RESPIRATORY INITIAL ASSESSMENT

· Initial Assessment        (  Re-eval                  Date of Assessment:  __________________
Patient Name:  __________________________    Age:  ______________ Sex:  M _____  F _____

Admit Date:  ____________________________     HT: ______________  Wt: ___________Lb./Kg

Primary Diagnosis: ______________________     Allergies: ______________________________

Pulm. Diagnosis:  _______________________

Pulmonary History
Home Oxygen Therapy:  ____ Yes   ____ No   Mode NC / Bi PAP / CPAP/ Vent _______ LPM / FI02   

Home HHN / MDI Treatments?  ___ Yes  ____ No   RT Medications:  _________________________

Surgical History:  __________________________________________________________________

ARTIFICIAL AIRWAY MANAGEMENT     ( No   ( Yes   (Please Specify Below)
(   ETT    Date: ________ Position ___________   ( Trach  Date:  ________ Type:  __________ 
 Size: ________
VENT:       Mode _______   RR ______  VT ______ mL FI02  _______ % PEEP  _____   PS ____ 
Initial Date Placed on Vent:__________________________________
ABG’s  Time:  _________  Date:  _____________  Settings:  _____________________________

PH:  ____  pC02: ____  PO2:   ____  HC03:  ____   BE: ____  Sa02: ____ %HB:  ____  HCT: ____                 
CLINICAL ASSESSMENT
OXYGEN THERAPY:   Mode:  ____________  F102 / LPM:  _____  O2 Sat_______
VITAL SIGNS:    RR _____   HR _____   Temp _____  ◦F

BREATH SOUNDS:  R ______________________________  L ____________________________
CXR: ___________________________________________________________________________

SPUTUM: Color:  ___________________ Consistency: ___________________  AMT: __________

ORDERED THERAPY   ORDERING MD: ____________________ PULMONARY MD: ________  

HHN / IPPB / MDI/ CPT/ IS

            Albuterol      ____ mg / Puffs Freq. _____     ( Levalbuterol  _____ mg      Freq. _______
·   Atrovent       ____ mg / Puffs Freq. _____     (  CPT To: ___________      Freq. _______
·   Acetyleysteine  ______ % ML Freq. _____   (  Other _____________
PLAN OF CARE                                                           
       Therapeutic Objective                                                           Therapeutic Modalities
        ____  Improve Oxygenation                                                 Oxygen Theray

        ____  Deliver Specialty Medication/Treat Bronchospasm    HHN / MDI / IPPB

        ____  Volume Expansion Therapy                                       IS / IPPB / CPT

        ____  Brochial Hygiene Therapy                                          CPT /  AEROSOL THERAPY

        ____  Treat / Prevent Atelectasis                                          IS / IPPB / CPT / Cough

        ____  Ventilatory Support                                                     Ventilator / BiPAP / CPAP

COMMENTS:  ____________________________________________________________________

________________________________________________________________________________
Therapist/Credentials: 





Date: 

__  Time: ________
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