FAITH MEDICAL SEVICES
SKILLED NURSING VISIT NOTE
					
 Patient Name:__________________________________________ DOB:_______________						                                                                                                   Date of Visit: ___________________
      Patient Address/Phone: ___________________________________________________	        Time In: ______   Time Out: _______
     	Mileage: ________
      Physician name/Phone:____________________________________________________
Mental Status:    Alert    Oriented    Lethargic    Forgetful    Other

Type of Visit: ( ) Initial Visit ( ) Skilled (RN/LPN) ( ) Supervisory Visit ( ) Other__________
 (
NURSING ASSESSMENT AND OBSERVATION SIGNS/SYMPTOMS
)
	C/P:   no problems reported    Breathing sounds clear:   right    left
 O2 at _____ via _____ frequency _____     inhalation tx    ventilator dependent 
 pedal pulses present:  bilat    rt    lt    Problem:  Rt: __________________________________
 cough:    productive   non-productive                    Lt: __________________________________
color: _________ consistency: __________   amount: ______________________________________
 dyspnea    exertional    rest    fatigue    chest pain    radiation    cyanosis    clubbing
 edema: _______ +rt. ______ +lt.     Description: ______________________________________
________________________________________________________________________________
________________________________________________________________________________

	MUSCULOSKELETAL:
 no problems reported
 Home Safety Instruction Reviewed
 headache    dizziness   
 pupil changes    bed bound   
 tremors    decrease ROM
 weakness    paralysis   
 neuropathy     limited manual dexterity    edema    mobility   
 ADL    cognitive

Description: _________________________
____________________________________
____________________________________
	GENITOURINARY:
 no problems reported
 Catheter:   internal       external
 Foley:  Size: ______  Balloon: _____
 Date changed: ___________
 Incontinent    burning    pain
 Discharge: ____________________
Urine color: _____     Clarity:  Yes     No



Description: _________________________
____________________________________
____________________________________

	SKIN:     no problems reported
 stoma    fistula    wounds    incision    lesion
 warmth    tenderness    rash    ecchymosis
 discoloration    tubes/drains
 other: _____________________________________
	DIGESTIVE: 
 No problems reported
 Last BM ________
 ostomy       Other ___________
 incontinent      constipation
 diarrhea     nausea    emesis    turgor
 Bowel Sounds    sluggish    absent
 Swallowing deficit:     appetite    diet   

Description: __________________________
          ______________________________________        


	Coordination of Care:  MD   RN   PT   OT   ST   MSW  Other: 

Date: ____________              Name(s): _________________________________________
Discussion/result: ________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

 New issue: _________________________New goal: __________________________________    

	CARE PLAN:  Reviewed/Revised with patient involvement    Outcome achieved    PRN order obtained  PLAN FOR NEXT VISIT: ________________________________________
APPROXIMATE NEXT VISIT DATE: _____/_____/_____            DISCHARGE PLANNING:  yes   no    n/a   
MEDICATION STATUS:  No change    order obtained   BILLABLE SUPPLIES RECORDED:  yes    no
CARE COORDINATION:  MD   PT   ST   OT   SW   OTHER: __________________________________



	VITAL SIGNS:   Weight: ________ Height_________
PEDS: Length______________ Head circumference_____________

Temp: _____      Oral     Auxiliary     Rectal
Pulse: ______   Reg.         Irreg.
Respiration: ______    Reg.         Irreg.
Blood Pressure:
         Rt. _______   Lt. _______             Lying   Sitting
          Patient declines: 

	COMFORT:      No problem reported
 Pain level: ___ ( 0-10 scale)
 Onset: ________________________________
 Duration: _____________________________
 Location: _____________________________
 Other: _______________________________
 Relieved by: __________________________
 Pain level after intervention: ___ ( 0-10 scale)

	MEDICATION:  
 New    Change      No change
Medication  administered this visit  ( ) Yes ( ) No
Administered by: Self  ( ) Family/Caregiver ( ) Nurse
Instructions: _____________________________________________
_________________________________________________________

	PSYCHOSOCIAL:
 No problem reported

Description: ______________________________________________
_________________________________________________________


	ENDOCRINE:   No problems reported
 FBS: __________   
 RANDOM BS:__________
 Nervousness    diaphoresis
 tachycardia    polyuria    thirst    hunger
Description: ______________________________________________
_________________________________________________________


