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Unit #: J0LUUI6L22 Account #: J84050217483 :
Admitted: 10/30/05 at Libs Location: J.2A bomnion Hospital Patient Care *Live* Printed LL. U2/u9 al Undo

Status: DIS IN Room/Bed: J. 222-8 CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions From Intervention Description Sts) Directions © Frail

Activity GUccurred Recorded Documented Activity Occurred Recorded Documented

[ype bate tie ihewe Dityet Units Change Type Date Time by ape Lge yO Lites Chg

ed peay Do ey td) Activity Date Jos /09 Die D159 peontued)

1OQULUO2 PSY: Admit History/Systems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)

Neurclogical Assessment WOP: ¥

Oriented To:

Hand Grips:

Eyes Open:
Best Motor Response

best Verbal kesponse

lutal . Circulatory Assessment WDP:

Movetient Right Arm:

Moveiient Lett Arm:
Movement Rignt Leg

Movement Lett Leg:

Neuro Comment’:

~~~ Eye/Ear/Nose/Throat Assessment ~~-
EENT Ha

CENT Assecsmient wOP:
Visual Impairment :

Hearing linpairment :

Throat Complaint:

Mucous Metibranes :
Left Nares:

 

Right Nares:

EENT Comment*:

Cardiovascular Assessment WOP:

Skin Color:

Shin

AsSoCidted Ligns & Symptons

Does Patient Have a Pacemaker:
Implantable Defibrillator:

Cardiovascular Comment’:

y

Altered Circulatory Site:

Proximal Pulse to Affected Site Evaluated:

Proximal Pulse Character
Amount of Edema Noted Proximal to Affected Site:

Capillary Refill Proximal to Affected Site:

GLASSES Skin Proximal to Affected Site:

1

Skin Calor Proximal to Affected Site:

Sensation Proximal to Affected Site:

Distal Pulse to Affected Site Evaluated:

Distal Pulse Character:
Amount of Edema Noted Distal ta Affected Site

Capillary Retill Distal to Affected Site:

Skin Distal to Affected Site:

Cardiovascular Assessment ~~~ Skin Color Distal to Affected Site:
Cardiovascular Ha: DENTES

Y Sensation Bistal to Affected Site

Circulatory Corment*: ~~~ Respiratory Assessment ~~~
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Age/Sex: 35 | Attending: Rott, Richard L esd | WILLTAMS LinAE D Gp Paye. <1

Unit #: JOUUULBIE2 Account #: J8409U21/483
Admitted: 10/30/05 at lite Location: J.2A Dominion Hospital Patient Care *Live* Printed Li2/u9 at ucos

Status: DIS IN Room/Bed: J.222 CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions From Intervention Description Sts) Directions frotl

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
Type Date Tis by Dute Die by otiine nt Units Change Type Date Dime by Date Towe by Coat Lint bit

Aptiwity Date 1 /su iy Jaume 59 cai pued Activity Dare- IOs s0/09 Lime 1459 (cont ped)

1G02u02 boY: Admit Histury/Systems Assessment + (continued) 1002002

Respiratory Ha: DENIES

Previous treatment of asthma:
Tobacco Use Now or in Previous
NONE

12 Months:

Kind of tobacco:

Packs/tins per day:

How jldny years

Quit? When:
sinoking Reterral :

ShOh Wig CeSsalion instruction given to the patient arid/or caregiver -

SMOk Mg. Coimitent* :

Is Patient Present? ¥
Able to pertorm 1B & Contagious Respiratory Infection Point of Entry Screen Y

Reason-

IS patient currently esperiencing any of following in last 7 days:

Fever greater than 100.4? N
Cough? N

(37.8 C)
(not related to
allergy or COPD)

Persistent Cougn greater than 3 weeks?
Cough with blood produced?

Sore Throat?
Night sweats?

Uneaplained weight loss?
Fatigue? =

e
z

Body aches? N

Rash? N

Natal Congestion cnot related to allergies or sinus infections)? N

PL reports priur history of TB or positive TB skin test? N

Close Contact with a person who has TB? N  

PSY: Admit History/Systems Assessment + (continued)

Close contact with any person having an Influenza-like I} iness? N

IB Point of Entry Screen: Contagious Respiratory Infection Point of Entry Sereeri-
NEGATIVE NEGATIVE
Mask applied, patient isolated, and receiving unit/department notified?

Respiratory Assessment WDP: Y
RUL Breath Sounds:

RLL Breath Sounds:

LUL Breath Sounds:

LLL Breath Sounds:

Kespiratory Eftort:

Cough:
Sputum Color:

Sputum Consistency:

Sputum Amount :
Capillary Refill:

~-~ Oxygen/Respiratory Assessment ~~~

On Oxygen:
O2 Delivered Per:

02 Liters / Minute:
Sp02 Continuous Monitoring:
Sp02% After Oxygen Applied:

Respiratory Comnent*:

~~~ Gastrointestinal Assessment ~~~



 

 

 

 
 
  
 

Age/Sex: 55 | Attending: Rott.kichard| Cag WILLTAMS LYNNAE D Na Paye: 24
Unit #: Jududlel2? Account #: J8409021/483 /

Admitted: 10/30/09 at L1Lo Location: J.2A Domnion Hospital Patient Care *Live* Printed 11/Uc/U9 al Wess
Status: DIS IN Room/Bed: J.222)- CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions From Intervention Description Sts) Directions Froit

Activity Occurred Kecorded Documented Activity Occurred Recorded Documented
Lhe Dabe Die ey ates Die by Comme at Units Chang: Type Date Digie py ate Dot by eat Unit Chis

L. tty Dabs TOig Die 169 cot re) Retivity Dare. 10/30/09 Tome 1459 feu ped)

1U020Uc PSY: Adimt History/Systems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)
Gastrointestinal Hx: DENIES

Gastrointestinal Assessment WOR: ¥

GI Complaint:

Vulliting Episodes in Previous 24 Hours:
Content/Appearance of Emesis:

RUQ Bowel Sounds :
RLQ Bowel Sounds:
LUQ Bowe |
LLQ Bowe]

Sounds
Sounds

Last bowel Movement
Description of Stool

10/30/09
Nornia |

Abuoimen Sott & Non- Tender:
Abdotien Firm/Raigid: N

Distention:
Guarding:

kebDound Tenderness:

lenderness to balpation

Palpable Mass

GL Coitinent*

~~~ Nutritional Assessinent ~~~
Signs of Nutritional Rist Nutrition Consul
None

Nutritional Cormtents*

Total

~~> Genitourinary Assessment ~~~
GU H«: DENIES

Genitourinary Assessment WDOP: Y

Seaual History: NOT Sexually Active

Sexual Orientation:

Condom used?
keproductive-Feina le:

Reproductive-Male:

LMP :
Abnortial Urination:

Urine Appearance: Catheter:
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Age/Sex: Js | Attending: Koll. Kichard L Gesg Page: os
Unit #: JUUbULe12? Account #: J&409U217483

Admtted: 10/30/09 ut ilos Location: J.2A Dominion Hospital Patient Care *Live* Printed 1L1/u2/ 09 dl Us

Status: DIS IN Room/Bed: J.222-b CLINICAL DOCUMENTATION RECORD

Intervention Description sts Directions From Intervention Description Sts Directions Fruit

Activity Gecurred kKecorded Documented Activity Occurred Recorded / Documented
Type ite Lim by babe Lue by Cet Units Chang. Type Date Tue py Date Doge by Coir pt Chie

Seppe ty fap: TOoy Die L459 Soph oe | Activity Date: 10/30/09 Tue =459 etue)  
 

Luveuue PSY: Admit History/Systems Assessment +

Catheter Type:
(continued)

Description uf Catheter Furiction:

Associated Signs & Symptons:

GU Coltienit* :

~~~ Endocrine Assessment ~~~

Endocrine Ha: DENTES

tndocrine System wOP: Y

Endocrine Comment? :

litiune System:

liwmune System Comment * :

~~~ Musculoskeletal Assessment ~~~
Musculoskeletal Ha: DENTES

Musculoskeletal Assessment wDOP: Y

ueneraliZed Weakness
kight Upper Extremty
Lett Upper Eatremity

kignt Lower Extremity:  

1uu2002 PSY: Admit History/Systems Assessment +

Left Lower Extremty:

Balance/Gait:

Paralysis:

Ainputee:

Complaints of Joint Swelling/Tenderness :

Musculoskeletal Comment*:

~~~ Functional Assessment ~~~
Functional Assessment WDP: Y

Functional Comment*:

Physical Limitations Interfering with Recreational Activities:
Describe:

Other Limitations Interfering With Recreational Activities: N
Describe:

Need special equipment/supplies for routine Care? N
Special Equipment:

Do you Exercise on a Regular Basis: ¥
Type of Exercise: RUNNING, WEIGHTS

Frequency of Exercise: THREE TIMES A WEEK

Any Change in Sleep patterns:
NO SLEEP PROBLEMS

~~~ Integumentary Assessment ~~~

(cont inued)



Attending: Koth. Richard KalAge/Sex: 33
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Unit #: JUUUUI8i22 Account #: J8409021/483
Admitted: 10/30/04 at 1156 Location: J 2A Dominion Hospital Patient Care *Live* Printed Ll,0c/uy at Uess

Status: UIS IN Room/Bed: J. 222-6 CLINICAL DOCUMENTATION RECORD

Intervention Descripl ton sts Directions From Intervention Description Sts Directions Froit

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
Djs Duties Lo by ite Luge by nea Units Change Type Dare Dige by ate Doe by Coit Voit: Chie

Api yDate Ly Doe PSS ee) Activity Dare. To 30g Toe 1459) et ed)

1002002 PS¥: Admit History/CSystems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)
Integuiientary Ha: DENIES

Prior history of chronic wounds, non healing wounds? N
Prior tistory of stapn infection? N

wOP: ¥

Presence Of open or drataing wounds?

Presence of wounds that resemple spider bites?

Integuinentary Comment

#l Incision/Wound Location
#1 Incision/Wound Type:

#1 [ncision/wound Dressing Clean/Dry/Intact:
#1 Incision/Wound Dressing Change Date:

#1 Incision Approximated without Redness:
#1 incision/wound Size (cm):

#1 Incision/wound Depth (cm):
#1 Incision/Wound Edges :
#1 {ncision/Wound Odor:

#1 incision/Wound Drainage Amount:

#1 Incision/Wound Dressing/Treatinent

#1) Incasivon/wound Comment:

#2 Incision/wound Location:
#2 Incision/Wound Type:

#2 Incision/Wwound Dressing Clean/Dry/Intact:
#2 Incision/Wound Dressing Change Date:

#2 Incision Approximated Without Redness:
#2 Incision/Wound Size (cm):

#2 Incision/wound Depth (cm)
#2 Incision/Wound Edges:

2 Incision/Wound Odor:

#2 Incision/Wound Drainage Amount
#2 Incision/Wound Dressing/Treatment:

#2 [ncision/Wound Comment :

 MEDICAL Hospitalization’:

 



Age/Sex: 55 t

Unit #: J0GuUL6122

Admitted: 10/30/09 at ile
Status: DIS IN

Attending: Koth, Richard t

Account #: J8405021/493
Location: J 2A
Room/Bed: J. 220-6
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Intervention Description Sts Directions Frou

Activity Occurred Recorded Documented Activity Occurred kecorded Docuntcrited
ype Date Tie by Date Lime by Comment dpis. Chauge Type Date Time by Date Dume by Conn t Uo: bus

bolivits Date | Og Logie EG ee ed) Activity Dare j0/ 30/09 ie 59 ont ued)

1U020U2 PSY: Admit Histury/Systems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)
GALL BLADDER 2005 Motor/Activity: Normal

Medical Conditions*: ~~--RISK ASSESSMENT~~~~
CRRENT COLD Suicidal Ideation: N Suicide Plan? N

PSYCH Hospitalizations *:

NONE

Precauliuns:

Physical /S

Evide

Deseribe Abuse*:

Appedrdance:

~~~~MENTAL STATUS EXAM~~~

Behavior

Mood

Affect

Orientation:

Thought Process:

Thought Content

Perceptua |

upecc h

eaudal/Emotional/Verbal Abuse or Neglect Hx: N
nce of Prysical and/or Psychological Abuse: N

Does the Patient Feel Safe at Home: Y

APPROPRIATE ATTIRE
DRESSED IN SULT

COOPERATIVE
TEARFUL
SUSPICIOUS
RESTLESS
"PT HAVE A LOT ENERGY"
HAS ADD

ANXILQUS
"T FEEL GOOD"
SUPERFICIAL
RESTRICTED
ANXIOUS

Oriented x3

INDECISIVE
BLOCKING
RAMBL [NG
DENTES RACING THOUGHTS
DISGRGANI ZED
CITRCUMSTANTIAL
PARANOIA
PERSEVERAT IVE
CONCERN FOR JUB SECURITY
POOR MEMORY

POOR CONCENTRATION
DENIES

COHERENT

HESITANT
REPEATS QUESTIUNS  

Describe Suicidal Thougnts/Plan/Means*:

Previous Suicide Attempts: ¥

When/How" :
IMPULSIVIELY OROVE INTO CAR AND CAUSED 2 CAR COLLISION
ON WED 10/27/09, WENT TO GEORGETOWN UNIVERSITY HOSP
YESTERDAY. HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT
TIME BUT PT IS POOR HISTORIAN AND DENIES REPORTED
BEHAVIORS

Have you known someone who has attempted/committed suicide?N
When/How/Relation/Iinpact*:

Additional Suicide Risk Elements: Hx of risky behavior
Sev. anxiety/panic/agitat
IDS WORK AS STRESSOR

Homicidal Ideation: N Homicidal Plan? N

Describe Homicidal Thouynts/Plans/Means*:

 



Age/Sex: 33 f Attending: Roth.Richard | vas
Unit #: JOUGUL81E2 Account #: J6405U217463
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Admitted: 10/30/09 at lius Location: J.2A Dominion Hospital Patient Care *Live* Pednited Ph/ue/uy al Ucsd
Status: DIS IN Room/Bed: J.222-6 CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions From Intervention Description Sts Uirections Fron

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
iBisre bait Dupe by Date doi oy Poet Units Change Type bate Dime by bate Didi by Catt {ots Chui:

Bobivity Dope: Toy su Oy Loe 59 eoed Activity Date. |O/30/09 Die 359 (coutied)

LO0cUU2 PS¥: Admit History/Systems Assessment + (continued) 10g2002 PSY: Admit History/Systems Assessment + (continued)
Homicidal/Violence Risk Factors:
N/A

Self Destructive Behaviur: Y
Self Destructive/Harm Behaviors:
INTENTIONAL CAR ACCIDENT
THIS WEEK

Describe Self-Destructive behayiurs*:
SEE ABOVE

Any Kecent Losses?

Recent Loss, txplain®:

[Intuaicated: N

Last Use*

rsyChotic: ¥

Describe Psychosis*
REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST,
BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT
TYPICAL OF PT---CURSING, FEELING THAT PEOPLE WERE
FOLLOWING HER, FT C MANY. MANY QUESTIONS RE HER JOb
SECURITY TO THIS WRITER
==RESTRAINTS==

Technique/Methods/Tools to Help Pt Control their Beliavior

As Appropriate, PL/Family helps in identifying such) Techniques:
Medical Cond. that places Pt at > Risk During Restraint/Seclus.

