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WVNCC Adult Assessment Data Form
Student__________________________
Clinical Area__________________________     Date________
BIOGRAPHICAL DATA
Client Initials _________Rm# __________Adm Date _____________Current Diagnosis________________
Sex ______Age _______Marital Status ____________Significant Other _____________________________
Occupation ___________________________Ethnic / Cultural Background ___________________________
Home Type_________________________Animals ________________Heat / Utilities __________________
People living in Home ___________________Family Type_______________Support Systems ___________
Source of Information / Reliability _________________________________________________________
Reason for Seeking Care ___________________________________________________________________
History of Present Illness____________________________________________________________________ __________________________________________________________________________________________
Past Medical History with dates

	Condition
	Y
	N
	
	Condition
	Y
	N

	Diabetes
	
	
	
	Hypertension
	
	

	Heart Disease
	
	
	
	Seizures
	
	

	Stroke
	
	
	
	Cancer
	
	

	Positive TB test/ TB
	
	
	
	Chronic Cough
	
	

	Night Sweats
	
	
	
	Skin Sores
	
	

	Breathing Difficulties
	
	
	
	Liver/gallbladder
	
	

	Other
	
	
	
	Hepatitis
	
	

	
	
	
	
	
	
	

	Surgical History with dates:

	

	


Significant Family History __________________________________________________________________
________________________________________________________________________________________
Allergies (in red)__________________Reaction _____________ Blood Transfusion ______ Reaction______
Last Physical Exam Date ________________________ Immunization _______________________________
Objective Behavior (affect, facial expressions, gestures) __________________________________________
General Appearance _______________________________________________________________________
Concerns about hospitalization: _______________________________________________________________
Stress Management (Client States) ____________________________________________________________
Coping / Defense Mechanisms (Utilized to adjust to current alterations)_______________________________ ________________________________________________________________________________________
Religious Preference___________________________  Special Requests______________________________
Developmental Stage (Erikson) _______________________________________________________________

	Expected Normals  (from textbook)
	Client Behavior

	1.
	1.

	2.
	2.

	3.
	3.


	Cognitive/Perceptual Pattern
_____Alert  _____Confused  
Oriented to:  _____Person  _____Place  _____Time  _____Situation  
Responsive to: _____Pain  _____ Verbal Stimuli 
Non-Responsive to:  _____Pain  _____Verbal Stimuli
Language spoken:__________________
Hearing/vision/speech difficulty: ____________________PERRLA:_______
_____Glasses  _____Contacts  _____Hearing Aid
Headaches ______Y  ______N  Dizziness  _____Y  _____N
Pain___________
Character_____________________________________     Onset_____________________________
Location _____________________________________     Duration___________________________
Severity (0-10)_________________________________    Precipitating Factors_________________
Alleviating Factors_______________________________________________
Functional Assessment
ADLs:  (use code- 1=independent, 2=needs assistance, 3= dependent)
_____Bath _____Dress _____Feed _____Toilet _____Grooming
Mobility Status: _____Ambulatory _____ Amb. w/assist 
                           _____Transfer w/assist    _____ Bedrest
Assistive Devices:  _____None  ______ Crutches _____Cane _____Walker
                                _____W/C    Other________________________________
Exercise Routine:_________________________________________________
Collaboration:
_____ Physical Therapy
_____ Speech Therapy
_____ Occupational Therapy
Sleep/Rest Pattern
Difficulty Sleeping: _____Y _____N
Do you feel rested after sleeping? _____Y _____N
Habits: ______ Tobacco / Type:________ How Much?_______ How Long?_____
             ______ Alcohol / Type:________ How Much?_______ How Long?_____
             ______Drugs / Type:__________ How Much?_______ How Long?_____
Comments:______________________________________________________
Vital Signs
Body Temp_______ Site ________Respirations Rate/Depth_______________
Pulse Rate/Rhythm:  Apical_________________________________________
                                  Radial_________________________________________
                                  Pedal_______________________ Other _____________
Blood Pressure:     
Right Arm______ Lying _______ Sitting ______ Standing______
Left  Arm_______ Lying _______Sitting ______ Standing______
Comments:_____________________________________________________



