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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

	Patient reports of abdominal pain and loss of appetite.

	GU

	Patient complains of whitish per-vaginal discharge and burning sensation during urination. 

	NEURO

	Patient reports of headache pains.

	MUSCULOSKELETAL

	Patient also complains of muscle pain and difficulty when walking.

	INTEGUMENT

	Reports of increased hair loss and itchiness on the skin.

	PAIN (use symptom analysis: PQRST)

	Patients reports of abdominal pain when she sits, headache pain whenever she bends and muscle pain when walking. 
Patient explains the degree of pain in the abdomen as burning, that of the head as a bang and that on the muscle as a tingling. 
Patient points at the forehead, lower abdomen and at the knee joint as regions where pain is concentrated. 
Patient reports of extreme abdominal pain, on and off severe headaches and mild joint pain. 
Patients states of having abdominal pain during the day, untimely headaches and joint/muscle pains which get worse at night.
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2. What objective data did you collect during the physical assessment?
PHYSICAL EXAMINATION
Objective: 	

	GENERAL SURVEY:
Appearance:  
Body Structure: 
Behavior

	On general examination the patient is a middle aged lady, looks weak, proportionate height and body weight and calm.

	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:

	Chest is symmetrical, clear however with abnormal chest expansion at respiratory rate of 27b/m

	CARDIOVASCULAR: 

	On auscultation there are palpitations  with heart rate of 110 b/m

	GI:

	Abdomen is normal in shape and size, tender on palpation with no palpable mass

	GU: 

	Genitalia is normal with no scars nor swellings, whitish per vaginal discharge that is foul smelling

	NEURO: 


	Mental status is normal, there is report of headache 

	MUSKULOSKELETAL: 

	Both lower and upper limbs are symmetrical, pain on lower limb knee joint 

	SKIN/MUCOUS MEMBRANES: 

	No scars/lessions,not dehydrated with normal body temperature of 36.80c

	PSYCHO-SOCIAL: 

	Patient is married ,relates well with family does not use alcohol nor smokes

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



	To avoid stressors associated with her health status /life issues as may be the cause of her the untimely headaches.

 Health education assist in enabling care to be continued and promote healthy environment for both patient and family  especially due to knowledge deficit  
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3. What did you chart in the EHR?

Client’s Initials: S.W_ _ DOB:__17 Sept 1991 Age: 29_._ Sex: _ Female_  

Allergies: _ _No Allergies

Ht: 165cm_ _ Wt.: _ _50kgs       

Culture/Religion: __Catholic                

Marital Status: __ Married

Family support:  YES             ETOH use: NO             Tobacco: NO

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


Vital Signs:   T 36.80c__      HR 110 b/m__      R _27b/m_     BP_139/98mm/Hg_    Monitors: _NA_     Code Status: NA__ 

SPO2: _90%_ Oxygen Therapy: _YES_    Rate: _2L/min

Reason for hospitalization: Chief complains of shortness of breath, headaches, abdominal pain, and lack appetite 

Clinical Diagnosis:  Cancer/urinary tract infection 

Nursing Problems: Shortness of Breath, headache, palpitations, abdominal pain, itchiness on the skin, decreased range of motion

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)
The patient is 29yrs old female, chief complains of shortness of breath, headaches, abdominal pain, and lack appetite, duration of one week, no absolute modifying factors, associated symptoms include: Patients reports of abdominal pain when she sits, headache pain whenever she bends and muscle pain when walking. 
Patient explains the degree of pain in the abdomen as burning, that of the head as a bang and that on the muscle as a tingling. 
Patient points at the forehead, lower abdomen and at the knee joint as regions where pain is concentrated. 
Patient reports of extreme abdominal pain, on and off severe headaches and mild joint pain. 
Patients states of having abdominal pain during the day, untimely headaches and joint/muscle pains which get worse at night and a social history of being married and does not take alcohol nor smokes.
__	

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?)
__	
N/A
Therapeutic orders for day of care:

Diet: _Review by a nutritionist _     

Activity: __   Physical exercising assisted by a physiotherapist. 

IV Type & Site: __ Intravenous Medications at the vein. 

Other (dressings, etc.) __N/A

Education needs/discharge planning:  (Include client and family) 
__On drug adherence, feeding habits and follow up. 