Hx of Abuse that Would Increase Psychological Risk w/Restraint/Seclusion
PtyFamily Educated on Hospitals Philosophy on Restraint/Seclusion:
Family's Role, Including Notification is Discussed as Appropriate:

~~=-CAFFEINE HISTORY~~~~

Types of Catfeine: None

Amt per Duy:  

Additional Drugs or Chemical Use: N
Type of Drug:

How Often:
How Long Used:

How Much:
Last Used:

Type of Drug:
How Often:

How Long Used:
How Much:

Last Used:
Type of Drug:

How Often:
How Long Used:

How Much:
Last Used:

Brug Use Comment*:

Does Patient Drink Alcoholic Beverages: N
Type of Alcohol

How Often:
How Long:

How Much:
Last Drink:

Type of Alcohol:
How Often:
How Lung:

How Much:
Last Drink:

Type of Alcohol:
How Often:
How Long:

How Much:

Last Drink:
Alcohol Comment:

COU DETOXIFICATION PRUTOCOL WITHDRAWAL SEVERTT © ASSESSMENT CuSAP )
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Age/Sex: 34 | Attending: koth, Richard L Nay QS Page. 2/

Unit #: JUGUOI8122 Account #: J8409021/483

Admitted: 10/30/05 at Lids Location: J.2A Dominion Hospital Patient Care *Live* Printed 11/u2;09 at Uoss
Status: DIS IN Room/Bed: J.220 6 CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions From Intervention Oescription Sts) Directions Fruit

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
Type ite Doe by Date Lite bey Cinent Units Change Type Dare. Time py Date Doe by Comer Linits Chang

Sctivity Date. Tos oy Doe 1459 eted) botivity Date 10/80/09 Dime 1459) i copt ued)

1002002 PSY: Admit History/Systems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)
Naused/ Vom ting:

Tremor:
Paroxysmal Sweats:

Anarely:

Agitation

Tactile Disturbances:
Auditory Disturbances:

Visual Disturbances:
Headache/Fullmess in Head:

Urientation, Clouding Sensoriuim:
Score:

Beto» Cormient* :

FALL RISK ASSESSMENT

=TMMUNTZATION/ COMMUNTCABLE DISEASE SCRrEN-
Pheuilicccal vaccination status

bate:

Influenza vaccination status

ale

Patient candidate Tor vaccine s)?

Last Tetanus:

Hx/Assessment Comments*:

Hx-Source of Information

~~ Advlescent Specific ~
Immunizations Current?

Recent Exposures:

Pre or Perinatal Event:

Disease:

PT functioning aftecting Family/Guardian:

Currently receiving help from any agencies?

Special educational needs?

Difficulty learning new things? Easiest way for pt to learn?

 



Attending: Roth. Kichard | wy
Account #: Jé4u9021/483
Location: J.2A
Room/Bed: J.222-8

Age/Sex: 33 F
Unit #: Juuuulel2e

Admitted: 10/30/09 at Llsd
Status: DIS IN
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Intervention Description Sts Directions From Intervention Description Sts Directions F rail)

Activity Occurred Recorded Documented Activity Occurred Recorded Documented

Lope Date Loe by te toe by Cent Units Change Type. Date dime by Date Die py Cott Units Chg

Activity Date Voy Due 169 ohert) Detivity Date: 1O/30/09 dome P59 cont ued)

10UZU02 PSY: Admit History/Systems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)

How does pt exhibit anger:

Exhibit frustration:

Exhibit sadness:

Respond Lo authority figures:

Discipline techniques used

Whial works:

what doesn’t work:

Anything preventing visiting pt:

Family/guardian invoelvement ia treatment:

Fam ly/guardian expectations for treatment

Aduvlescent Commerit*:

tducalion provided at this time:
Title ut educator:

Person(s) educated

Readiness to learn:

Identitied learning needs

Learning preference:

Barriers to learning:

Teaching method:

New/Reinforcement teaching:

Specific topic(s) taught:

Response/evaluat ion:

Educ Content*:

~~ Medication Reconciliation ~~

Patient Compliance:
Why 1s Patient Non-Compliant:

Takes Daily Medications, Vitamins, Herbal or UIC Medications: ¥ 

 



 

 

 

 
 

  
 

 

Age/Sex: 53 f Attending: koth Richard b wy | WILLIAMS .L YNNAE D | Wer, Pages 29
Unit #: J0UUUId 122 Account #: J840502174b5 _ a

Admitted: 10/30/05 at Lites Location: J 2A Dominion Hospital Patient Care *Live* Printed }l/Uc/09 at Uoss
Status: DIS IN Room/Bed: J. 222-6 CLINICAL DOCUMENTATION RECCRD

Intervention Description Sts Directions From Intervention Description Sts Directions Fruil

Activity Occurred Recorded Documented Activity Occurred Recorded / Documented

fps Gute Tie by Dare Due by Cer Units Change Type Date Tite by Date Due yer Units (Change

Pctisity Date: 1a 09 Lupe 1159 eatued) Activity Date: 10/40/04 Tome 1359 cont ued

1GG2002 PSY: Admit History/Systems Assessment + (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)

Home Medications
~~ PATIENT'S HOME MEDICATION LIST ~~~

Medication-Strength Dose/Route Frequency (Last Dose Taken) Is patient following fall prevention directions Update Bate of Last Fall

oe . _ Montn/Year of Lact Fall
ADDERALL 30 MG ORAL DAILY

(10/30/09) Fall Risk Comment:
oe _ _ tnd of Medication List _ High Risk tor Falis

Fall Precautions:

Suurces Used For This Documentation: PATIENT REPORTED

Fall Precautions Comment:

Routine Phartiacies Used:

Clarification rigeded tor any Medication

Hollie Medication Disposition:

CVS

LN

NONE

ARK RK KKK RRA KR KRIRKKKEKKRIKA KAR RAR KAR RK KKKKKK KRK KK CK

*

*

Home Medication queries have been =
reviewed/updated by J NUR MP RN *

FOR RIK IR KRRRK RIKKKKRKK IK RAIA KIRK KRIKIKRAID K KK DOK RK IK

Is patient Kesponsive:

Fall Rick Elements :

Add’ i Fall Risk Elements  
Pal this srcoupt visit:

Activity Date 10/30/09 Tie 40

Patient Notes:
Create

NURSE NOTES
10/30/09 2310 ERC 10/30/09 2317 ERC

A. MEDICATION EFFECTIVENESS: Pt. rates mea efficacy as "good" at this time
Pt. denies any side effects to meds at this time.

B. SYMPTOM STATUS: Pt. up and visible in milieu, observed on the payphone i
the back lounge for the majority of the shift. Pt
affect and anxious mood. Pt. demies need for Tx., stated "I don’t need to be
here, this 1S just a misunderstanding". Pt. denies events and statements tade

prior to admission. Pt. wanted to request AMA discharge, however spoke to the
CN and decided to remain at DH. Pt. denies any auditory or visual

hallucinations at this time

. presents with @ constricted

C. SAFETY STATUS: Pt. on a locked unit and maintained on building restriction
throughout shift. Pt. maintained on routine Qlomin. and mouth checks
throughout shift. On 1:1 Pt. gave a safety level of 10/10 out of 10. Pt
denies any suicidal or homicidal ideation at this time.

DO. PATIENT/FAMILY EDUCATION: Pt dttended al] groups and unit activities this
shift



 

 

 

 

   
 

 

 
 

Age/Sex; 35 | Attending: kulti. Richard L Ny WILLIAMS LinNAE D | we Payes JU
Unit #: JUUUUisI 22 Account #: Js409021/483 :

Admitted: 10/30/U5 at Lise Location: J.2A Dominion Huspital Patient Care *Live* Printed l.uc/u9 at uss

Status: DI° IN Room/Bed: J. 220-6 CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions From Intervention Description Sts) Directions Fraili

Activity Gcecurred Recorded Documented Activity Occurred Recorded Documented

Lype Dute Loi by Date bate by tie lindis Chagge Type Date Dime by Date Lote by Cit Units Genta

Sctivipy Dope TOs 0g AVif'ceummca UUM WarorenenuelerciOm) betivipy Pipe O41 / oy Pope SEO peopted)

Patient Notes: NURSE NOTES (continued) 1051009-A CARE AREA STATEMENT: MH Adult * (continued)
E. ADL’S: Selif care, complete. 2: CARE GOALS: Dominion MH Adult 2 ALA:

3: STANDARD: DOMINION HOSPITAL WIDE CARE . Ald:
FL MEDICAL CIF TNUICATED): Pt. denies any somatic complaints at this time. No 4. PSY. PROBLEM: Anxiety » Alo
s/s of distress evident at this time 5: PSY:PROBLEM: Alteration in Thought Proc: Al/

6: s D8:
G. NUTRITIONAL STATUS: Pt. ate 100% of meals this shite 7. 19:

Note Type Description &: 20:
bi Type bene g: x ele

10: > 22:
Seriya ty bape: Toe 3p oy Lime Pa ll: 2 23:

12: : 24:
1U51005-4 CAKE AREA STATEMENT: MH Adult + A. At End of sniftt CP I have reviewed the Pt problems listed above and the lreatment Plan for pt: ¥

~~DUCUMENT AT END OF EVERY SHIFT~~
lo be docuiented every smitt, to review

current Pt. problems ard to verify that
the MH Adult Patient Population Care
Standards have been followed.

~ Document 10/30/09 2314 SNR 10/30/09 2314 SWR
1) Review of Patient PROBLEMS w/Status on PLAN of CARE

1: Develupitiental Age 18-40 yrs-YOUNG ADLT : Al3:
2: CARE GOALS: Dominion MH Adult » Al4:
3: STANDARD: DOMINION HOSPITAL WIDE CARE: A115:
4: PSY PROBLEM: Anxiety » Ale:

5: POY: PROBLEM: Alteration in Thought Proc: Al?7:
b. : IB:
7 2 1:
8 > 20
G: : 21:

10: 22
Lis 28;
12: 24:
P nave reviewed the Pt problems listed above and the Treatment Plan for pt: Y
Ihe Pt Care Standards appropriate tor this patient defined for nis/ner patient population
Mave been met throughout the shift Cunless otherwise documented): YES (Review-SHFT F8)
Did the pt. Start a new medication this shitt? N
Did pt have any adverse reaction to med this shitt? N If yes,J follow ADR Policy to report
Comment ;

The Pt Care Standards appropriate for this patient defined for his/her patient population
have been net throughout the shift (unless otherwise documented): YES (keview-SHFT bos
Did the pt. start a new medication this shift? N
Did pt have any adverse reaction to med this smift? N If yes. follow AUR Policy to report
Comment :

 

 

 

 
 

ober More? yy Shirt 4M Phy Sopeture: REMUS SANDRA Rh

Actor, Date V3) 0g Lime: O6l9

WW51UU9-A CARE AREA STATEMENT: MH Adult + A. At End of smft CP
~~DOCUMENT AT END OF EVERY SHIFI-~

lo be documented every shift, to review
current Pt. problems and to verify that
tne Mid Adult Patient Population Care
Standards have been tollowed.

10/31/09 0619 BRK 10/31/09 Uo20 BRK

1) Review of Patient PROBLEMS w/Status on PLAN of CARE
L: Developiienital Age I8-40 yrs-YOUNG ADLT . ALS:

- Doculfie nt  
Foter Note? N Shitt. Vip 74M Soybature FAPRER HaPRApA ku

Activity Date: 10/3) /09 Time 0948

1002003 Psychosocial Assessment std + A cr
- Document 10/31/09 0948 AXZ 10/31/09 1008 AxZ
Reason For Admission*:
Pt is psychotic.

Does Patient Meet Criteria for Current Level of Care: ¥

Supervisor Informed:

Primary Language: ENGLISH ENGLISH

Socid]/Cultural/Educational Influences:
Pt works in the State Department. She gratuated from
GTU from the School of Foreign Services. She was in a
car accident 10/27/09. She reported to police that she
wanted to know what it would feel like to be in a car
accident. Later she did not recall saying that. Pt
1s suspicious, talking to herself, and is exhibiting
anxiety. Pt denies A/V hallucinations .

~~>-FAMILY HISTORY-~~~

Family Psych Ha: ¥
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Status: DIL IW Room/Bed: CLINICAL DOCUMENTATION RECOKD

Intervention Description Sts Directions From Intervention Description Sts Directions Prot

AcLivity Occurred kecorded Documented Activity Occurred Recorded Documented
Tite Dope Due by Date Duo by Comment Units Change Type Dale Time by Date Die yy teat Lit < Cbyi:

Actieity Lat Lost 0g Loe Ode (oot nued) Activity Date: 1/30/09 Loe OYdR eont edt)

1002005 Psychosocial Assessment std + (continued) 1602003 Psychosocial Assessment std + (continued)

Family Psych Relationship: MA AUNT C SCHIZOPHRENIA

Describe Family Psycr Ha*:

SEE AbOVE

Faititly ds of Suicide: N

Falittly Suicide Relationship. N/A

Describe tumily Ha of Suicide*:

N/A

Family CD HA: ON

taliitly CO Relationship. N/A

Describe Family CD Hat

Patient Psych/CD Treatinent Ha: N

Describe Trealinent Hat:
N/A

Additivnal Suicide kisk Elements. Ha of risky betiavio

Sev. anatety/panic/agitat

[DS wORK AS STRESSOR
Haim Cidal/Viclence Risk Factors
N/A

Marital Status: Single
weaual Urlentation:

# of Marriages: 0 How Long/sCurrent: N/A

How Long Previous Marr iages*
N/A

Number Gh Chiideen: U Ages: N/A  

Living Arrangement: Own Place

Needs Alt Living Arrangement: Y

Social Support Network: Excellent

Support Person(s): Family
Friends

Treatment Participants: Parents

Support Comients* :
Pt states that she expects to be d/c today, but if she
were to Stay, she would like her parents to be
involved in her tx here.

Describe Typical Day: work, shower, eat. talk
with friends on the phone

Hobbies/ Interests: Reading
Exercise
Watching movies
Studying languages

Religion: CHR CHRISTIAN

Spiritual Practices: None

Pt Believes in Higher Power: Y
Describe Higher Power*:
God

Last Grade Completed: MS
Degrees/Certificates: FOREIGN SERVICE FRUM

GTU

Current Student: N
Where: N/A

Change in School Performance: N
Describe Change In School Performance*

Problems with Benavior at School: N
Truancy: N

Learning Problems /Special Education: N

Describe Learning/Behavioral Problems*:
N/A
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Unit #: J0U0Ulole: Account #: J8409001/483 _
Admitted: 10/30/09 at lls Location: J.2A bominion Hospital Patient Care *Live* Printed Ll uesu9 at Uod3

Status: Dil IN Room/Bed: J 222-6 CLINICAL DOCUMENTATION RECORD

Triberverit ion Description Sts OUirections From Intervention Description Sts Directions Fron

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
type. Dite Lie by Dat Dupe by Cpe Units Change Type bate Tue by Date Dope oy Cet Units Chg,

Activity Date: Vos 4) ig Lome OI8 cont ped) Activity Date 10/41/09 Fope O94 otued)

1002005 Psycnosocla] Assessment std + (continued) 1002003 Psychosocial Assessment std + (cortinued)
when:

Probation Hx:
~~~~EMPLOYMENT HISTORY-~-~ Why/When:

Currently Employed: ¥ Parole Hx:
Pt Gecupalion: Foreign Service Whiy/When

lime at Current Job: 5 months
Job Satisfaction: High

Longest Time at One Job: 2.5 years

Frequent Job Changes: N
Reason tor Job Changes*

Uneiipioyed in Last Year: N
Reason for Unetployment*

Parent Occupation
Spouse Occupation

Financial Needs: Finances are not a
problem tor pt

Military Ha: N

Branches )

# of Years

Military Reserve

Uischarge Type

Year:

Discharge R/T Substance Abuse
Discharge Rv I Psych Conditiun:

ARKEST HISTORY ~-~-
Arvest or Pending Litigution/Civil Charges Ha: N

Nuliber of Arrests
Arrest:

Arrests Involving Violence:
LUT / Dil

when:
Public Intoxication

Reason for

Describe Pending Litigation/C

Pt Use Caffeine:

Types of Caffeine:

Ant per Day:

Nicotine Ha:

Kind of tobacco:

Age First Used:
Packs/tins per day:

How Many years:

Any Consequences:

Quit:
When: 

ivil Charges*

~~~CAFFEINE HIS TORY---~
N

None

omo~NICOTLNVE HI STORY-->
N
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Admitted: 10/30/09 at 1128 Location: J.2A Dominion Hospital Patient Care *Live* Printed Ll, U2/09 at Uoad
Status: DIS IN Room/Bed: J. 222-6 CLINICAL DOCUMENTATION RECORD

Interverition Description Sts Directions From Intervention Description Sts Directions Fro

Activity Uccurred Recorded Documented Activity Occurred Recorded Documented
tape Date Toute by Date Due by Pornit Units Change Type Dste Time py Date Die ey Cai Unit: (herus

sot pe Lime O94 Outed) Artivity Date 10/30/09 Toe 09H (cont ued

1002003 Psychosocial Assessment std + (continued) 1002003 Psychosocial Assessment std + (continued)

Does Patient Drink Alcoholic Beverages: N
lype of Alcohol:

How Often
How Long

How Much
Last Drink:

lype of Alcohol
How Often

How Long:
How Much:

Last Drink:
lype of Alcohol:

How Often:
How Long:

How Much:
Last Drink

Alconol Cuminent* :

PL believes ETOH Use a Problem: N
Negative Effects on Life: N/A

Medical Problems from CD Use:N/A

Longest Sobriety:

When

sober Support System
who:

AA/NA:
Last Contact:

Sponsor:
Last Contact:

ETOH Sobriety/Support /Treatinent Comments*:
N/A

Additional Drugs or Cnetiical Use: N

Type of Drug

How Often:

How Long Used:
How Much
Last Used:

Type of Drug:

How Often  

How Long Used:
How Much:

Last Used:
Type of Drug:

How Often:
How Long Used:

How Much:

Last Used:
Drug Use Conment*:

Pt Believes Drug Use a Problem: N
Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:
When:

Sober Support System:

Who:

AA/NA:
Last Contact:

Sponsor:
Last Contact:

COD Sobriety/Support/Treatment Comments*:
N/A

(Emotional, Physical, Neglect,

Physical:
Describe Physical Abuse*:

Emotional:
Describe tniotional Abuse*:

Sexual :
Describe Sexual Abuse*:

Neglect:
Describe Neglect*:

~~~-ABUSE Hi STURY--~~

Seaual) Abuse: N
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Status: DIS IN Room/Bed: J.222-6 CLINICAL DUCUMENTATION RECORD

Intervention bescript lon Sts Directions From Intervention Description Sts Directions From

Activity Gccurred Recorded Documented Activity Occurred Recorded Documented
Life Date Tue by Date Die by oient Units Change Type Date Die by Date Dube py Cet Uo: (bags

Actpaty Date: 10/4) 09 Lupe 0548 ut ued) Bopivity Date JO/31/09 Dame 0948 (cent tous)

L0G2UU3 Psychosocial Assessment std + (continued) 1002003 Psychosocial Assessment std + (continued)
"T’]] call someone on the phone or go out to eat with
friends.“

Patient Has Ha of Abuse to Others: N Does Your work Schedule Interfere With Your Leisure Activities: N
Describe Hx of Abuse to Others*: Do You Belong to Any Social Groups/Community Organizations: Y

Improvement Needed in ANY of the following areas

Pt does not identity
Was CPS/APS Report Made: N needing any improvements

Describe CPS/APS Repurt*:

Pt Perception of Il |ness*:
Describe CPS/APS Invol veiient* “| think the car accident precipitated me being here
N/A I don’t think I need to be here. I think there are

misunderstandings, which caused me to be here."
Pt Perception of Needs*:
"Nothing."

AbUSe Colients* +

N/A Pt’s Goals for Treatment*:

"To be discnarged as soon as possible."

~~~~STRENGTHS/WEAKNE SSE S~~~~
Stability of Hole Environment: Strength Community Resources Current/Needed:

N/A. Pt seems totally
Motivation for Ta: Weakness clear in her thinking at

this time.
Insignt into Current Problems: Weakness Anticipated Treatment Mgr Role in TX/WC Planning:

DISCHARGE PLANNING
Judgement Regarding Current) Prob leins FAMILY CONTACT
Weakriess
Stability and Support of Employment: Goals of Treatment: IMPROVE COPING SKILLS
Strength
Function of Mareiage/Family System

Strength
Suppurt System in arid Beyond Family Activity Dete- 10/41/09 Time 0954
Strength

/ 1751000 VS: Monitor + A Dally or per MD order cP
Educablon Alta iniient: Strength - Document 10/31/09 0954 RFM 10/31/09 0954 REM

Temperature: 98.1
Intellectual Skills: Strength Temp Source: TYM

Pulse: 93
Range of Leisure Activities* Pulse Source: BRACHIAL
Adequate Respirations: 16

Blood Pressure: 110/73
Type of Recent Leisure Activities’: BP Source: AUTO ARM R
Reading, learning languages, watchirig movies

BP Lying: HR Lying:
what Co You Bo when bored/Lonely*  BP Sitting: HR Sitting
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Intervention Description Sts Directions From Intervention Description Sts Directions Frutti

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
Type Date Lie by Date Doe by Cet Units Change Type bate Tine by Date Dos by Comet Unit: fbi

Bob eyteiG DoeGtedd) Activity Dare: Tosa 0g Doe P58 capt ued)

1/510u0 VS: Monitor + (continued) 5021012 DISCHARGE: MED REC PATIENT MED List + (contiriued)
bP Stag bee ag,

Seti iiy Date Toe iy Tie tid?

Patient Notes: SOCIAL SPRVICES NOTES
- Create 10/31/09 1047 AxZ 10/31/09 1050 Axé

Psychosocial Assessinent was completed and placed in pt’s chart. Pt denies
teeling depressed in any way at this time. She denies recalling any of the

Statements that led to her admission here. At this time, pt appears coherent |
and in no danger to herself or others. She 1S eahibiting no sx of psychosis or
depression. Pt asked questions about d/c and questions were answered. Pt
plans to discuss d/c with MD

Note Type bescription
Moe Type Hone

Sebivipy Dare Vo/og Die 1°58 Sources Used For This Documentation: BOTTLE LABEL

5021012 DISCHARGE: MEG REC PATIENT MED List + A cP
- Document 10/31/09 1256 DPS 10/31/09 1259 DPS Routine Pharmacies Used: CVS
Medications Ordered to be Taken at Home: Y =

Clarification needed for any Medication: N

Home Medication Disposition:

SRRRRRREKK RAK RR KEKE KERRRK RK RRR KKK RK RRR RK KK RAK EK RK K A

* Home Medication queries fave been x

i reviewed/updated by J.REG.DPS RN 7
KAKKEKKKKKKKRKKKKEKKKKK IA KK KR IK RICK ACK OR Ra GR A OK KK

Activity Date. 1o/ 31/09 Dime: 1317

5021012 DISCHARGE: MED REC PATIENT MED List + A CP

tule Medications :

DISCHARGE - Patients Medication List
Medication-Strength Dose/ Route Frequency

ADDERALL ~ 30 MG ORAL SODATLY
tnd of Medication List  

- Document 10/31/09 1317 GSL 10/31/09 1318 GSL
Medications Ordered to be Taken at Home: N

 

 



 

 

 
 

 
 

    
 

 

  

   

 

 
 

Age/Sex: 53 i Attending: kuthkichard ay | WILLTAMS LYNNAE D ore kaye Su
Unit #: JUUubUi8I ee Account #: J&404021/4b5

Admitted: 10/30/09 at lise Location: J 2A Dominion Hospital Patient Care *Live* Printed Tl u2suy at Uo

Status: DIS IN Room/Bed: J. 222-8 CLINICAL DOCUMENTATION RECOKD

Intervention Description Sts Directions From Intervention Description Sts Directions From

Activity Occurred Recorded Documented Activity Occurred Recorded Documented
Tuy Luis: Doe a ae Dui by Pet Units Change Type Date Tie by Date ie yi Lit: Che

Actyeity Site: The 0g Doge Lal? Soh ed) Activity Date 10/31/09 Doge 30K Contech

5021012 DISCHARGE: MED KEC PATIENT MED List + (continued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)

Standards have been followed.