	REVIEW OF SYSTEMS
Cardiovascular
_______Pacemaker _______ Telemetry / Rhythm__________________________________________
Pulse: ______Regular   ______ Irregular
Skin Color / Temp________________________ Mucous Membranes__________________________
Edema_______________ Site ______________ Rating ____________________________________ 
Homan’s____________Capillary Refill _____________________
Comments:___________________________________________________________________________
Respiratory
Rate:_______ Regular _____ Irregular ________ SOB___________
Lung Sounds:
R          L        Breath Sound             Cough / sputum____________________________________________
                                                          _________________________________________________________
                       Clear                          Oxygen___________________________________________________
                       Rhonchi                      Oxygen Saturation__________________________________________
                       Diminished                 Environmental Exposure_____________________________________
                       Wheeze                       ________________________________________________________
                        Rales                          Comments________________________________________________
                                                           _________________________________________________________
Collaboration:
_____ Respiratory Therapy
Musculoskeletal 
ROM:  Active / Passive
Limb                                       Normal        Weak        Flaccid      Spastic
Left Arm
Right Arm
Left Leg
Right Leg 
Trunk

Limitations: _____None  _____Fatigue _____ Contractures ______ Fracture
                    _____ Muscle Stiffness  ______ Crepitation ______Amputation
Prosthesis:____________________________________________________
Posture: _______________________________________________________________________________
Comments:_____________________________________________________________________________
______________________________________________________________________________________
Collaboration:
_____  Physical Therapy
Neurological
LOC_____________________________  Pupils_____________________________________
Glascow Coma Scale_________________________________
Gait______________________________   Coordination_______________________________
Reflexes _____________  Site _________  Paresthesia ________________________________
Seizures______________________________________________________________________
Comments:____________________________________________________________________



	Nutrition
Ht._________  Wt.________  BMI:_________  Recent Loss/Gain ________
24-Hour diet Recall
Breakfast________________________________________________________________________________
Lunch     ________________________________________________________________________________
Dinner    ________________________________________________________________________________
Snacks    ________________________________________________________________________________
Appetite: _____________  # meals/day _____________  
Current Hospital Diet__________________________ Diet at Home ___________________
Problems:  _______ Chewing  ________ Swallowing  _______ Other__________________
Comments:_____________________________________________________
Collaboration:
_____ Dietician
Skin
General Appearance:  _____ Pale _____ Flushed _____ Dry _____ Moist
     _____ Warm _____ Cool ______ Hot 
Turgor Recoil: _____Immediate _______Delayed by______
WOUNDS
Site/Description/Dressing
1)_____________________________________________________________________________________
2)_____________________________________________________________________________________
3)_____________________________________________________________________________________
4)_____________________________________________________________________________________
Comments:______________________________________________________________________________
_______________________________________________________________
Collaboration:
________ Wound Care
Abdomen
General Appearance: _____Round ____Concave _____Flat 
_____ Symmetrical  _____ Soft  _____ Firm  _____ Distended_______Girth
Vascular Sounds:________________________________________________
Bowel Sounds: _______ Normoactive  _____ Hypoactive  _____ Hyperactive
_____Nausea  _____ Vomiting  _____Pain
Comments:_____________________________________________________________________________
______________________________________________________________________________________
Elimination
Bowel:  Usual Pattern:_____________________  Last BM:______________
_____ Diarrhea  _____ Constipation  _____ Incontinence  _____Ostomy
_____ Hemorrhoids  _____Bloody Stool
Comments:_____________________________________________________________________________
Urinary:  Usual Pattern:_____________________ Last Void:_____________
_____ Urgency _____ Dribbling _____ Retention  _____ Frequency
_____ Burning _____ Incontinence  _____ Nocturia  _____ Hematuria
_____ Ostomy/Diversion  _____ Catheter / Date Inserted________________
Comments:_____________________________________________________________________________



