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Nursing care plane

Student......ccoeevveeneeene. Patient Identifier Code...................... Date....coveeevreeeeeeenes
Nursing Diagnosis
Assessment | Expected Outcomes Interventions Rataoinale Evaluation




Nursing Care Plan CLIENT [D:
MAME:
D.0.B.:
DOCTOR:
RS N T S, et PENSION:
CARE ALERT: FALLS RISK [0 WANDERS [0 BUMD [0 DEAF [ COMFUSE
CHAGNOSIS, | oo
LIFESTYLE SUPFORT GOAL OF CARE CARE OR INTERVENTION REQUIRED
NEEDS Tick and/or Highlight Appropriate Response
MEDICATION RESIDEMT Lewvel of Assistance required:
ADMINISTRATION MEDICATIONS 1 Extensive prompting
ARE MANAGED | OO0 Standing by to observe
Baseline Health SAFELY & O Self administers medication
Assessment CORRECTLY O Staff administers medication
Ealf Administration Medicasian [ Refer to medication chart for specific instructions
Ma ent (11-03 O Other

Medicaiion Assessmeni (11-58)
Motes

Assassmeant (11-04)

PAIN MANAGEMENT RESIDENT 15 AS [0 Reposition O Massage
Elderly Mobiy Scale (11-12) | FREE AS POSSIBLE | (] Analgesia [0 Heat packs
Salf Administration Medicavan | FROM PAIN L1 Aromatherapy [1 Relaxation Tapes
Management [11-03) O Supporive deviceeg.
Specific Needs Managernernt O Cne to one support/Diversion
Plan (11-27a) LhOther e
] Refer to pain management program

Motes
COMMUMNICATION RESIDENTS Wisron

OPTIMAL LEVELS | Glazses O¥es CONo

OF Wears always OYes OMe
Links to Assessments: COMMUNICATIO | Reading anly Oves OMa
Baseline Health M ARE Magrifier OYes CMo
Assessment MAINTAINED Meeds assistance with glasses O¥es CINo
Corimunication Refer to special nursing care needs Cves ClMa

SPEECH

Difficulty with expressive communication  Clyes ClMNao
Difficulty with receptive communication  Cyes DONo

Iz English the first language? OYes ONo
If no, specify.
MNon-verbal aids used Cles ClMo
Meed help with communication aids O¥es ONo
D.Hjmﬂ ..................................................................................
Name Date
Signature Designation




Nursing Care Plan

CLIEMT 1D:

MAME:
DOE:
DOCTOR:
PEREIOMN:
LIFESTYLE SUPPORT | GOAL OF CARE CARE OR INTERVENTION REQUIRED
NEEDS Tick andysor Highlight Appropriate Response
RESIDEMTS Preferences
MUTRITION Size of meals: [ small L1 medium [ large
E&HYDRATION |5 | Likes;
MAINTAINED AT | Duslikes:

OPTIMUM LEVEL

Preferred drinks: Tea O Coffee O Milk O Other O
Preferred eating arrangements

[0 Breakfast in dining room/sitting roomyAown room

O Lunch in dining room/Sitting roomsown room

O Evening meal in dining room/sitting room/own room

Diet

O Morrmal O Modified O Specity
] Supplemeants:
DB e e e
AMOUNE. e, FrEQUENCY.
Dysphagia management
Difficulty with chawing [ClYes ClMo
Difficulty with swallowing OYes CMo
Thickened fluids O full thick O 1/Z thick O 144 thick
Enteral feeding
PEG feeds (type) .
If PEG, [J Bolus O Continuous
. Assistance required:
Links to Assessments: O Cut up food O Butter bread & apply spreads
colig o Assessment [] Leave glass of fluid within reach (type):
O VPR
E O Place utensils in residents hand O Special utensils required
Et___nau__‘.u L%m&.ﬂm&m O refill fluids at each attention
for Residents st Risk O Guide food into residents mouth [ Encourage finger food
E [ Place food into residents mouth
Dietician Pﬂmrﬁjm:ﬁ. [ Supervise eating/drinking [J Entire meal [ Part of meal
Speech Therapist O Encourage to remain at table O Weigh-frequency
Assessmient O Other
Mame Designation
Signature Date

Notes