- Document 10/31/09 1318 LXT 10/31/09 1315 LX]
1) Review of Patient PROBLEMS w/Status on FLAN of CARE

1: Developmental Age 18-40 yrs-YOUNG ADLT : Al%:
2: CARE GOALS: Dominion MH Adult Al4:

Hottie Medications: 3: STANDARD: DOMINION HOSPITAL WIDE CARE : Ald:
4: PSY. PROBLEM: Anxiety > Alo:
5: PSY: PROBLEM: Alteration in Thought Proc: Al7:
6: = 1B
7: 19:
8: 20:
g: 2x

10: 22
11: 23
12: » 24:
I have reviewed the Pt problems listed above and the Treatment Plan Tor pt: ¥
The Pt Care Standards appropriate for this patient defined for his/her patient population
have been met throughout the shift (unless otherwise documented): YES (Review-SHFT Fu)
Did the pt. start a new medication this shift? N
Did pt have any adverse reaction to med this shift? N If yes, follow AUR Policy to report
Comment: PT CURRENTLY NOT ON ANY MEDICATIONS
Enter Note? N Shift: 7AM-3PM Signature: TROFORT.LIONELLE - RN

5021012 DISCHARGE: MED REC PATIENT MED List + C CP
~ fd Status LO/31/09 F318 GSi Og Talk OS) Asi

I Activity Date. TO/31/0g Dime 1339

2120305 ASSESSMENT: AT Evaluation + A 1 Time CP
~ Document 10/31/09 1339 KAO 10/31/09 1340 KAU
PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:

Sources Used For This Doculientation: Difficulty Identifying and Expressing Feelings: ¥

Poor Concentration: ¥

Disorganized Thoughts: ¥
koutine Phartiacles Used: Poor Impulse Control: ¥

Low Frustration Tolerance:
Distractabi lity:

Clarification needed for any Medication Restlessness:

Low Self-Esteem:
Hote Medication Disposition: Social Isolation/withdrawa]

Poor Reality Testing: ¥
Inadequate Social Skills:

Distorted Body Image
Peppy Dope TO 0g Time 1318 Poor Leisure Time Managetient :

Inddequate Leisure Ski 11s
LUS1GU9-A CARE At A STATEMENT: MH Adult + A At End of shitt CP Leisure Time/Activities Related To Drug/Alconol Abuse:

~~DOCUMENT AT END OF EViRY SHIFT--
To be documented every shatt, to review
current Pt. problems and to verify that
the MH Adult Patient Population Care  Uther

Physical Problems/Satety Concerns. psycnousis, impulsivity



 

 

 

 
 

 

 

 

 
 

 

 

 

Age/Sex: 35 f Attending: Roth.Richaru L ae] | WILLIAMS .LYNNAE D | Ys Page. Jy
Unit #: JUUUUI8122 Account #: J8409021/483

Admitted: 10/30/09 at 1158 Location: J.2A Dominion Hospital Patient Care *Live* Printed Ll u2/0¥ al ess

Status: UIS IN Room/Bed: J. 222-6 CLINICAL DOCUMENTATION RECORD

Intervention bescriptror Sts Directions From Intervention Description Sts Directions Froth

Activity Occurred Recorded Bocumented Activity Occurred Recorded ; Documented

Type Date Tue hy Date Dupe hy Come rit Units Change Type bate Dit by Date Doe by Ce Units Che

Bop ty Dare 1) 09 Doe 149 eobert) Actiyoty Date 10/31/09 dome Jol? peont ued)

2120365 ASSESSMENT: AT Evaluation + (continued) 5021010 DISCHARGE: Complete Discharge Forin + (continued)

Issued written Materials

Family given instructions ¥

CONCLUSIONS: ACTIVITY THERAPY INTERVENTIGNS WILL FOCUS ON

PROVISIUNS OF ACTIVITIES THAT FACILITATE: ( * . N/A J Neat Topic pye

fdentitication and Expression of Feelings: Y Patient Status at Discharge: PT SAFE AND IN CONTROL

Focus of Attention and Organization of Thoughts: ¥ Follow Up Destination: DOMINION PARTIAL
Attending, Concentrating and Completing Tasks: Y Therapist Who Will Follow Pt: DR ROTH

Feelings of Mastery and Self-Esteem:
Development of Realistic Body Image: Comment: PT DENIES ANY FEELINGS TO HARM SELF OR OTHERS

Social Interaction: Y > ABLE TO VOICE UNDERSTANDING UF DISCHARGE PLANS
Develupment of More Functional Social Skills: ¥ > THOUGHTS ARE CLEAR AND SPEECH 1S LOGICAL

Development of Impulse Control: Y
Identification of Leisure Time Skills and Interests: Following items returned:

Developinent of Structured Leisure Plan For After Discharge: Valuables Y Sharps Y Medications N
Identification of Healty Alternatives to Drug Related Behavior:

Discharge Time: 1660
Yeas Accompanied by: PARENTS

Relationship to Pt: MOTHER
Aetivity Dare: 10/30 0y Tie 1440

Patient Notes: SOCIAL SERVICES NOTES
Create 10/31/09 1440 AXZ 10/31/09 1440 AxX2

bt did not attend group, a5 she was being d/c. i * Nea)
Note Type Description

bo Type uns Activity Date  JO/41/09 Tine 1524

Loa Ley Date Wig Dupe Al? 1001070 Admission Initial Safety Assessment + D AS.
* To be done on Admission *

5021010 DISCHARGE: Complete Discharge Form + A CP - Ed Status 10/31/09 1623 his 10/31/09 1623 his A =- D
ALSO: 1001083 ADMISSION: Medication History + D AL
Complete pauper forn-when going homme * Medication History to be done on

- Docuitent 10/31/09 1617 DPS 10/31/09 1621 DPS Admission *
PATIENT EDUCATION OUTCOME STANDARDS/OISCHARGE NOTE - Ed Status 10/31/09 1623 his 10/31/09 1623 nis A-- 0

1001451-A CARE PLAN : MH ADDITIONS + D cp
At discharge pl and/or family can verbalize understand of: ~-Use in place of Add Interventions~~

Allows customization of Patient Care
Il Iness/Need for hospitalization Y¥ Plan.
Signs & syimptoms of recurrence ¥ - Ed Status 10/31/09 1623 his 10/31/09 1623 his A -- U

Need for continued treatment ¥ 1002001 NURSE/TRIAGE std + D AS
Awareness of effective coping skills for symptom management Y - Ed Status 10/31/09 16023 nis) 10/31/09 1623 nis A= D

Meds: Instructions, Side effects & Food/drug interactions Y 1002002 PSY: Admit History/Systems Assessment + D AS
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A= D
1002003 Psychosocial Assessment std + D CP

Patient's level of understanding of D/C plan: - Ed Status 10/31/09 1623 his 10/31/09 1623 his A-> U

Adequule (sufricient, correct) ¥ Partial, needs reinforcement (Lf checked, complete.) ¥

Referred to continuation of care provider Y  
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Unit #: J0UUULe 122 Account #: J84US0217483
Admitted: 10,3U/09 at L158 Location: J.2A Dominion Hospital Patient Care *Live* Printed Ilyuc, 09 at Uoss

Status: DIS IN Room/Bed: J.222-6 CLINICAL DOCUMENTATION RECORD

Intervention Description Sts Directions Intervention Description Sts Directions From

Occurred Kecorded Documented Activity Occurred Recorded Documented
bate Time by Date Time by Comment Units Type Date Time by Date Time by Comment Units Change

Activity Date. 10/31/09 lime: loz Activity Date: 10/31/09 Time: 1623 (continued)

PSY: Anxtety Disorder, Assess D 1002051 PSY: Thought Disorder, Assess (continued)
a Physician to assess mental Status and * Encourage pt to explore adaptive
effectiveness of medications. behaviors that increase socialization

* RN to assess amalety and patient * Encourage pt to explore adaptive
perception of effectiveness of behaviors that help to accomplish AbL"s
medications - Ed Status 10/31/09 1623 his 10/31/09 1623 his A-2 0D

1009599 UPDATE: Clarification of Medications + D CP
* Patient education related to ettects - Ed Status 10/31/09 1623 his 10/31/09 1623 fs A=- D0
dnd side effects of medications 1051009-A CARE AREA STATEMENT: MH Adult + D At End of shitt CP
administered tu treat illness ~~DOCUMENT AT END OF EVERY SHIFT~~

To be documented every shift, to review
* Patient education regarding management current Pt. problems and to verify that
of anaiety LJ. coping skills. the MH Adult Patient Population Care

Standards have been followed.
* Encourage Patient to attend group - Eq Status 10/31/09 1623 his 10/31/09 leZzs ms An U

Lherapy related to []. 1300006 Age Specific Care: Young Adulthood + D cP

1. Assess patient's self-perception for
* Assist patient to identity motivation.
anatety-producing situations and plan 2. Assess body image.
for Such events 3. Assist with identifying useful coping

mechanisms and support systems.
* Assist in the development of coping 4. Encourage to talk about

Skills to manage anxiety illness/injury - how it may atfect
10/31/09 1623 his 10/31/09 1623 his plans. fam ly/ finances .

