Specialized Nursing Assessment Worksheet 
Consumer Name

Assessment Date:


Consumer #
         SS#
DOB: 
         
1  Initial Information
Pertinent Medical History:  (include medical diagnosis, treatments and providers)
Summary of health status this past year

2
Diagnosis (use the same as other documents)
Axis I: 
Primary




Secondary




Substance Abuse Diagnosis




Primary




Secondary


Axis II:
Primary 




Secondary
Axis III:
Primary




Secondary

Axis IV:




__ Problem w/Primary support group



__ Economic problems




__ Problem related to social environment




__ Problem accessing health care




__ Educational Problems




__ Problem related to interaction system




__Occupational Problems




__ Other psychological and environmental problems




__ Housing problems




__ Behavioral/personality problems

Axis V:    Current GAF  ___

3
Medications (use the same as other documents)

Please list your CURRENT MEDICATIONS prescribed by CMH
	DRUG NAME
	STRENGTH
	PRESCRIBED BY
	INSTRUCTIONS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list ALL OTHER MEDICATIONS (from other providers, over the counter, vitamins and herbal remedies):

	DRUG NAME
	   STRENGTH
	INSTRUCTIONS

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Allergies (include allergies to food, medication, pollens and products)
4
Body Systems Assessment

Vital Signs
 FORMCHECKBOX 
   Not assessed
Temperature _____ 
 FORMCHECKBOX 
  Oral

 FORMCHECKBOX 
   Ear        FORMCHECKBOX 
 Radial  FORMCHECKBOX 
   Axillary

Pulse  ___     FORMCHECKBOX 
 Apical
      
Respiration _________________
Blood Pressure ______________
Height _______________ 

Weight _____________________ 
BMI _________  
Ideal Weight Range ________ 
Diet as prescribed by MD: ______________________________________
Comments:
Mental Status
 FORMCHECKBOX 
 Baseline
 FORMCHECKBOX 
   Not assessed
 FORMCHECKBOX 
  Lethargic but easy to arouse



 FORMCHECKBOX 
  Oriented to person/ place / time 
 FORMCHECKBOX 
  Confused

 FORMCHECKBOX 
  Memory Loss

 FORMCHECKBOX 
 Addictions
 FORMCHECKBOX 
 Agitation
Comments: 
Speech

 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
   Not assessed
 FORMCHECKBOX 
  Doesn’t speak English
 FORMCHECKBOX 
 Non-Verbal




 FORMCHECKBOX 
Speech Impediment


 FORMCHECKBOX 
  Cannot understand

 FORMCHECKBOX 
  Aphasic

Comments:
Vision / Eyes
 FORMCHECKBOX 
 Functional
 FORMCHECKBOX 
 Not assessed
Limited  FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left
Blindness  FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left  

Glaucoma  FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left  

 FORMCHECKBOX 
 Glasses
 FORMCHECKBOX 
  Contact lenses


Cataracts   FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left  

 FORMCHECKBOX 
  Redness 
 FORMCHECKBOX 
  Burning
 FORMCHECKBOX 
 Itching 
 FORMCHECKBOX 
Blurring
 FORMCHECKBOX 
 Non-reactive
 FORMCHECKBOX 
 Unequal

Comments:

Hearing / Ears
 FORMCHECKBOX 
 Functional
 FORMCHECKBOX 
Not assessed
Impaired Hearing  FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left




Deaf  FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left
Hearing aid  FORMCHECKBOX 
 Right   FORMCHECKBOX 
 Left  
Comments:
Nose

 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Septum Midline
 FORMCHECKBOX 
 nasal discharge
Comments:
Throat/Mouth
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Redness
 FORMCHECKBOX 
 Dysphagia
 FORMCHECKBOX 
 Broken / missing teeth
 FORMCHECKBOX 
 No teeth
Dentures  FORMCHECKBOX 
 Upper   FORMCHECKBOX 
 Lower  FORMCHECKBOX 
Partial
 FORMCHECKBOX 
 Gingivitis
 FORMCHECKBOX 
  Halitosis

 FORMCHECKBOX 
 Needs assistance with care

Comments:
Skin

 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Dry
 FORMCHECKBOX 
Abnormal Turgor
 FORMCHECKBOX 
 Moist
 FORMCHECKBOX 
 Warm


 FORMCHECKBOX 
 Cool

 FORMCHECKBOX 
 Pale


 FORMCHECKBOX 
 Dusky


 FORMCHECKBOX 
 Flushed
 FORMCHECKBOX 
 Lesions

Identify Bruises / Rashes / Scars / Ulcerations/ Incisions / Decubitus/ Abrasions / Edema
Comments:
Respiratory
 FORMCHECKBOX 
 Normal 
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Shallow
 FORMCHECKBOX 
 Labored
Shortness of breath  FORMCHECKBOX 
 
 FORMCHECKBOX 
Tracheotomy
 FORMCHECKBOX 
 Smoker

 FORMCHECKBOX 
 Non-smoker
 FORMCHECKBOX 
 Cough
Comments:
Cardiovascular
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Irregular
 FORMCHECKBOX 
 Strong
 FORMCHECKBOX 
 Weak
 FORMCHECKBOX 
 Dizziness
 FORMCHECKBOX 
 Fainting