	Genital
Female:  G/P/A/L_____________  LMP_________  Post Menopausal______
Pap__________ Mam________SBE___________STD_____________
Comments/Concerns_____________________________________________________________________
Male:  # Children____________  Living _________  STE______________
STD________________________________________________________
Prostate Problems_______________________________________________________________________
Comments/Concerns:____________________________________________________________________
Patient Education
List all needs for patient teaching to be completed during this hospitalization
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________



DIAGNOSTIC TESTS (Only)



	Date
	Type
	Result

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


MEDICATIONS (name, dosage, frequency) *Include prescription and OTC medications
Has patient been able to follow prescribed Meds/treatments?______________________________________
	Home
	Hospital
	Reason for Medication

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	IVs
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Space for Drug Calculations / Drug Dosage:


	Write in any other lab values obtained on client

	Urinalysis     
 Normal      
	Results
	Lab
	Normal
	Result/Date
	Relationship to patient condition

	pH
	
	PTT
	
	

	specific gravity
	
	PT
	
	

	protein
	
	INR
	
	

	glucose
	
	GFR
	
	

	nitrites
	
	CPK
	
	

	bilirubin
	
	CPK-MB
	
	

	urobilinogen
	
	Troponin
	
	

	sediment:
	
	Blood 
Glucose
	
	

	crystals
	
	
	
	

	casts
	
	
	
	

	WBCs
	
	
	
	

	RBCs
	
	
	
	


REFERENCES USED FOR ASSESSMENT DATA:
LAB DATA
	Lab Test
	Normal Result
	Patient Result
	Relationship to Patient’s condition

	
	
	Admission
	Date:
	Date:
	Date:
	

	Alb:
	
	
	
	
	
	

	Alk Phos:
	
	
	
	
	
	

	Total Bili
	
	
	
	
	
	

	BUN
	
	
	
	
	
	

	CA
	
	
	
	
	
	

	CL
	
	
	
	
	
	

	CO2
	
	
	
	
	
	

	Creatinine
	
	
	
	
	
	

	Glucose
	
	
	
	
	
	

	GOT
	
	
	
	
	
	

	K+
	
	
	
	
	
	

	Total Protein
	
	
	
	
	
	

	Na
	
	
	
	
	
	

	Bun/CreatRatio
	
	
	
	
	
	

	A / G Ration
	
	
	
	
	
	

	Anion Gap
	
	
	
	
	
	

	WBC:
	
	
	
	
	
	

	RBC
	
	
	
	
	
	

	Hgb
	
	
	
	
	
	

	Hct
	
	
	
	
	
	

	MCV
	
	
	
	
	
	

	MCH
	
	
	
	
	
	

	MCHC
	
	
	
	
	
	

	Platelets
	
	
	
	
	
	

	Segs
	
	
	
	
	
	

	Bands
	
	
	
	
	
	

	Lymphs
	
	
	
	
	
	

	Basophils
	
	
	
	
	
	

	Eosinophils
	
	
	
	
	
	

	Mono
	
	
	
	
	
	

	pH
	
	
	
	
	
	

	pCO2
	
	
	
	
	
	

	pO2
	
	
	
	
	
	

	HCO3
	
	
	
	
	
	

	O2Sat
	
	
	
	
	
	

	OTHER:
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Circle Abnormals In Red and Include in Plan of Care
PROBLEM LIST with ASSOCIATED NURSING DIAGNOSIS:

 1.
Circle problems as collected in data base


 2.
Cluster problems


 3.
List patient problem in order of priority as will be reflected in Nursing Plan of Care

	Problems (clustered and according to Maslow)
	Nursing Diagnosis
	Maslow

	1.
	1.
	

	
	
	

	
	
	

	2.
	2.
	

	
	
	

	
	
	

	3.
	3.
	

	
	
	

	
	
	

	4.
	4.
	

	
	
	

	
	
	

	5.
	5.
	

	
	
	

	
	
	

	6.
	6.
	

	
	
	

	
	
	

	7.
	7.
	

	
	
	

	
	
	

	8.
	8.
	

	
	
	

	
	
	

	9.
	9.
	

	
	
	

	
	
	

	10.
	10.
	

	
	
	

	
	
	