PSY: Thought Disorder, Assess D 5. Encourage patient and family in
* Physician to assess mental status, and decision making and patient care, if
efttectiveness of medications. wanted

6. Educate re injury prevention and
* RN Lo assess mental status and patient healthy lifestyle.
perception of effectiveness of - Ed Status 10/31/09 1623 his 10/31/09 1623 his A= U
medications . 1572301 ASSESS: Weight as Ordered and Record + DU CP

- Ed Status 10/31/09 1623 his 10/31/09 1623 his A= 0
* Patient education related to thought 1751000 VS: Monitor + D Daily or per MO order CP
disorder and effects and side effects of - Ed Status 10/31/09 1623 tis) 10/31/09 1623 nis A= U
medications administered to treat 2120363 MH Daily Nursing Assessment + D Every 24 hours Ch
il Iness - Ed Status 10/31/09 1623 fis 10/31/09 1623 his A = 0

2120365 ASSESSMENT: AT Evaluation + D 1 Tame cP
* Encourage patient to attend group - Ed Status 10/31/09 1623 his 10/31/09 1623 his A=> D0
therapy related to LJ. 2120366 MH Psycho-Educational Group + D cP

- Ed Status 10/31/09 1623 his 10/31/09 1623 his A= D
* Assist pt to ID benaviors that 2120370 MH SW Group Therapy Session + D CP
dlienate significant others and tam ly - Ed Status 10/31/09 1623 his 10/31/09 1623 his A => U
Members 2120752 Preceptor Documentation Co-Sign + U Cp

- Ed Status 10/31/09 1623 ms 10/31/09 1623 his A => J
* Collaborate with pt to identity 3766530 NUTRITION: Monitor Meals, Record % + D CP
anaious behavior and coping techniques - Ed Status 10/31/09 1623 his 10/31/09 1623 fis A= D

4136600 MEDS: Administer PAIN-MEDS(prn/standing) OD CP
* Collaborate with pt to establisn a 1. Monitor effectiveness/side eftects
dally, achievable routine (and any adverse reactions)

- Ed Status 10/31/09 1623 his 10/31/09 1623 his AaB
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Sts Directions From

Activity Occurred Recorded Documented
[ype Date Tine by Date Tame by Comment Units Change

AclLivity Date. 10/31/04 Time: 1023

4801200 LDUCATION: Interdisciplinary 4 D GP
- Ed Status 10/31/09 1lo23 tis 10/31/09 1023 nis A => D
SUZLOLO DISCHARGE: Complete Discharge Form + D CP

ALSO:
Complete paper form-when going home

- Ed Status 10/31/09 Lle2s his 10/31/09 1623 ms A= 0
S1u0u04 QUICK ADMISSION DATA + D AS

Nursing Quick Start
Ed Status 10/31/09 1623 fis 10/31/09 1623 Ns A => D

Monogram Initials Nate Nurse Type

Ak JNUR.AKZ —-ZALK ANITA SW
BRK J.NUR BRK KAHRER BARBARA ik RN
DPS J-REG.DPS =SCHMITZ. DAVID RN
ERC J.NURLERC CONCEPCION. EDGAR MHI
GSL JONUR.GSLT  LEWLS.GLENNA S, RN
HEB JONURHEB BLACK, ELIZABETH RN
JLW J NUR. JLW WRIGHT, JESSICA L RN
KAO JONUR KAO OTTINGER KIMBERLY ACT
LXI JONUR.LXAT —-TROFORT,LTONELLE RN
MVP JNUR MP PERRY ,MARILYN KN
REM J.NUROREM |MCCALL ROBERT MHI
SNR J.NUR SR ROMULUS , SANDRA RN
ms aulomatic by prograin
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Printed L1/U2/09 at Voss
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Unit #: J000018122 J.2A-J.222-B Printed 11/02/09 at 0633

\ccount#: J84090217483 Roth,Richard L Period ending 11/02/09 at 0633

sdmitted: 10/30/09 at 1158 Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU

Occurred Recorded Notes: All Categories

Date Time by Author Date Time by Category|

10/30/09 2310 ERC CONCEPCION, EDGAR 10/30/09 2317 ERC NURSE NOTES

A. MEDICATION EFFECTIVENESS: Pt. rates med efficacy as "good" at this time.

Pt. denies any side effects to meds at this time.

B. SYMPTOM STATUS: Pt. up and visible in milieu, observed on the payphone in

the back lounge for the majority of the shift. Pt. presents with a constricted

affect and anxious mood. Pt. denies need for Tx., stated "I don’t need to be

here, this is just a misunderstanding". Pt. denies events and statements made

prior to admission. Pt. wanted to request AMA discharge, however spoke to the

CN and decided to remain at DH. Pt. denies any auditory or visual

hallucinations at this time.

C. SAFETY STATUS: Pt. on a locked unit and maintained on building restriction

throughout shift. Pt. maintained on routine Q1i5min. and mouth checks

throughout shift. On 1:1 Pt. gave a safety level of 10/10 out of 10. Pt.

denies any suicidal or homicidal ideation at this time.

D. PATIENT/FAMILY EDUCATION: Pt. attended all groups and unit activities this

shift.

E. ADL’S: Self care, complete.

F. MEDICAL (IF INDICATED): Pt. denies any somatic complaints at this time. No

s/s of distress evident at this time.

G. NUTRITIONAL STATUS: Pt. ate 100% of meals this shift.

Note Type Description

= No Type None

Y¥31/09 1047 AXZ ZALK,ANITA 10/31/09 1050 AXZ SOCIAL SERVICES NOTES

Psychosocial Assessment was completed and placed in pt’s chart. Pt denies

feeling depressed in any way at this time. She denies recalling any of the

statements that led to her admission here. At this time, pt appears coherent

and in no danger to herself or others. She is exhibiting no sx of psychosis or

depression. Pt asked questions about d/c and questions were answered. Pt

plans to discuss d/c with MD.

Note Type Description

No Type None

10/31/09 1440 AXZ ZALK,ANITA 10/31/09 1440 AXZ SOCIAL SERVICES NOTES

Pt did not attend group, as she was being a/c.

 

 

Note Type Description

, NoTypecone

Aonogram Initials Name Nurse Type

AXZ J.NUR.AXZ ZALK, ANITA SW

ERC J.NUR.ERC CONCEPCION, EDGAR MHT

 



 

Age/Sex: 33 F | WILLIAMS, LYNNAE D (ADM IN)
 

Page: 1

Unit #: J000018122 J.2A-J.222-B Printed 10/31/09 at 1349

Account#: J84090217483 Roth, Richard L Period ending 10/31/09 at 1349

Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care ACTIVITY THERAPY ASSESSMENT

 

AT Initial Assessment 

PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:

Difficulty Identifying and Expressing Feelings:

Poor Concentration:

Disorganized Thoughts:

Poor Impulse Control:

Low Frustration Tolerance:

Distractability:

Restlessness:

Low Self-Esteem:

Social Isolation/Withdrawal:

Poor Reality Testing:

Inadequate Social Skills:

Distorted Body Image:

Poor Leisure Time Management:

oy Inadequate Leisure Skills:

> Leisure Time/Activities Related To Drug/Alcohol Abuse:

Other:

Physical Problems/Safety Concerns: psychosis, impulsivity

CONCLUSIONS: ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON

/ PROVISIONS OF ACTIVITIES THAT FACILITATE:

Identification and Expression of Feelings:

Focus of Attention and Organization of Thoughts:

Attending, Concentrating and Completing Tasks:

Feelings of Mastery and Self-Esteem:

Development of Realistic Body Image:

Social Interaction:

2 Development of More Functional Social Skills:

Development of Impulse Control:

Identification of Leisure Time Skills and Interests:

Development of Structured Leisure Plan For After Discharge:

Identification of Healty Alternatives to Drug Related Behavior:

K
K
K

K
K
K

K

10/31/09 1339 KAO

 

