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CARE PLAN
NURSING CARE PLAN
	Student
	[bookmark: _GoBack]
	                      Date
	
2/9/2018

	Instructor
	Pr. 
	Course
	NURS 317L

	Patient Initial
	S.M.
	Unit/ Room#
	306A
	DOB
	05/12/2011

	Code Status
	Full Code
	Height/Weight
	

	Allergies
	NKDA; NKA



	Temp (C/F Site)
	Pulse (Site) 
	Respiration
	Pulse Ox (O2 Sat)
	Blood Pressure
	Pain Scale 1-10

	 C
	 bpm
	 b/Min
	%
	
	0/10



	History of Present Illness including Admission Diagnosis &
Chief Complaint (normal & abnormal) with APA references
	Physical Assessment Findings including presenting signs and symptoms with APA references

	




	



	Relevant Diagnostic Procedures/Results & Pertinent Lab tests/ Values (with normal ranges),
include dates and rationales with APA references

	Past Medical & Surgical History,
Pathophysiology of medical diagnoses
(include dates, if not found state so)
with APA references

	Collected: 2/6/2018

	· No past medical history
· No past surgical history
· No history of blood transfusion
· No known food or drug allergies
· Received all the immunization as per schedule



	Erikson’s Developmental Stage with Rationale
APA references
	Socioeconomic/Cultural/Spiritual Orientation 
& Psychosocial Considerations/Concerns (3) with APA references

	Industry vs Inferiority

School-Age (6-11 years old). At this stage children are supposed to develop concepts of numbers. Like to draw, print, color. Can bathe without a supervision, brush/comb hair. Develop concept of time. Can help with routing household tasks. Repeat days of the week. The patient has normal developmental level for her age (McLeod, 2013).
	· Family involvement – desire to actively participate
· A child lives with the mother
· Father is actively involved in child’s life
· Not a passive smoker
· Developmental milestones are according to age
· Understands English and can express herself in English. Also, knows Spanish
· Feels upset when coughing
· Psychosocial assessment – calm and cooperative
· Patient’s mood – calm, cooperative and coping well
· Social Activity: Playful/Active
· No evidence of abuse



	Potential Health Deviations, Predisposing & Related Factors; (At least two) Include Interventions to assess or prevent potential health deviations
Include three independent nursing interventions  
(“At Risk for…” nursing dx)
	Interprofessional Consults, Discharge Referrals, & Current Orders (include diet, test, and treatments) with Rationale
with APA references 

	
	



	Priority Nursing Diagnosis
(at least 2)
Written in three-part statement

	Planning
(outcome/goal)
Measureable goal during your shift
(at least 1 per Nursing diagnosis)

	Prioritized Independent and collaborative nursing interventions; include further assessment, intervention and teaching
(at least 4 per goal)
	Rationale
(use APA citations)
	Evaluation
Goal Met, Partially Met,
 or Not Met
& Explanation
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