	IV ACCESS: 

	Type of line:   Peripheral  PICC    Central (type) ___________
 Implanted port   Location (specify) ________________________
Site/describe: (If applicable)________________________________
 No evidence of infection
 Dressing change   Cap change    tubing change
 Extension and tubing change 
 Line flushed _________ml saline/sterile water
 Heparin ________ unit/ml ____________ml
Administered: ____________ Time: __________
By:    RN    Patient    Caregiver   
Dose: ______   Rate: ______    Cone: __________
 Instructed patient/family/caregiver on infusion therapy
 Patient/family/caregiver demonstrates/verbalizes proper management of infusion (s)
Comments: ______________________________________________
_________________________________________________________
__________________________________________________________
Lab: None   Blood drawn from __________ for_______________
Other_______________________ Delivered to_________________



		  								 
	INTERVENTIONS/INSTRUCTIONS (MARK ALL APPLICABLE WITH AN ‘X’ CIRCLE APPROPRIATE ITEM(S) SEPARATED BY ‘/’.

	
	Skilled observation & assessment
	
	Chest physio./ Postural drainage
	
	IM Injection
	
	Safety factors

	
	Foley care
	
	Change NG/ G tube
	
	Psych,. Intervention
	
	Prenatal assessment

	
	Urine testing
	
	Admin. Of vitamin B12
	
	Observe S/S infection
	
	Post-partum assessment

	
	Wound care/dressing
	
	Prep. / Admin. Insulin
	
	Diabetic observation
	
	Teach infant/child care

	
	Decubitus care
	
	Teach/ Admin.  IVs/Clysis
	
	Teach diabetic care
	
	Pain Management

	
	Venipuncture
	
	Teach ostomy/ileo. Conduit care
	
	Observe /Teach medication (N or C)  effects/side effects
	
	Other:

	
	Post-cataract care
	
	Teach/ Admin./tube feedings
	
	Physiology/disease process teaching
	
	

	
	Bowel/ Bladder training
	
	Teach/ Admin. /care of trach.
	
	Observe ADLs
	
	

	
	Digital exam with manual removal/Enema
	
	Teach/ Admin./Inhalation Rx
	
	Evaluate diet/fluid intake
	
	

	
	
	
	Teach care – terminally ill
	
	Diet teaching
	
	

















	SUPERVISORY VISIT       not applicable
RN/LPN:_______________________________________
FOLLOWS CARE PLAN                    YES      NO    
CARE PLAN UPDATE                       YES       NO
PHYSICAL NEEDS MET                   YES      NO                                
MENTAL NEEDS MET                      YES      NO    
SOCIAL NEEDS MET                        YES      NO    
EMPLOYEE PRESENT                      YES      NO    
SERVICE CHANGE REQUIRED     YES       NO
PATIENT SATISFIED                       YES       NO
	RESPONSE TO TEACHING:______________________________________
  Good  Fair   Poor  Anxious  Can’t cope
 
Verbal/Understand    Y    N     Patient Declined   Y     N

Returns demonstration correctly Y      N

Needs Further supervision in: ___________________________________

Needs further Instruction in: ____________________________________
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	DRAINAGE TYPE

N = NONE
S = SERIOUS
SS = SEROSANGUINEOUS
P = PURULENT
FP = FOUL PURULENT

	DRAINAGE AMOUNT
N = NONE
SC = SCANT
SM = SMALL
MOD = MODERATE
L = LARGE
C = COPLOUS
	WOUND BED TISSUE

SP = SLICK PINK
G = GRANULATING
SL = SLOUGH
E = ESCHAR
EP = EPITHELIATIZATION

	S/S INFECTION

N = NONE                       E = EDEMA
O = ODOR                      P = PAIN 
ER = ERYTHEMA       F = FEVER
W = WARMTH 
T= TENDERNESS
	Surrounding Tissue

R= RED
W=WHITE
F=FIRM
E=EOCHYMOTIC


  



















VISIT DETAILS: _______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________

NURSE SIGNATURE: ___________________________________________________ DATE: ________________________________________________________


CLIENT SIGNATURE: ___________________________________________________DATE: ________________________________________________________


MD SIGNATURE: ______________________________________________________ DATE: _________________________________________________________
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