**Please type your answers in BLUE
**Type NA if the category is Not Applicable
Date: 
Student Name: 				ATI Health Assess Patient: 

1. What subjective data did you collect prior to beginning the physical assessment?

ASSESSMENT DATA
Subjective:				  Comments/Responses:

	HEENT

	(i.e. Patient states, “my head has been hurting. Patient denies difficulty hearing. Patient reports increasing hair loss.)

	PULMONARY

	(i.e. Patient denies SOB.)

	CARDIOVASCULAR

	(i.e. Patient reports palpitations.)

	GI

	

	GU

	

	NEURO

	

	MUSCULOSKELETAL

	

	INTEGUMENT

	

	PAIN (use symptom analysis: PQRST)

	


***Make sure you do not leave any space blank






















2. What objective data did you collect during the physical assessment?
PHYSICAL EXAMINATION
Objective: 	

	GENERAL SURVEY:
Appearance:  
Body Structure: 
Behavior

	

	HEENT:  

	(i.e. Head in normocephalic, eyes are PERRLA, hearing are within normal limits, no drainage present on eyes, ears, or nose, Nose are patent, no palpable lymph nodes, the tongue is midline, buccal mucosa pink and moist, and trachea is midline.)


	PULMONARY:

	

	CARDIOVASCULAR: 

	

	GI:

	

	GU: 

	

	NEURO: 


	

	MUSKULOSKELETAL: 

	

	SKIN/MUCOUS MEMBRANES: 

	

	PSYCHO-SOCIAL: 

	

	EDUCATION: What did you teach this client & family and how did they respond? 



	


***Make sure you do not leave any space blank












3. What did you chart in the EHR?

Client’s Initials: _ _ DOB: __ Age: _._ Sex: _ _  

Allergies: _ _

Ht: _ _ Wt: _ _       

Culture/Religion: __               

Marital Status: __ 

Family support:  yes or no             ETOH use: yes or no             Tobacco: yes or no

Other disciplines/consults caring for the 
client (e.g. Physical Therapy, OT, dietitian, Cardiology, etc)


Vital Signs:   T __      HR __      R __     BP__    Monitors: __     Code Status: __ 

SPO2: __  Oxygen Therapy: __    Rate: __

Reason for hospitalization: 

Clinical Diagnosis: 

Nursing Problems: 

Summarize client’s past medical history & history of present illness: 
(i.e. Age, gender, chief complaint, Location: Quality:Severity: Duration: Timing:  Context: Modifying Factors: Associated Signs and Symptoms: Of Chief Complaints (PQRST), Past medical history, Past family history, Social History)

__	

Summarize hospital course/events from admission to present:
(i.e. When did they arrive. Through what means? When were they admitted? Why were they admitted? Why are they still in the hospital? What is the plan of care?)
__	

Therapeutic orders for day of care:

Diet: __     

Activity: __       

IV Type & Site: __ 

Other (dressings, etc.) __

Education needs/discharge planning:  (Include client and family) 
__
