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Student Name Date

UAM COLLEGE OF TECHNOLOGY-McGEHEE
PRACTICAL NURSE PROGRAM
CLINICAL CARE PLAN

Clinical Facility

Client’s Initials Room # Age Sex

Admitting Diagnosis

Reason for current admission (per client statement)

Satisfactory

Comments

Unsatisfactory

History of current illness

Medical Diagnosis

Definition/ Pathophysiology

Signs and Symptoms




NURSE’S NOTES

DATE/
TIME

CLIENT’S INITIALS

ROOM #

Initial vital signs: BP:
Pain:




NURSE’S NOTES

DATE/
TIME

CLIENT’S INITIALS

ROOM #




PHYSICIAN’S ORDERS

Date orders Date Orders Date Orders Date Orders

Time Time Time Time




SSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Oxygenation
Pulmonary: Do you or have you had any Supportive Data:
Last chest x-ray (date) problem with your
Reason breathing?
Results
Have you ever been )
diagnosed with a respiratory |(?Eetli%tlf)d t;"
Respiratory rate disorder? &
Rhythm Asthma date
Effort Emphysemia date
Chronic Bronchitis___ date
Breath sounds COPD date
Do you smoke?
Skin color What type? A_EB:
o Signs and symptoms
Sputum description
Amount/day?

Cough

Supplemental
oxygen

Pulse oximetry

Updrafts:

Sputum cultures:

ABGs:

How long have you smoked?

Has anyone in your
household smoked?

List medications pt is taking that will
affect the respiratory system.

Goal/Outcomes

Goal:
Met

Not met




ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Oxygenation (Continued)
Circulatory:
Capillary refill Do you now or have you had | Problem Supportive Data
any problems with your
Heart sounds heart? Yes No
Edema
Circulation? Yes_ _No___ | Related to
(etiology)
Pulses Blood Pressure
Yes  No
Hgb
Hct
EKG Bleeding? Yes_ No_

Blood Pressure

Describe:

As evidenced by(S/S)

Heart Rate

Cholesterol

Triglycerides

List medications that pt is taking that
will affect the cardiovascular system.

Goal/Outcomes

Goal
Met

Not Met




ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Nutrition/Fluid & Electrolytes Problem
Feeder? Yes No
Height Diet Supportive Data
Weight
Dietary restrictions
Total protein
Na K Cl
Ca BS Preferences (Food and Zfilgltgd t)o
Fluid) 9
BUN
Skin turgor

Mucous membranes

1V fluids

Intake

Output

List medications that pt is taking that may affect

nutrition or fluid status.

Number of meals/day
Breakfast % consumed

Lunch % consumed

As evidenced by(S/S)

Snack % consumed

Teeth
Condition

Dentures

Upper Lower

Other

Goal/Outcomes

Nutritional status
Good Fair Poor

NG Tube output
Nausea&vomiting

Describe

Heartburn

Difficulty swallowing

Goal
Met

Not Met




ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Protection Problem
Do you have any problem
Skin description or sensitivities related to Supportive Data
your skin?
Yes No
Do you have any allergies?
Yes No Related to
WBC’s (Wlth differential) If yes, describe reaction (et|0|Ogy)

Temperature

Lesions

Moisture

Hair

Nails

Describe wounds or incisions
including the dressings.

Do you have or have you
been exposed to any
infectious or
communicable diseases
that might affect your
care? Yes__ No

As evidenced by(S/S)

Goal/Outcomes

List medications that pt is taking
that may affect the skin.

Goal
Met

Not Met




ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Elimination Problem
Bowel Sounds Do you now or have you Supportive Data
had any problems
Description of stool emptying your bladder or
Formed Loose bowels?
Color Odor Yes No
Other If yes, describe Related to
(etiology)
Urine
Color
Odor
Clarity
Dipstick: reduency of As evidenced by(S/S)
Blood Bowel movements
Sugar Date of last bowel
Keytones movement
pH
Specific Gravity Enema or laxative use:
Nitrite Yes No
Leuk WBC How often Goal/Outcomes
Casts____ Bacteria Type used
BUN
Creatinine List medications that pt is taking
Intake that may affect elimination patterns.
Output

Stool sample ordered?
Urine sample ordered?
C&S?

Goal
Met

Not Met




10

ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Activity & Rest
Restrictions Do you have any difficulty | Problem Supportive Data:
Gait with:
Bedfast Walking/moving?
ROM Yes No

Describe Related to
Appearance (etiology)
Rested Fatigue

Feeding

yourself?

. As evidenced by

Bathing (Signs and Symptoms)

yourself?

Toileting?

E)ressing/grooming?

Describe any limitations
you may have.

List medications that pt is taking
that may affect activity and rest.

Goal/Outcomes

Goal
Met

Unmet




11

ASSESSMENT
Objective behavior

ASSESSMENT
Subjective behavior

NURSING
DIAGNOSIS

NURSING
INTERVENTIONS

RATIONALES

EVALUATION OF
OUTCOMES/GOAL

Activity and Rest (cont)

Do you use any assistive
devices?

Problem

How much sleep do you
usually
need?

Related to
(etiology)

Do you now or have you ever
had difficulty sleeping or
resting?

Yes No

Do you take naps during the
day? When

Do you feel rested when you
awake in the morning?
Yes No

Do you take anything to help
you sleep?

As evidenced by
(Signs and Symptoms)

Goal/Outcomes

Do you have a bedtime
routine? If so, describe

Supportive data:

Goal
Met

Unmet
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ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Senses and Neurologic Have you experienced any
Function changes or difficulties with
Problem Supportive Data:

Alert Vision? Yes No
Oriented Smell? Yes No
Disoriented Taste? Yes No
Confused Sensation? Yes No
Lethargic Hearing? Yes__ No

Memory? Yes  No__ Related to
Describe alteration in Speech? Yes  No (etiology)

LOC

If yes on any of the above,
describe

Assistive devices

As evidenced by
(Signs and Symptoms)

Cognitive ability

Language spoken

Ability to comprehend and
communicate

Goal/Outcomes

Goal
Met

Unmet
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ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Senses & Neurologic
Function Have you or are you Problem

experiencing any pain or Supportive Data:
Comfort/Pain discomfort?

Yes No

If yes, describe

Related to

Location: (etiology)

Quality:

Duration:

Intensity: As evidenced by

List medications that pt is taking
that may affect the senses and
neurologic functioning.

Relief measures:

Do you use any over-the-
counter or prescription pain
relievers? Yes No

(Signs & Symptoms)

Please list any pain relieving
substances you may be taking.

Do you use other pain

reducing techniques besides
medications/substances?
Yes_ No___ Please list any
other methods you may use.

Goal/Outcomes

Goal
Met

Unmet
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ASSESSMENT ASSESSMENT NURSING NURSING RATIONALES EVALUATION OF
Objective behavior Subjective behavior DIAGNOSIS INTERVENTIONS OUTCOMES/GOAL
Endocrine Function
Problem

TSH Existing medical conditions Supportive Data:
T3
T4 Diabetes
Blood Thyroid
Sugar Related to

Hormone problems (etiology)

List medications that pt is taking
that may affect the endocrine
system.

Yes No
If yes, describe

List any hormone replacement
therapy (type, dose,
frequency)

As evidenced by
(Signs & Symptoms)

Do you have any concerns or
guestions regarding

Your sexuality
Menstruation
Reproduction
Menopause

If applicable

Date of LMP

Birth Control
Gravida Para
Onset of menses(Age)
Menopause (Age)

Goal/Outcomes

Goal
Met

Unmet
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ASSESSMENT
Objective behavior

ASSESSMENT
Subjective behavior

NURSING DIAGNOSIS

NURSING
INTERVENTIONS

RATIONALES

EVALUATION OF
OUTCOMES/GOAL

Psychosocial
Self Concept

List medications that pt is taking that
may affect their psychological
functioning.

In general, how have you

been feeling (physically and Problem
emotionally?

Related to
How has the way you have (etiology)

been feeling affected your
usual activities?

Have you ever been
hospitalized before?

Yes No

If yes, describe (when, why,
experiences)

As evidenced by
(Signs & Symptoms)

Goal/Outcomes

What is your understanding
of your reason for this
hospitalization?

Supportive Data:

Goal
Met

Unmet
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ASSESSMENT
Objective behavior

ASSESSMENT
Subjective behavior

NURSING DIAGNOSIS

NURSING
INTERVENTIONS

RATIONALES

EVALUATION OF
OUTCOMES/GOAL

Psychosocial cont’

Do you have any questions or

concerns about your illness or | Problem
hospitalization that you
would like to talk about?
Related to
(etiology)

How have you reacted to
being in the hospital?

Are there any cultural or
religious practices that are
important for you or your
family to perform while you
are in the hospital?

As evidenced by
(Signs & Symptoms)

Goal/Outcomes

Religion

Mood (describe)

Emotional tone
Calm Anxious
Sad Angry
Other__

Supportive Data:

Goal
Met

Unmet
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ASSESSMENT
Objective behavior

ASSESSMENT
Subjective behavior

NURSING DIAGNOSIS

NURSING
INTERVENTIONS

RATIONALES

EVALUATION OF
OUTCOMES/GOAL

Psychosocial cont’

Age_
Sex
Developmental stage

Problem

Single
Married

Widowed
Separated/Divorced
Spouse/partner
Parent/caretaker
Financial provider
Employee/student

Do you expect this
hospitalization will affect your
ability to fulfill the roles you
have in your life?

Yes No

If yes, describe

Related to
(etiology)

As evidenced by
(Signs & Symptoms)

Goal/Outcomes

Living arrangement
Location
House
Apartment
Other

Supportive Data:

Goal
Met

Unmet
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ASSESSMENT
Objective behavior

ASSESSMENT
Subjective behavior

NURSING DIAGNOSIS

NURSING
INTERVENTIONS

RATIONALES

EVALUATION OF
OUTCOMES/GOAL

Psychosocial cont’

Do you anticipate any
difficulty in caring for

hospital?

Problem

yourself after you leave the
I you need anything while in_ | elated to
you need anything while i (etiology)

the hospital or after, who
could you count on to provide
it?

Is there anyone who you
would like to be involved in
decisions about your care or
in any teaching you need?
Yes No

If yes, state name

As evidenced by
(Signs & Symptoms)

Goal/Outcomes

Supportive Data:

Goal
Met

Unmet




IV FLUID:

SOLUTION

IV FLUID ADDITIVE

RATE

19

MEDICAITON ORDER

BRAND/GENERIC
NAME

CLASSIFICATION

ACTION

INDICAITON
(Why is your pt taking this drug)

ADMINISTRATION
TIMES




