	GENERAL INFORMATION
                                  

	Admission Height: ____________ Weight:_______________
	Admit Date:                      Admit Time:                  Admit from:

	Prefers to be called:
	Occupation:

	Race:                 Living with Pre-Hospital:    
	Years of Education:

	Primary Contact Person:

Home Phone:                                      Wk. Phone:
	Attending Physician:

Primary Diagnosis:

	Primary Caregiver:

Home Phone:                                       Wk. Phone:
	Patient Rights Reviewed:
	(Yes   (No

	
	Orient to Unit:  Patient/Family
	(Yes   (No

	
	Consent to Treat signed
	(Yes   (No

	Legal Guardian:          ( Self       ( Other: 




Legal Rep: 







Name/Address/Phone:
	MEDICAL - LEGAL

Have you ever executed one or more of the following:
	

	
	       Durable Power of Attorney for Health Care:
	(Yes   (No

	
	       Living Will:
	(Yes   (No

	
	       Organ Donor Card:
	(Yes   (No

	MARITAL STATUS:        (Single                       ( Married

                                       +  ( Divorced                  ( Widowed


	Has a current & valid copy of the following been submitted to Acuity Hospital of Houston:
	(Yes   (No

	
	       Durable Power of Attorney for Health Care:
	(Yes   (No

	Allergies: 


	       Living Will:
	(Yes   (No

	
	       Organ Donor Card:
	(Yes   (No

	English Speaking:        ( Yes              ( No  

Primary Language: 







Is patient able to read?   ( Yes  (No           Write?   ( Yes  ( No  
	If you have no Advance Directives would you like to declare your wishes?
	(Yes   (No

	
	       If yes, was information provided to patient?
	(Yes   (No



	Vaccinations:

Date of last tetanus shot: __________________

Date of last flu shot:         __________________

Date of last pneumococcal vaccine: _______________
	
	

	Past Surgeries: (list all and year if known)


	Medications prior to admission reviewed and in chart:
( YES     ( NO 

	Religion: 





 
Are there Cultural/Religious beliefs which may affect care during this hospitalization?         ( Yes                  ( No               (Unknown   

If yes, describe: 















	Vital Signs:       T

          P

       R

       B/P:   
/
   Height: 


                          Weight: 
_____    Scale type:________________                                                                                                                             


	Neurological
                                                                                                                                                               

	History:    ( √ all that apply)

( Seizures  /Epilepsy                              ( Trauma
( Headaches/Migraine                            ( TIA
( Dizziness Vertigo                                 ( CVA

	Other (List) : _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________


	Endocrine
                                                                                                                                                               

	History:    ( √ all that apply)

( IDDM                                                ( Hyperthyroidism
( NIDDM                                              ( Hypothyroidism

( Pancreatitis                                       ( Diabetes Inspidus   
( Cushings Syndrome                         

	Other (List) : _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________
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	Patient Label


	PHYSCHO/SOCIAL
                                                                                                                                                                

	Suicide Ideation:       ( None          ( Ideation        ( Intention        ( Plan        ( History of Attempts

If ‘Yes’: Name of Physician notified: _________________________ Date/Time Physician notified:______________________________________
Psychiatric/Psychological History:       ( YES          ( NO           ( Unknown    Comments: 






Drug/Alcohol Use:         ( YES             ( NO            ( Unknown             ( Amount/Frequency: 







	

	CARDIOVASCULAR
                                                                                                                                                               

	History:    ( √ all that apply)

( Hypertension                                 ( DVT
( Hypotension                                  ( Vascular Disease

( Heart Disease                               ( Pacemaker/AICD

	Other (List) : _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________


	RESPIRATORY 
                                                                                                                                                                               

	History:    ( √ all that apply)

( Ephysema/COPD                         ( Sleep Apnea
( Asthma                                         ( Tuberculosis

( Pulmonary Hypertension              ( Bronchitis

( Pneumonia

TB Screening:

 Recent History of: 
( Cough lasting 2 weeks or longer       ( Night Sweats         ( HIV

( Unexplained weight loss                   ( Hemoptysis           ( Hemoptysis            
( Recent exposure to someone with active Tb ( Immunosuppressed 

If patient has 2 or more symptoms notify MD
MD notified: __________________  Time/date notified: _________________
	Other (List) : _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

                    __________________________________


	GASTROINTESTINAL
                                                                                                                                                               

	Previous Bowel Habits: 






Last BM: 








Bowel Patterns:          ( Continent            ( Incontinent

( Constipation            ( Diarrhea              ( Colostomy/Ileostomy
Bowel Routine: (frequency/time of day) 

                 


Medication/Aids: 







History:    ( √ all that apply)

( Gallbladder Disease                         ( Hemorrhoids 
( Hepatitis/jaundice                             ( Bowel Cancer


	Other (List) : _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________


	GENITOURINARY
                                                                                                                                                                               

	Bladder:      ( Continent           Incontinent          ( Suprapubic       

                     ( Ileoconduit

Foley Size: 
__  Last Changed: 

    _____         (  N/A
Presently Experiencing:      ( Urgency        ( Frequency      ( Cloudy Urine

                                               ( Nocturia        ( Bloody Urine                

                                               ( Foul Smelling Urine                                                                                           
                                               ( Pain/burning with urination                               

History:    ( √ all that apply  
( Prostate Cancer               ( Kidney Stones
( Hysterectomy                   ( Renal Transplant
( Dialysis
	Other (List) : _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

                    _____________________________________

	Last menstrual period:     Regular     ( Irregular      ( Not applicable                       
Are you currently pregnant?  ( Yes         (  No      ( Not applicable                       

Is it possible that you could be pregnant?    (  Yes         ( No   ( Not applicable                       
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	Patient Label

	

	REST/SLEEP
                                                                                                                                                                               

	Sleep Patterns:

Medication aids:     Past: 

        Current: 

    # hrs usually slept at night 



History of insomnia   ( Yes  ( No


	PAIN
                                                                                                                                                                                                   

	Pain:     Origin: 


    Location: 


                    Severity       ( Functional with pain

Alleviating/Exacerbating Factors: 




                                        ( Nonfunctional with pain

Current Treatment & Response: 




                                        ( Interferes with daily activity

Duration: 





                   
                    


Acute Pain: 

  Chronic Pain: 


Pain Rating at time of admission: ________________

Pain scale used: ( NVPS ( PAINAD ( Wong Baker: ( Verbal ( Faces

                           (choose one pain scale for assessment)
 What does the patient think is causing the pain:










How does the pain feel:       (Non Verbal          (Ache            (Throbbing          (Pulling         (Dull         (Sharp

                            (Sharp                         (Pinching               (Stabbing             (Burning                (Other:





Are there personal, cultural or spiritual beliefs which help you deal with your pain? ( Yes  ( No, if ‘Yes”, explain: _______________________________

_________________________________________________________________________________________________________________________

Have patient point to location of pain and indicate as "Site A" and "Site B" on the diagram. 

 Rate the intensity and  frequency of the pain.

Site A

Site B

[image: image3.png]


               [image: image4.png]



Intensity

On a scale 0-10 with 10 being the worst ever experienced.

Frequency

( Occasional

( Frequent

( Constant
( Occasional

( Frequent

( Constant



	
	
	

	SKIN
                                                                                                                                                                                                   

	Label diagram at appropriate site with type of abnormality observed.

A - Abrasion
B - Burn

C - Contusion/Bruise

E - Erythema/Rash

L - Laceration

W - Wound

S - Scar

I - Incision

R  - Reddened

SB- Skin Break

U  - Ulcer
IV- Muscle/Bone Tissue Destruction

N - Necrotic Tissue
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	Patient Label

	

	BRADEN SCALE
 

	Sensory Perception
	Activity
	Mobility
	Nutrition
	Moisture
	Friction & Shear
	Total Score

	Completely Limited

Very Limited

Slightly Limited

No Impairment
	1

2

3

4 
	Bedfast

Chairfast

Walk Occasional

Walks Frequent
	1

2

3

4
	Complete Immobile

Very Limited

Slightly Limited

No Limitation
	1

2

3

4
	Very Poor

Probably Inadequate

Adequate

Excellent
	1

2

3

4
	Constantly Moist

Moist

Occasionally Moist

Rarely Moist
	1

2

3 

4
	Problem

Potential Problem

No apparent

No Problem
	1

2

3

4
	


	NUTRITIONAL SCREEN
                                                                                                                                                                   

	1. Have you had recent unexplained weight loss?

2. Have you had a recent history of recent nausea &/or vomitting?

3. Have you had a recent history of loss of appetite?

4. Have you had a recent history of constipation?

5. Have you had a recent history of difficulties with chewing and/or difficulties with swallowing?

6. Have you had a recent history of diarrhea?

7. Wounds present on admission?


	Is patient currently on tube feeding?                       ( Yes    ( No        
If ‘Yes’: Feeding type __________________
             Rate              __________________

             Tube type     __________________

	

	FUNCTIONAL SCREEN
                                                                                                                                                                   

	Assistive devices:

Walking Cane ( Yes    ( No                Dentures: ( Yes    ( No; if ‘yes’ : ( Upper ( Lower

Walker            ( Yes    ( No                Partials:    ( Yes    ( No; if ‘yes’ : ( Upper ( Lower

Wheelchair     ( Yes    ( No
	Other: _______________________________

           _______________________________

           _______________________________


	SPEECH / HEARING / VISION / COMMUNICATION
                                                                                                                  

	Speech:         ( WFL         ( Impaired         Comments: 










Hearing:        ( WFL         ( Impaired  R/L         ( Aid  R/L           ( Unable to assess

Vision:       ( WFL           ( Impaired            ( Glasses          ( Contacts           Deficits: 






Communication:    ( Can express basic needs        ( Can understand basic response

(WFL = Within Functional Limits)


	EDUCATION EVALUATION

	Pt/Family learns best by: ( Discussion  ( Written Handouts   ( Demonstration: ( Repetition  ( Other: _______________________________

(  Anticipate Learning Difficulty related to: _______________________________________
(*Document education on the Interdisciplinary Education Record)


	PERSONAL BELONGINGS

	Belongings present: List:

Acuity Hospital of Houston does not assume responsibility for lost/misplaced items.  

(Pt/Family Assumes responsibility. Pt/family signature: ____________________________________________

(Belongings sent home with :__________________ 

( Locked in Safe. List: ______________________________________________________________________




Signature of Nurse Completing Admission: _____________________________________________________
Print Name:  ________________________________________________________________________________
Date: _____________________________________   Time: ___________________________________________
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	Patient Label
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