NURSING FACILITY HISTORY & PHYSICAL UPDATE


NAME: _________________________________ DATE:___/___/___
Age___   Sex___   Race___  Marital Status________


Pertinent changes in condition:____________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

NEW MEDICATION/ALLERGIES: _____________________________________________________________________

PHYSICAL EXAM:  GEN: __________________________  BP_____/______    TEMP____    HR_____    RESP ________

   
Normal       Abnormal





 Normal         Abnormal


HEENT
 _____/_____________________________________  MOUTH_____/____________________________________

CARD
 _____/_____________________________________  NECK   _____/_____________________________________

LUNG   _____/_____________________________________  BREAST_____/____________________________________

ABD
 _____/_____________________________________  MUSCSKEL____/____________________________________                                                                                  
NEURO  ____/______________________________________  BACK ______/____________________________________

GU/RECTAL____/__________________________________   EXT  _______/____________________________________

WOUNDS/PRESSURE  ULCERS: (Description)





     LOCATION
______________________________________________________________________________
_____________________

Cognitive  Please specify with a  + or -

Oriented to place ___ Date (Mon/Day/Year) ___  Age ___ DOB ___

Decision making Capacity:
       
Normal _________    Impaired/Fluctuating _________    Absent ____________

Neurobehavioral: Paranoid___ Tearful___ Withdrawn___ Angry___ Flat___ Manic___ Psychomotor agitation_______

ACTIVE PROBLEMS

PLAN FOR CARE

1)_________________________
________________________________________________________________________

2)_________________________
________________________________________________________________________

3)_________________________
________________________________________________________________________

4)_________________________
________________________________________________________________________

5)_________________________
________________________________________________________________________

6)_________________________
________________________________________________________________________

7)_________________________    ________________________________________________________________________

8)_________________________    ________________________________________________________________________

Plan for Continuing Care: 

Home_____ Board & Care_____ SNF_____ Assisted living_____ Other _____
 

Rehab potential: Guarded__Poor___Fair__Good__Excellent__    Prognosis: Guarded__Poor__Fair___Good__Excellent___

Signature/Title_________________________________________________________________________
Date _________________

1
PATIENT IDENTIFICATION     