 FORMCHECKBOX 
 Chest Pain
 FORMCHECKBOX 
 Fatigue 
 FORMCHECKBOX 
 Hypertensive
Comments:
Musculoskeletal
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
   Not assessed
 FORMCHECKBOX 
 Lack of Coordination

 FORMCHECKBOX 
Weakness

 FORMCHECKBOX 
Sensory Loss FORMCHECKBOX 
 Contractures

 FORMCHECKBOX 
 Limited of range of Motion
 FORMCHECKBOX 
 Deformities

 FORMCHECKBOX 
Amputation
 FORMCHECKBOX 
 Gait Impairment
 FORMCHECKBOX 
 Joint / Muscle Pain

 FORMCHECKBOX 
 Paralysis

 FORMCHECKBOX 
 Spasticity

Comments / Adaptive Equipment:

Extremities –Upper
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Discolored
 FORMCHECKBOX 
 Edema
 FORMCHECKBOX 
 Mycotic Nails     FORMCHECKBOX 
 Ulcers
 FORMCHECKBOX 
 Contractures

Comments:
Extremities –Lower
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
   Not assessed
 FORMCHECKBOX 
 Discolored
 FORMCHECKBOX 
 Edema
 FORMCHECKBOX 
 Mycotic Nails     FORMCHECKBOX 
 Ulcers
 FORMCHECKBOX 
 Contractures

 FORMCHECKBOX 
 Pedal pulse present

 FORMCHECKBOX 
 Varicose veins

Comments:
Neurological
 FORMCHECKBOX 
 No Problems identified   
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Seizures
 FORMCHECKBOX 
 Tremors

Comments:
Gastrointestinal
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
Not assessed
 FORMCHECKBOX 
Appetite Problem
 FORMCHECKBOX 
 Constipation

 FORMCHECKBOX 
 Illeostomy
 FORMCHECKBOX 
Colostomy

 FORMCHECKBOX 
 Hemorrhoids

 FORMCHECKBOX 
 Nausea / Vomiting
 FORMCHECKBOX 
 Distended Abdomen


 FORMCHECKBOX 
 Bowel Sounds
 FORMCHECKBOX 
 Diarrhea

 FORMCHECKBOX 
 Involuntary bowel movement

 FORMCHECKBOX 
 Feeding Tube
Comments:
Genitourinary
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Urinary Incontinence
 FORMCHECKBOX 
Dribbling


 FORMCHECKBOX 
 Nocturnal Incontinence

 FORMCHECKBOX 
 Burning

 FORMCHECKBOX 
 Odor
 FORMCHECKBOX 
 Frequency

 FORMCHECKBOX 
Urinary Appliance

Comments:
Reproductive
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Menses
 FORMCHECKBOX 
 Dysmenorrhea


_____ Last Menstrual Period
 FORMCHECKBOX 
 Pre-menstrual Syndrome
 FORMCHECKBOX 
 Menopause


 FORMCHECKBOX 
 Erectile Dysfunction
 FORMCHECKBOX 
 Contraceptives
 FORMCHECKBOX 
 Not sexually active
 

Comments:
Hygiene
 FORMCHECKBOX 
 Normal / Good
 FORMCHECKBOX 
 Not assessed
 FORMCHECKBOX 
 Poor

 FORMCHECKBOX 
Fair

 FORMCHECKBOX 
 Requires prompts

 FORMCHECKBOX 
 Independent

 FORMCHECKBOX 
 Dependent

Comments:
Pain
 FORMCHECKBOX 
 No Pain
 FORMCHECKBOX 
 Not assessed
Pain Scale 1-5 rate_______________

Describe where the pain is located, the known cause of the pain, and treatment

5 Exam / Immunizations

Exam Type
Last Exam Date
Date Due
Not Applicable
Physical
______________
___________
 FORMCHECKBOX 

Audio
______________
___________
 FORMCHECKBOX 

Visual
______________
___________
 FORMCHECKBOX 

Dental
______________
___________
 FORMCHECKBOX 

Pap / Pelvic
______________
___________
 FORMCHECKBOX 

Breast Exam
______________
___________
 FORMCHECKBOX 

Mammogram
______________
___________
 FORMCHECKBOX 

Prostate
______________
___________
 FORMCHECKBOX 

Prostate Specific Antigen
______________
___________
 FORMCHECKBOX 

EEG
______________
___________
 FORMCHECKBOX 

EKG
______________
___________
 FORMCHECKBOX 

Other Exams /Laboratory Tests: 
Immunizations
Last Date
Date Due

Tetanus
______________
___________
Heptavax
______________
___________
Influenza
______________
___________
TB Test
______________
___________
Pneumovax
______________
___________


Chest X-ray
______________
___________

Susceptibility to Hypothermia and / or Hyperthermia and related conditions:

6
Recommendations

Safety Concerns
Barriers to Care

Nursing Diagnosis

Recommendations (Include frequency of monitoring)
