUBY WMUCOQUS, ODOR, BLOODY), PAIN, RETENTION,
ILEAL CONDUIT

1&0: INTAKE: CUPSIDAY, QUTPUT cc or VOIDS/24 HOURS)FOLLOWS DIET (YES, NO)

MUSCULOSKELTAL: COORDINATION ROM PAIN LIMITED MOBILITY DUETQ

ACTIVITY: BEDBOUND, CHAIR, ASSIST TO TRANSFER. GAIT (SLOW, UNSTEADY, NEEDSASSIST OF- WALKER, CANE.,
1-2 PERSON, WALLS, FURNITURE, WHEELCHAIR, HOYER LIFT

TSLJ:!(C!CI):'(GOOD, FAIR, POOR), WARM, COOL, DRY, DIAPHORETIC, PINK, PALE, FLUSHEDNCTERIC, GRAY, GYANOTIC, ITCHING

RASH BRUISES PETECHIAE WOUNDS (INCISION, ABRASIQNWIBER) L Wi D {cm)

STERISTRIPS, SUTURES, STAPLES, DRAINAGE (SM. MOD, LG, SEROUS, SANGUINEQUS PURULENTINLOCATION

SURROUNDING SKIN: WOUND BER/ARRE AR ANCE;

WOUNDS (INCISION, ABRASION, ULCER) L W D o S ot

STERISTRIPS, SUTURES, STAPLES, DRAINAGE (SM. MOD, LG, SEROUS, SANGUINEOUSNRURULENT), LOCATION

erior )
P 7o
SURROUNDING SKIN: TWOUND BED APPEARAMCE L\‘c* ' 'ﬁi—s\dﬁ\ 33&7‘6@

PAIN:LOCATION _ INTENSITY (SCALEOF0-10),_\ & % RESPONSE TO INTERVENTION
ADDITIONAL (SPECIFIC INFO, NEW PROBLEMS) ENMIRONMENTALASOCIAL/SAFETY FACTORS IDENTIFIED. TEAM CONFERENCES)
INFORMATION:

SKILLED NURSING: ASSESSMENMI/QBSERVATION, REVIEWED CARE PLAN WITH PATIENT/CAREGIVER, DISCUSSED DISCHARGE PLAN

PROCEDURE: LABS NGIGT # Fr. INSERTED, FEEDING GIVEN.
FOLEY: REMOVED, INSERTED#_____ Fr__ cc. (BALLOON INFLATED E ceNS, cc URINE RETURNED), IRRIGATED with ccNS
DIGITAL RECTAL EXAM, MANUAL DISIMPACT FIU ENEMA, WOUND CARE, OSTOMY/ILEAL CONDUIT CARE. 02/SAN TREATMENT GIVEN,
INJECTION ROUTE: SITE: ____ MED. GIVEN: DOSE: REACTION:
TEACHING :
SPECIFY:

[] ToLERATED WELL, [J DIFFICULTY ENCOUNTERED

INSTRUCTIONS: MEDICATION DISEASE PROCESS /COMPLICATIONS S/SOF _ ILEAL CONDUIT/ OSTOMY / SKIN
FOLEYMWOUND CARE. DIET, FLUIDS, NG/GT FEEDING, EQUIP USEfCARE (PUMP. 02. SAN), INJECTION /FINGERSTICK TECHNIQUE, SAFETY,

ACTIVITY LIMITATIONS. EMERGENCY MANAGEMENT 911. UNIVERSAL PRECAUTIONS, BIOMEDICAL WASTE MANAGEMENT. PRINTED INFO GIVEN,
« SPECIFY

PATIENT/CAREGIVER: [] DEMONSTRATES UNDERSTANDING OF TEACHING. [] NEEDS FURTHER TEACHING, [] GOOD RETURN DEMO

PHYSICIAN STATUS REPORT, UNSTABLE CONDITION, MOD ORDER-
CONTACT:

DISCHARGE ~ CONTINUE TO VISIT FOR: OBSERVATION/ ASSESS, FOLEYAOUND CARE, LABS, PREP/ADM INJEGTION. INSTRUGTIONS
PLANNING: DIC EXPECTED IN WEEKS, OR VISITS  LAST PHYSICIAN VISIT

SIGNATURE
PATIENT SIGNATURE: PRINT NAME:






