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 ITLE: FLOW  SHEET                                                 

    LOCATION: M/S                ADMISSION DATE: OCT 11,2010@22:16    

DATE OF NOTE: OCT 14, 2010@14:00     ENTRY DATE: OCT 14, 2010@15:00:17      

      AUTHOR: NURSE JIM                           

     URGENCY:                            STATUS: COMPLETED                     

~~~~~PATIENT CARE FLOW SHEET~~~~~

SHIFT:7 a.m. - 7 p.m. 

___________________________________________

          VITALS

___________________________________________

Last Temperature:98.4 F [36.9 C]  (OCT 14, 2010@14:18)

Last Pulse:46  (OCT 14, 2010@14:18)

Last Respirations:18  (OCT 14, 2010@14:18) 

Last Blood Pressure:124/61  (OCT 14, 2010@14:18)

Last O2:98  (OCT 14, 2010@14:18)

NUTRITION

Eating: feeds self.

   Breakfast:100%

   Lunch:50%

COMFORT & HYGIENE

Bathing: Yes,  Some Assistance

Skin Care: Yes, Some Assistance

Mouth Care: Yes,Self

Ambulate: Yes,Some Assistance

Commode: Yes,Some Assistance

Bath Room Privelleges:Yes,Some Assistance

ACTIVITY

Yes-Bed rest without assistance

Yes-Turned to back 

Yes-Turned to right, left side 

Yes-Turns With Assistance

Yes-Chair With Assistance

Yes-commode With Assistance

Yes-Bath Room Privileges With Assistance

Level of Conscious

Alert, Oriented

x2

RESPIRATIONS:18  (OCT 14, 2010@14:18)

Normal

SKIN MUCOUS MEMBRANES 

COLOR: Normal

CONDITION:warm

TUBES

IV Site: Placement Checked

patent to LFA, no redness or edema or tenderness

HEART/LUNGS

Apical pulse:Regular

Breath sounds: Normal

ABDOMEN

Soft 

Bowel sounds: Present

EDEMA 

PERIPHERAL PERFUSION

Upper Right Extremities 

      Color:Normal 

      Pulses:Present

      Capillary refill 

      Movement: YES

Upper LeftExtremities 

      Color:Normal 

      Pulses:Present

      Capillary refill 

      Movement: YES

Lower Right Extremities 

      Color:AbnormalWarm 

      Capillary refill<4 to rt 3,4,5 toes 

      Movement: YES

Lower Left Extremities 

      Color:Normal 

      Pulses:Present

      Capillary refill 

      Movement: YES

WOUND CARE

WOUND DESCRIPTION - Location of Wound: Right foot

     SHAPE: irregular

     SIZE:  cm by cm

     DEPTH: STAGE 4, MUSCLE/SUB CUT FASCIA

HEALTH OF TISSUE: necrotic

Drainage:None

WOUND DRESSING

Dressing changed at:14-OCT-2010 10:00

Care given to wound:

cleansed/irrigated with wound cleanser

covered with COLLAGENASE, wrapped with kerlix 

WOUND 2 ~~~~~~~~~~~ 

WOUND DESCRIPTION - Location of Wound: Right lat malleolar and rt 

     SHAPE: irregular

     SIZE:  cm by cm

     DEPTH: STAGE 3, DERMIS

HEALTH OF TISSUE: minimum granulation

Drainage:None

WOUND DRESSING

Dressing changed at:14-OCT-2010 10:00

Care given to wound:

cleansed/irrigated with wound cleanser

Bowel Movement- Normal 

Last Bowel Movement: this morning, large soft in bedside commode

URINARY

Voiding: 

Incontinent wearing depends 

/es/ NURSE JIM

RN                                                                        

Signed: 10/14/2010 15:21                                                  

==============================================================================