  

Other:

Monogram Initials Name Nurse Type

KAO J.NUR.KXO OTTINGER, KIMBERLY ACT

 



 

 

Age Sex, Jo 4 aAbtending: Roll, Richard | oi WILL LAMS LYNNAE D WL Status: Discharged Page I

Unit ¢: JUUUUL8 22 Account #: J8409021/483 Initiated: 10/30/09 Printed
Admitted: LU/30/09 at L158 Location: J.2A Dumition Hospital Patient Care *Live* Completed: 11/U2,u9

Status: DIS IN koom/Bed: J.222-8 Patient's Plan Of Care Pratoco}: al Ucdss

SS Ty Ll COP tay LUTEeV NT IOUS Lut iy Lite by Lisih § Ti Db meuacere Lt

Developmental Age 18-40 yrs-YOUNG AULT D 10/30/09 MVP
Based on Crickson’s eight Stages of

development .
Developmental Need:

*Relationsiips
*Comud Lment

<tnd of text>

PROTOCOL: AGF. 18-40 perpeni ae cerepraeran a — - -
* Patient will verbalize understanding of |D {10/30/09 MVP

lifestyle changes, therapy/treatment * Age Specific Care: Young Adulthood + 10/30/09 MvP Li

options, and resources/Support groups
that may be beneficial to themselves
and their family.

The patient will be able to take an
informed decison about their health
care

sEnd of teat>

    

1. Assess patient's self-perception for
motivation.

2. Assess body image.
3. Assist with identifying useful coping
mechanisms and support systems.

4. Encourage to talk about
iliness/injury - how it may affect
plans. family/finances.
5. Encourage patient and family in

decision making and patient care, if
wanted.
6. Educate re injury prevention and
healthy lifestyle.

— PROTOCO - AGF 1R- di      
 CARE GOALS: Dotinion MH Adult

Related to the following Standards of

Care:

| Patient Care/Nursing Process

Patient Education
3. Patient Discharge Planning

‘| Patient Safety/Infection Curtrol

5. Patient Rights

ROKK KAI AK ARIK)AA] SAAR ORI RIA AKIRA AAI A

i The patient will receive care which
reflects an ongoing process of
Interdisciplinary care based on

their specific care needs. Coping
responses to hospitalization will
be a5Sessed and addressed
(he patient and/or sigm ficant
Others Can eapect to be involved in

tne plan Of care with attention to
cultural, religious, and spiritual

beliets. privacy ard
confideritiality.

} The patient and/or signi ticant

others will participate im the
process of coordination of
resources in preparation for

discharge.

4. The patient and/or signitican

others will receive teaching about

the nature of therr health

conditions, procedures, treatments

eli pet ol pusge fare

D 10/30/09 MVP

 
 



Age/Ses. S34 Attending: Roth Richard L eg WILLIAMS .LYNNAE D bg status: Dischai yd Page 2
Unit # J0UUUIa1 2? Account #: J8409021 7483 Initiated 10/30/09 Printed

Admitted. 10/30/09 at 1158 Location: J.2A Dominion Hospital Patient Care *Live* Completed LL U2/5

Status: DIS IN Roam/Bed: J.222-B Patient's Plan Of Care Protocol: al Goss

“To THT Ry eat COMP ia LPRYET Toy Lut iy UP ii beth Li Die CT Tet
 

Verbalization of questions and
concerns will be encouraged

2 The patient and significant others

will have their environment and
care tanaged Lo minimize risk to
themselves and others

co. The patient will be supported in
their effort to retain personal
identity, self worth and patient
rights.

<End of teat>

4 Standards of Practice D LU; 30/09 MVP |

* CARE AREA STATEMENT: Mil Adult + 10/30/09 MVP | 1U, 30/09 I4i0}. At End ot shite

~-DOCUMENT AT END OF EVERY SHIFT~~
To be docutiented every shift, to review
current Pt. problems and to verify that

sEnd of teat

tne MH Adult Patient Population Care
Standards have been followed.
- PROTOCO)  SOCMHADL I
 
STANDARD: COMINION HOSPITAL WIDE CARE D 10/30/09 MyP

Care Standards related to the following

care goals:

1. Patient Care/Nursing Process
Patient Education
Patient Discharge Planning
Patient Safety/Infection Control

Patient Discomfort /PAIN
. Patient Rights

+= PROTOCOL:SOCMHADU
* The patient will receive care which

o
m
e
w
n

10/30/09 mvp |o
a

reflects an ongoing process of * VS: Monitor + 10/30/09 MyP 10/30/09 1410] Daily or per ND order. J

interdisciplinary care based on the * ASSESSMENT: AT Evaluation + 10/30/09 MVP 10/30/09 1410}. 1 Time )
patients specific needs and the * ASSESS: Weight as Ordered arid Record + 10/30/09 MVP D
hospitals Patient Population Standards * MH Psycho-Educational Group + 10/30/09 MVP b
of Care. These will include those needs * CARE PLAN : MH ADDITIONS + 10/30/09 MVP )
which are age-specific. Coping ~-Use in place of Add Intervertions~~
vesponses to hospitalization will be Allows customization of Patient Care
assessed and addressed. Plan.

* Preceptor Documentation Co-Sign + 10/30/09 MVP
* MH SW Group Therapy Session + 10/30/09 MVP j
* NUTRITION: Monitor Meals. Record % + 10/30/09 MVP }
* DISCHARGE: MED REC PATIENT MED List + 10/30/09 MVP |10/51/09 GS~L :
* UPDATE: Clarification of Medications + 10/30/09 MVP D

Ihe pallent and/or significant others D \LU/30/09 MVP
caf eapect to be involved in the plan
of Care with attention to cultural and
religious beliefs, communication

barriers, privacy and confidentiality

Effective communication mettiods are
utilized for the hearing and speech
impaired aS well as barriers to
language

Ke paren sudo siguiticanr oper GG My           
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CTS TIT by (P_ Ay INTER Fry Tous Luti by Dstt A Tie Dib Tih L

will receive teaching about the nature * EDUCATION: Interdisciplinary + 10/30/09 MVP )

of their health condition, procedures.
treatwents, self care and past
discharge care. Verbalization ot

questions and concerns will be

encouraged

* Patient and/or significant other will D LU/3u0/09 MVP

participate in the process of * DISCHARGE: Complete Discharge Form + 10/30/09 MVP ,

coordination of resources in SO:
preparation for discharge. Complete paper forim-when going home

* The patient will receive care which will |D {10/30/09 MVP
reflect a safe environment. Intection * MH Daily Nursing Assessment + 10/30/09 MVP 10/30/09 1410) Every 24 hours j

control needs will be assessed and
addressed. Care will be given ina
controlled environment to reduce risk
of injury or further 71Iness.

* The patient will be assessed for pain D 10/30/09 MVP
Assessment to include: * MEDS: Administer PAIN-MEDS(prn/standing) |10/30/09 MvP J
a -(W) Words that describe 1. Monitor effectiveness/side effects

(1) Intensity (and any adverse reactions)

(L) Location
(0) Duration
(A) Aggrevaling factors

(A) Alleviating factors

b -Scoring of pain intensity,

utilizing appropriate pain scale
d - Effectiveness of medication/pain

control method
* The patient will be supported in their D 10/30/09 MYP

effort to retain personal identity. * Psychosocial Assessment std + 10/30/09 MVP [)

colf portapd patient rights

PSY PROBLEM: Anxiety2 10/30/09 MP — meesppenertnneciensni iii reperrnce ES
* STG: Patient's Anaiely will decrease D 10/30/09 MVP
ALB * pSY: Anxiety Disorder, Assess 10/30/09 MVP )

* Physician to assess mental status and

effectiveness of medications.

* RN to assess anaiety and patient
perception of effectiveness of
medications.

* Patient education related to effects
and side effects of medications
administered to treat illness.

* Patient education regarding management

of anxiety []. coping skills.
|

* Encourage Patient to attend group
therapy related to [].

* Assist patient to identify
anxiety-producing situations and plan

for such events.

* Assist in the development of coping
skills to manage anxiety.

‘Lia. Patient’ S Anarety will decrease UD ZEB
10/30/u9 MVP       
 

 


