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The most important role of
documentation is to

assure high quality patient care.
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Personal Data

|:| Maone
a Alvays
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a Mot enocugh

|:| [ e

|:| Mone

e Age . Sex Education ............_..... Qeeupation N\
Admission Date ... Time . Vital signs : Temp~".__._."°C Height. ........ cm
Mode of Arrival: O3 wak O wheel Chair (O Stretcher O Other.........] HR ... Resp. .../ min Weight\. ... kg
Admitted From: O Er Traumz O oro O Refer O other... ... I BF. o MMHG
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=== == PSPPSR Y
Fast llness Histony N N L L
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Allergies (Drugs, Food, Other) ; ...\ ... Reactions. . .
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O somstimes ... What helped in the past? Smoked duration ... Drankduration ........... U=sed duration ..._......_..
Gt duration ... ... ... Cwit duration ... ... Cwit duration ... ...
| Imfmrrnatime memsrisdee b [ Doticnt [ mihar |_| Continuea s |_| Continucans |_| Continucais




MONITORING NURSING RECORD
SIRIRAJ HOSPITAL
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SIRIRAJ HOSPITAL Diagnosis A
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Patient absent A Patient vomiting v 1
_Pauent fasting F Medication unavailable ~N ~ 4
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NURSING DISCHARGE SUMMARY FORM, SIRIRAJ HOSPITAL

............................................................ AOE cinvseocen TNOSISETIL. LR OGO o tocos s oo ane s os s s g 8355008 S e 8w s 25 0m38: B85 0o e w388 w08 & HeSeire e
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Treatment 7 Operation # DelIVery ... . ciioioaiamiasssnsiseiessas s sastesiesiae feaias o aghlPhe s Legngth of Stay

Health Status before Discharge

Vital signs: Level of Consciousnesss Therapeutic Device:

EEEEII D s o o e soem iz sn eas e O Alert, awake 2+@ oriented O None O NG Tube

HR £ min O Lethargi< O Catheter .........

Resp ..........oc.occ. A min eSthorous o OSEOMY o s ama No v oor s snma smens

B s smesmmmnsis Mg O Comatase O Orther

Continuing Health Problems
Health 'aformations
O Medidation .. ......ooioiioiiie e N N N Information
........................................................................................................................ provided to:
........................................................................................................................... 2P atient
O Environment & Economies, . ~\... L O Family
O Treatment ) ... k. . e e O Other
O Health .. ... N o s
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O —-
Discharged by . O Doctor Permission © Involuntary O Escape ) R T ot e o B SR AR T
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© Health Payment Receaibt O pPatient's property O Other ..o
In Case of Death
Date of Death ..... ... .. ... .0 .. . ... ..... Time of Death ........ ... ... .............. | 537 -3 (o
Transfer to: O Forensic (S] Pathology S 1= ..
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Focus List: Colorectal Cancer
~ Focuslistvmnzauwviall

OPD . Pre-operative counseling

IPD . Pre-op teaching for pain management
. Discharge planning

. Bowel Preparation

. Stoma Sitting

Post op Pain

Risk of post op complication

Risk of Stoma necrosis

. Step diet

10. Body Image

11. Knowledge and skill for Pouching

© ©® N O O A WN A

12. Peristomal skin excoriation
13. Consult PCU for home care



N15UUNN Focus

* N15UUNNEIU Focus LUAMTDIAN
= v o v Yy, Y v Y,
dusadaasnuidEanasnu bt lale
mum’tmnﬂnuwﬂwmammmsmmﬂm
AINUNISSNEINEIUNE §NUNSOLTEU
LLUU Nursing Diagnosis 1]



Wssumeumswey Focus

LHANANUTEAU 2 e CRTGERTIYL AT TT

Nursing Diagnosis

LHY9AaNISINALNANANU 28 walgusULuy

Nursing Diagnosis



UssiiudAyuasrUlsnaisiunmuuaidy Focus

* NsIUABULUAENT22/871N1599EU28DES
AUNAY AANuRaUNRvasd TN Ity
AAUBNLAA (triggen) bYW MglagIuIn In 1Ugs
anusulafiniutunioanas

* NSUAYULUANIANTUNUENIIZEVNINHATD
W AnssuvaEUIgaIna Wy hisusdatan
YRR LagEanIUN %39358AUAUTANAIAAAS



UszinudnAguasithenasianmuuadu Focus

< a v ' = Y& R a A& '

° Lﬂqumniﬁmaa@mmmazﬂu NLEAS LALAUD 9T N U9
N998 lUYZUY WU nausea chest pain AANNIIARD hospital
admission N3 feed 8IMNT %3DAMUIUALTINWLNITAUANANY

* winnnsaldAniieafunisauansansinuvasiiielag
wnzngatasiuaulanievasfUaey discharge
olanning N5 Refere N15AADA NISIHLADA 3UNTISSNWIR2Y
pandau nsiUaeuaIms msaudaans nssinda nmslen
chemotherapy nan1siUAsULUaDIRIdInT9



UssiudAguesgiienasiiunimvunly Focus

* Joynnneanun1sInLINYe9s19nIe LU
AIUADINITUT 81915 N1TKela nasduae
v v Y A = 1
® AMUABINITANUAIIUINTINTUSNY LY

AusluN1sanly nsuIusvalua AUsnwn
159N sHWATINUSHAZNTTANALIA



UszihudagyuasdUlenadsinunnimualu Focus

* nsUsnynwndvsaiuguasne I TINBUe) Nld
Fulun1swHUNIsaRanUe 1w n1sUInYIWNg
UNN1EATWUIUA UTUNLAYUINTS

° aamﬂmmuwuauﬂ miﬂmﬂmsﬂsvmuua ¥N15UTsLaU
FAADATES LIAINTTALATNE LTU Sasfitiaafuadny
Uaonne LsmmﬂmmlﬂmﬂmsmfmL&J&JmmLLW%&J N9

ﬂgummmﬂﬁwmawLﬂaﬂuLLﬂaa wazn1sUAsuLUAs
TUanwuuwHugun W



A15UUNN Goal/Outcome

74 Qi o\ Y dl

* YapnuiussEIenginssadvingvasUleh
LEASFANIITHUAINNAITA Y UL AN INNANTD
wWasuulaslumanavunisuaslasunisweauis/

N15ALAINY
< = ' v o Y 1 A A

* Wudaanuiivanitnaansvasylie  Liadugn
nmsgualunisnuuaianislunsauadUoe



LUl UN1SUUNA Goals/Outcomes

o JulmungvasUae Lildvasweuia

flasiuniaifaRamisgninane Fantsusiiadunsegnligniiane

UINULLNARALYD upalitnani1siaLye



N5UUNA Goals/Outcomes

WavtegUae  laifin  @7nn1sneniy AARAILYLLIANNBY
LA Tulsaweuna

v Y Y = v 1 = )

Yol AvwIn Uand 8 U7 Aely 72 ¥2lug

YV = v 1 o 1

KU a0 87 Insulin bALBY fauImUY

1150 Uan 91N15SHAUNATNAITUINU NDUIINUY

LNNONDUIULANSIDLA
AN
U

Qe

AsUsEAIT  van  AFAsviemdalUanuLie
Y a 14
IZxJI‘lJ'J‘c’JLﬂﬂ Asthma attack b



NURSING FOCUS LIST e T Fa

Focus Goal/Outcome

Mo, FOCUS GOALS T SJ!SMES ACTIVE RESOLVED

Focus List

Page ......-..




NURSING FOCUS NOTE HM. e BN

TIME FOCUS I PWG*I’E

A AssmsEment | : Inte=nrengon E: Eraluation




Qv I o { |
msvunn aiu A.LE. iiluvede

A Assessment » TayanatuayuilssiuddAn FOCUs sung

=

IAyA Subjective data Objective Data NARLNLINANITIAVATYN LARILNAILTIL

e o =

| Intervention P U JuRviunvzeac U JURvTaLLun1uans

NuFIUAINTRYAN HAINNIT Assessment B9LTUN1TNTLATG past-present-

future

E tvaluation » NANFABLALBIUBNE L 8FaN1TU TR



5n150UNN Focus Charting

g ¥



L 1 [T ] 3t . _—=
ﬁI'JDEI’NE“IJLL'U“Uﬂ’I‘ﬂJHﬂﬂﬂ'JH Focus charting wuun 1

Nnranvuaunuurasniduatring

DATE/
TIME FOCUS : ment L:Intervention E:Evaluation

weauwuy Nursing Diagnosis
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(1) WARD .o
ADULT NURSING ASSESSMENT FORM, SIRIRAJ HOSPITAL HN.. Skin
ANvareransiERRram
Dermal Assessment : © WNL O Abnormal ; Use letter to indicate type and location on diagram
Personal Data RS ASIER
NAITIE ..o Age ......... Sex ... . Education ............... . Ocoupation ...................... () ' B :Burn
Admission Date ... ... Time ... | Vital signs : Temp. .. Height ........... o C : Contusion
Mode of Arrival: © walk © Wheel Chair O Stretcher O Other .......... HR oo fmin ReSp. wewecee /10N | \ygight | ke E : Ecchymosis
Admitted From : OER Trauma O OPD O Refer O Other.......... BResremmans mmHg H : Hematoma
Diagnosis .. L : Laceration
L oy o] B A ] e M : Mass
PrESERt INESS! ancrvrmmmmet o s s e R e SO e N sl fiogmtraflammnensanm P : Petechiae
................................................................................................................................................................ . PS : Pressure sore Stage .....
.............................................................................................................................................................. R : Rash
Past lliness History .........c.ccooeivviieiiiiiniieiinieenne LI IN91916¥1.91911 15259 )..... > 8 : Suture
.............................................................................................................................................................. Sc : Scar
............................................................................................................................................................. SR : Skin reaction from radiation
Family liness HIiStory ......c..covvivieiiiiniieiie e e fer et e | ostomy
Allergies (Drugs, Food, Other) : . } . . . . .
— Temp. : |Moisture : Color : Pressure Ulcer Staging
B o . P
Exercise : Sleep /Rest : ..... hriday | Tobacco Alcohol Other Drugs/Substar 0 warm [0 Maist O Nomal
Stage 1 Persistent redness(in lightly pigmented skin).Persistent red, blue, or purple hues(in dark skin)
O None O Enough 6 None 6 None 6 None OHot Pory 0 Pale
O Always ..o, O Not enough O QUIt e O QUL oo BQU ooe e Oiss 0 Gyanosis SRg02 Sk oS B SanabISteranshalloneea. ‘ ,
O Sometimes ......... What helped in the past? : Smoked duration .......... | Drank duration ........... Used duration ........ Turgor : 0 Good Stage 3 Deep crater : not extend down through underlying fascia.
-------------------------------------- Quit duration ............. Quit duration ............ Quit duration ........ ; ager4 Despierater demageiioimuscle, bonetor supporingistuetures;
Apanr 0 Jaundice
Information provided by: © Patient © Other ......... 6 Continuous ............... O Continuous ............... O Continuous ...........
Emergency Notify : Name , frequency ......... /day frequency ......... /day frequency ........ e Cardlopmmonary
Relationship ....ooiviieeiinn. Bhone . vsasmsnisain duration . duration ... duration .
Puimonary Current Treatment :
. ) Rate : Rhythm/Depth: Effort : Cough : Sputum O Nore
Spiritual / Cultural Needs / Emotional Support
© Eupnea 0 Regular 0 Easy O None O None 0 O,
Relici Special Religious / Cultural considerations for hospitalization 0 ves 0 No O Tachypnea O Ireqular O Dyspnea O Dry © Hemoptysis OETT
(<} [Tolfo}; [NR———— ) 0 Tracheostomy
Ty s e e e T e s B T R e e e 308 0 Bradypnea 0 Deep 0 Orthopnea 0 Productive O Frothy ,
Anxiety : O None O liness O Finance O Famil O Other, BRI
i ¥ NSRRI 5] Apnea O shallow O Other O Other BiGblor e O Chest Tube
Support System : O None O Parents 0 Spouse & Family O Friend(s) O Religious activity ©0ther oooooovvivovinrcccee || 0 Other Bibiheremmmny
Nutrition / Metabolism T e s
Cardiovascular
© Ordinary Diet Appetite : Swallowing Difficulty | GI. Problem : 6 None Pulse Rhythm: | Pulse Amplitude: | Pulse Rate : | Edema : Chest Pain:
0 Liquid / Soft Diet O Good O Far O Poor O None O Nausea [} Regular 0 Strong © Normal O None O No
Special Diet : Feeding : O solid 6 Vomiting 0 Irregular B Weak ...vvrnnens O Tachycardia | © Generalized 6 Yes
OoM  OlowNaOgell  © Assisted 0 Liquid QOUEE svsviassosnwsiavis : B Absent ..o 0 Bradycardia | O Localized....... Location..
O Low Prot. © High Prot. BNG/OG Weight Change : 0 Unknown ONo O ves O PIING....vvvvvv . e
Qother. oo 0 Gastrostomy/Jejunostomy tube Tyes'i b LOSS .c.ooimmivaniesd [y wi / mth 7 yr Neck Vein Engorged : 0 no Oves DURBION. ..o vt
- 3 BRI, e ooy s s e gomemom s isaseny
© NPO O Parenteral Nutrition RGain e Kg /e, whk /mth /yr




(2)

Pain Management
ADULT NURSING ASSESSMENT FORM, SIRIRAJ HOSPITAL

NAME ..o oo e N e AN e WARD ..ooooooooooo Pain 6 ves 6 No R LOCARGHrssssmmmsosanossesmsriassiersie VTt oess e ncesios s s RS 35
What 'causes. Pain 10  INCIOASE: P xisuussiuuusisesrs sisimsmssiassasmssisasns i s e cias st ioma s ieess s aissssic
Neuromuscular
Pattern : O Intermittent O Constant L2 S —————
Neurosenso ’ . )
y How does patient describe the pain : © Buming O pull OBREE DO s s s i A S T A
Level of Consciousness (LOC) : Vision : Hearing : Speech : Smell : 0 Normal _— =
Intensity : o6
0 Alert, awake and oriented 0 Normal 0 Normal D Normal O impaired ........... il
0 Lethargic (Sleepy but easily aroused) 0 impaired 0 Impaired Impaired Sensation : e . 2
No Mild Moderate Severe Very Worst
0 Swporus (responsive only to noxious stimuli} U051 ] 7 . | S— DEVICE ..o P Normal pain pain pain pain Sg\é?r:"’ pog:ilr?le
0 Comatose (not responsive to noxious stimuli) {17 I 152 SEENEN O Numbness _................ t t t t t f t t t t i
o 1 2 3 4 5 7 8 9 10
Device ............. | Device ............ O Tingling ssesa e p‘\;?n M"Sj[’f‘w p‘é‘é‘;ﬁf}‘lc
pain
Musculo-Skeletal Does pain affect patient's ability to : © Eat 8 Activity O Sleep O Elimination 8 Mood O Self Image O Sexuality © Social Interaction
Hand Grasps : Joint : O wniL Weakness :| Paralysis : Seizure : Movement : What relieves pain : 6 Cold Compression © Hot Compression © Massage O Relaxation © Reposition
0 Strong (3 ETol T Py 0 No 0 No 0 no 0 Normal O Rest/ Sleep O MEICAION. .. vv e evieiete e e O OMhEr oo e e
0 weak LLRt LLLt OSHIF oo 0 ves 0 ves 0 ves 0 Aonormal q o .
Information / Teaching / Learning Needs
0 Absent LRt WLt (V] 7 ooy |[— —r—— (o ——gy T ——————
O Other ..o © Orientation © Disease Process (5] Signs / Symptoms to Report to Med. Staff © Test/ Process Treatment
O Medication O Pre / Post - Op. Teaching O Infection Control O Wound / Ostomy Care
MObIIIty 0O Self Care © Diet Changes 0 Activity [¢] Equipment 5] Safety
Activity / Function : Prosthetic / Assistive Devices : Injury: 0 No 8 Other ...

0 Independent (Only require assistive device) O ves ...

Discharge Planning Supportive Care

0 Requires Assistance in

0 cane

M Eating
H Toileting
W Transferring

M Other .........

M Dressing
H Bed Mobility

L Ambulation

9 Walker
0 wheel Chair

0 Adtificial Limb

B O s

Dominant Hand : O Right O Lett

Elimination /

Reproductive

Gastrointestinal

Discharge Screening Criteria
1.Will patient need post discharge assistance with Activity of Daily Living / Physical functioning?
O ves (if yes, complete A&B) O No

A. Does patient have family capable and willing to provide assistance post discharge?

Oral Cavity : Abdomen : Bowel Pattern : time /........day
0 Moist 0 ory 0 Soft Elimination Problem :
0 Abrasion 0 Tumor B Tender::nasas.: 0 None 0 Constipation
0 penture (2 Ko7, SRR, 0 Diarrhea 0 Incontinent
O0ther e 0 other ...
Genito-Urinary Reproductive
Bladder : Voiding : ...... :....{ Day:Night) Urine : Genital Organ : | Breast : Menstrual Problem :
0 sott 0 Continent 0 Clear 0 Normal 6 Normal (Female Only)
0 Distended 0 Incontinent 0 Cloudy 0 Abnormal 6 Abnorma 0 no
0 Other 0 Dysuria ... OBicody: | swsemsses | s (L AN
O.Cathaterivcovvismnns OOther. .o | e
~ I MP -

O YES i O No
B. Is assistance needed that family can't provide?
T — O No
2. Are there financial concems regarding this hospitalization?
O YES oo O No
Home Environment Discharge Planning Needs
Lives With: Lives Where : O TABRBEEN v cosrovmimymutm s T T R T T PP T T T
O Parents/ Family | © House B ERVIronient & BEONOMIC s mvasnva i o s e s e
0 Spouse O Townhouse D T TS I vmurosmomos ot v T T P T O R R T T T S P P T TSROy
O Friend 0 ApartmentCondominium [B HEAIN .............coiiiiees et ettt e s
0 Alone O Nursing Home O OUIPATIENT RETEITAl ... e e e e e s
OISR s (5 o} 7/ TR, D Ittt P T P TR T P D S
Possible Referral Needs: O Wound Care / Bum Care O Rehabilitation ¢ PT O Speech O o7
O Social Service O Psychologist (261!
Assessment Initiated by RN @ ... Date .:cccaiaiiaias TIME crecsessovi
[§]




(2)

PEDIATRIC NURSING ASSESSMENT FORM, SIRIRAJ HOSPITAL

Pain Manaaement

Skin

Pain 0 ves O no

Dermal Assessment :

OWNL OAbmormal , Use letter to indicate type and location on diagram

: Abrasion

: Burn

A
B
C : Contusion
E : Ecchymosis
H

: Hematoma

-

: Laceration

M : Mass

P : Petechiae

Ps : Pressure sore Stage
R: Rash

S : Suture

Sc : Scar

SR : Skin Reaction from Radiation

Pattemn :  © Intermittent O Constant - R ——————

How does patient describe the pain : @ Burning  ©Dul O Sharp

Intensity : ~
@O
S
No Mild Moderate Severe Very Worst
pain pain pain pain severe possible
pain pain
L ' ' - ' ! \ ' ! | {
r T T T T T T T T T 1
o 1 2 3 5 6 < 8 =] 10
No Moderate Worst
pain pain possible
pain

Does pain affect patient’s ability to : O Eat O Activity © Sleep © Elimination © Mood © Self Image © Sexuality 0 Social Interaction
What relieves pain : © Cold Compression © Hot Compression O Massage O Relaxation © Reposition

eResHS\eep O METICANION. .....vveeereereeriereeecree e D OMEE e e et

Information / Teaching / Learning Needs

O Orientation © Disease Process 0 Signs / Symptoms to Report to Med. Staff O Test/ Process Treatment
© Medication © Pre / Post - Op. Teaching O Infection Control O Self Care © Wound / Ostomy Care
O Diet Changes S} Activity 0 Equipment 0 Safety O OB .ot

Discharge Planning Supportive Care

Discharge Screening Criteria

1.Will patient need post discharge assistance with Activity of Daily Living / Physical functioning?
O ves (if yes, complete A&B) O No
A. Does patient have family capable and willing to provide assistance post discharge?
O YES o O No
B. |s assistance needed that family can't provide?
= O No

2. Are there financial concerns regarding this hospitalization?

O Yes 0 No
Home Environment Discharge Planning Needs
Lives With: Lives Where : O NFBRIBATIBIT s P BT T o 0 P T
O Parents/ Family | © House O R Ve PHEER O R GHTINE s s oo o 3 0 5 S S0
6 Friend O Townhouse O TFEAIMENT ...o..e et s s e et et e
O Alone © Apartment/Condominium O B R e T S e T e R TS
O Other ............ O Nursing Home Ko TFiior (- (g (-1 1| USRS ———
.................... O0ther. oooeiieeieiieie O DIBT ettt e
Possible Referral Needs: O Wound Care / Burn Care O Rehabilitation / PT O Speech O oT
O Social Service O Psychologist QOther oo
Assessment Initiated by RN .................................Date .................. Time ..............

T : Bithmark
veeen... OStOMY
Temp. : | Moisture : Color : Pressure Ulcer Staging
O warm | © Moist 0 Normal
0 0 0 Stage 1 Persistent redness(in lightly pigmented skin). Persistent red, blue, or purple hues (in dark skin)
Hot Dry Pale
Stage 2 Skin loss: abrasion, blister or shallow crater
0 Cool 0 Cyanosis
Stage 3 Deep crater : not extend down through underlying fascia.
Turgor: 6 Good O Poor Stage 4 Deep crater : damage to muscle, bone or supporting structures
0 Jaundice
Cardiopulmonary
Pulmonary
Current Treatment :
Rate : Rhythm/Depth: Effort : Cough : Sputum :
6 None
(5} Eupnea (5} Regular (5} Easy O None 6 None 6o
(5} Tachypnea (5} Irregular [} Dyspnea 0 Dry 0 Hemoptysis 0 ﬁT
0 Bradypnea 0 Deep 0 Orthopnea 0 Productive 0 Frothy 0 Tracheostomy
0 Apnea O Shallow 0 Other 0 Other 0 Color B ventiiator
0 Chest Tube
6 Other 0 Other
Cardiovascular
Pulse Rhythm: Pulse Amplitude: Pulse Rate : Edema : Chest Pain:
(5} Regular 0 Strong 0 Normal O None 6 No
(] Irregular 0 Weak O Tachycardia 0 Generalized 0 Yes
0 Absent 0 Bradycardia 0 Localized. ... Location
Neck Vein Engorged : 0 Pitting Refered Pain
0 nNo 6 ves Duration
Frequency
31

33




ISINeNuIafs sy

DAILY NURSING ACTIVITY CHECKLIST FORM | wad oo
SIRIRAJ HOSPITAL BN sossmamnisniss

N R R R GRE
Coma T SR D T
3 | WE ==== 3 = N Name.ousisiannaias SHENESRAR AQO Giadaai yre:  Disgnosie: iR R
; £ o s 3 e
5 3 = ; r o~ Note : Check * 3" When nurse gave nursing care and also check * * ™ when patient had problems, Pieage see in NR. DOC. 03
- {0 F o — 3 i
e Tes Ty
' SEE i 3 Oate
150 3 i $ { i
= = ; 1 Nursing Care 237 | 715 | 1523 [ 237 | 745 | 1523 | 237 | 715 | 1523 | 227 | 715 | 1523 | 237 | 715 | 1523
‘b o 1 : :
8 3= et 1 3 : Bath
S |ys0 — = :
o |- 3 = ¥ Mouth Care
B8 i — = T w
z . = = ¥ ¥ E Shampooing
= 2 1 3 ¥ ¥ o —
& H® ¥ 1 = > | Perineal Care
i ¥ 5 — XL
< |100-{1004 - + + Linen Change
= : ¥ :
£ |% t — Other .
80-| 986 : ; Zz |NPO
$ 3 Q
20 E Oral
0| 562 e 5 Feeding
: b 4
i 1 Parenteral
» ¥ t
.| 850 1 Ambulate
t Exercise
| E Rest
4 | BN "B ANNEN <SR R - . S (1N R I ISt ~c=si
{Weand Ht &J g
} 4 Bed Rest
JoRd. | Absolute Bed Rest
| Diiet |
4 ! t = | Condom Care
| |Oral Fluids | =]
2] | + | = | Cath Care
| 5| [Parenteral z
% AF t t 1 1 g Ostomy Care
2|2 ! & | ]
|& Enema
4 t > | Side Rail Up
| =
g Restraint
Total L B T ——
+ |
. |Urine Graetin
3 ! ! 4 i
- (8 g Touch
H | § Information
Tota &
* OO smcssizasiss
IIStoaty =
t + IVF./IV. Cath Care
L rine
i Tube Care
E Drain Care
| | 3
| Wound Care
| | 3:
E. o | Pain Care | e psonone | NN | s (oo SN jovney vy oy (SN | KOOV
o [ W " 7
| 3 ‘ & Breathing Exercise 3 J 4 3 b 3 3 |
| = Turn Position q ...... hrs
I OB isssusasre
| | Signature




