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DATA BASE
TO MAINTAIN CONFIDENTIALITY, DO NOT INCLUDE REAL INITIALS OR NAMES OF CLIENTS, FAMILY MEMBERS, HEALTH CARE PROVIDERS, EMPLOYERS, SCHOOLS, HOSPITALS, OTHER SERVICES OR AGENCIES, AND SPECIFIC LOCATIONS

Student: _________________________________
Section: _____Clinical date: _________/Week #: ___

Student’s goal for day (professional/personal): ______________________________________________

 Age:  ______      Sex:____________  # days since admission:_______ 

ADMITTING DIAGNOSIS:

Describe pathology in one paragraph (in your own words & with references; may continue on back):

Signs/symptoms:

Typical treatments:

[& use * to indicate actual treatments for this pt.]
Risk factors/Complications/consequences of the diagnosis:

SURGERY [describe] & # days post op, if applicable, for present admission:

Brief medical/surgical history [list]:

Psychosocial and family assessments (strengths, interests, career [now or prior], lives with whom, # of children and do they live in area, ability to manage at home, etc.)  This information will be gotten mostly through talking with your patient.

SPECIFIC ORDERS [Medical, Nursing, Treatments, Therapies, etc.):


VS:      



frequency:

temp. route:

BP & temp (include ranges from highest & lowest since admission):

	
	highest
	Lowest

	Temperature
	
	

	BP
	
	



Resuscitation/DNR status:


Activity:


Diet [WITH rationale]:

IV:

Solution:

Rate (cc/hr and drops/minute):


PCA or Epidural:


Dressings (assess or change):

Isolation (type & rationale):


Tubes:

Foley:

NG:

Feeding:

Other:


Therapies:

Group:

Physical:

Respiratory:

O2:

O2 Saturation:



I & O:



AE hose (TEDS) &/or SCDs (sequential compression devices)

Chem strips (include range of lowest to highest in last 48 hours):

	Lowest value
	

	Highest value
	


	Lab Test/Date
	Normal Value
	Pt’s Value

(indicate ↓ or ↑)
	Reason Abnormal for Your Pt.

	WBC/Leukocytes

       & lymphocytes


	
	
	

	RBC


	
	
	

	Hct


	
	
	

	Hgb


	
	
	

	Platelets


	
	
	

	BUN


	
	
	

	Creatinine


	
	
	

	Na


	
	
	

	K


	
	
	

	Glucose


	
	
	

	Albumin


	
	
	

	T.P. (total protein)


	
	
	

	INR
}

PT
} If relevant
APTT
}
	
	
	

	Urinalysis

Urine C &S


	
	
	

	ALL OTHER LABS OR

TESTS RELEVANT TO PATIENT


	
	
	


MEDS—MAY USE DRUG CARDS BUT MUST INDIVIDUALIZE DOSE, STATE IF ORDERED DOSE IS SAFE, REASON YOUR PT. IS TAKING & ACTUAL EVALUATIONS (on this form or in pencil on card)

ALLERGIES:__________________________________________
	Drug

Trade/Generic

(Classification, DEA

schedule, pregnancy category)
	Dose:

Therapeutic Range

& Patient’s Order (STATE IF PT. DOSE IS IN SAFE RANGE)


	Reason Pt. Taking,

Mechanism of drug’s action & pt.’s S/S indicating need for drug
	Common Side

Effects & Nsg.

Considerations
	Actual Evaluation of drug’s Intended Effects & Observed Side Effects for your Pt. (EVEN IF YOU DID NOT ADMINISTER)

	
	
	
	
	


Please describe your plan of care for today’s clinical experience addressing the following areas: This should be completed prior to the clinical experience and may be collected by your clinical faculty at the beginning of the clinical day: 
What are the priorities for this particular patient in order of importance? Give a rationale for each priority assessment or patient need (in own words, may use additional sheets as necessary)

What specific nursing assessments will you make for each priority? What are the relevant nursing diagnoses?

What are specific interventions you will perform during the clinical day based on your priorities?

After clinical:

How did your priorities change as a result of experiencing the clinical day? Why did your priorities change?

Evaluate your pre-planned interventions:

Based on this information, choose one nursing diagnosis or clinical problem and develop a complete plan of care using the care plan form.
DISCHARGE PLANS INCLUDE:  
Teaching Needs _______________

Type of F/U Care & By Whom ___________

Home/Family Situation & Needs __________

Other Issues (transportation, health insurance, income, child care, etc.) ____________

REVISION OF CARE (if you could do the clinical day again):

     






:



REFLECTIONS: 

WHAT DID I LEARN?  WHAT WENT WELL & WHAT DIDN’T?  HOW WELL DID I MEET MY GOAL? 

WHAT HANDS-ON SKILLS AND INTERPERSONAL SKILLS DID I LEARN/PRACTICE?  

WHAT EMOTIONAL RESPONSES DID I OBSERVE IN MY PATIENT(S) AND MYSELF?:

