



Patient Assessment Form

	Date of Admission:  

	Date of nursing assessment:  



	Case No.  


	Patient Name:  



	Owner  

Address

Contact No. 



	Clinical summary: (reason for admission)
  
	Owners perception of problem:



	Previous history (surgery, disease, vaccination status, allergies)



	T   
	Current medication

 

	P  
	

	R  
	

	MM  
	

	CRT  
	

	Wt.  
	

	Life stage:

Age:…          

                   neonate                                          adult                                                geriatric                                   

	Assessment of activities of living

                                                                          Usual routine             Actual Problem         Potential Problem       Long Term  Goal

	1. eat adequate amount
	
	
	
	

	2. drink adequate amounts 
	
	
	
	

	3. urinate normally
	
	
	
	

	4. defecate normally
	
	
	
	

	5. breath normally 
	
	
	
	

	6. maintain body temp
	
	
	
	

	7. groom itself
	
	
	
	

	8. mobilise adequately
	
	
	
	

	9. sleep/rest 
	
	
	
	

	10. express normal behaviour
	
	
	
	


CARE PLAN
	Patient Name:                                                                                                 
	Date:

	Date

 
	Problem
	Short term Goal 
	Nursing intervention
	Reassess/

evaluation
	Review time/date
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