NR.DOC.06

WARD .
NURSING DISCHARGE SUMMARY FORM, SIRIRAJ HOSPITAL [ HN.oiii
L T
............................................................ B cuvivvsss INOSICEIE L DIOBIOR o o e swss s o wiim oo s sitsn s v 60506
DHAGINOSIS, w655 wwumsissiessswwanssiesins fowmeamssins s aosnss ions 61608 04808850000 0E o iR RoME T T RoIETE0 Admittance - Discharge Date
Treatient? Operation s DEINETY: s wwmasmmaswmsusassmmssms e s Length of Stay

Health Status before Discharge

Vital signs: Level of Consciousness: Therapeutic Device:
TEMPlcaasiosssmmn st fe O Alert, awake and oriented O None O NG Tube
[S] Lethargic O Catheter ...........coovveren.
[S] Stuporous [S] OStOMY.oicvsimssivamssmnsions
6 Comatose 6 Other

Continuing Health Problems

O Swporous D ADSTOMY s iopsinih s s e

0 Comatose 0 Other

Continuing Health Problems

Information
provided to:
O Patient
[S] Family
O Other

O,
Discharged by : © Doctor Permission © Involuntary  © Escape O Refer.....cooooovvivieoeieieee e
Discharged with: © Patient ID Card O Medication 0 Appointment Card O Medical Certificate

O Health Payment Receipt O Patient's property O Other ..o,

In Case of Death

. Doctor

.. Time of Death ....
Sl Pathology © Other .
[S] Family ; Signature
O other ..

Date of Death .....

Transfer to: O Forensic
1D No.

1D No.

Patient’s property was sent to:

; Signature ..

Discharged by RN..................

Information
provided to:

O Patient

ealth ...

utpatient Referral ...
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Wead.ciaivnddsssoniisiis
g NURSING FOCUS NOTE B s vmosspomesmmtucnosons AN i ssisivsssspapsinsy
NURSING FOCUS LIST 8 4 N cormmeonroiaon B
RIS f PRINT/NAN
DATE,
No. FOCUS GOALS / OUTCOMES ACTIVE RESOLVED TIME FOCUS PROGRESS NOTE
SHIFT A Assessment | 2 Intervention E: Evaluation

Focus List FALE
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NSZUAUNISNEIUIE 5 IURBULAZNITULNN

UseLiunsnsuuazilseidiugn Twnnsiniase/szuilom

Assessment Nursing Diagnosis

A D F
nsisziiuna/ ULHUNITNEILA
HANLNAAINN5U 1R :

Planning
E / \ P

Goal/Outcomes  |nterventions
|

P msﬂgumvg:

H o d. )
S onausy NeiNalilaua

| L P
Implementation

n19UHURNLAYILA? wazazyin pnLuaneg



mﬁﬁ’uﬁnﬁazﬁ’au Nursing Process Tu Progress note
7% Waste
KUae geongiiuna PU 52U 2
A: wHafifuny seauaas skin sauwkaund Wivaa duausdniios
Dor : PU 380U 2

Plan: Dressing keep moist 11 cream UStaaudunseqn wWaguviann 2
BAU9 VIUBUASLLAY 30 99A1 d9Ld3Ua1115 HP

: clean unan1®e NSS Uanae uaudauna X keep 3 U189 intact 11
JUNTEANUATIaULNANIY ATU Y turn on position left 30 B9A1
lateral waziUaguyin n 2 Falus

E: ffUreuanvaulanazauieidu(uansinunalignnalsauieiau)



Focus charti NE uaznIzuIUNTINEIUIR

NSEUAUNITNENIUIR Focus Charting

Assessment A

Nursing Diagnosis Focus

Planning Goal/outcome (P)
Implementation | and P(intervention fiaz¥inans)

Evaluation E



TUNNAYINRUNIN

LU A: T 39.2
l: 9719 cold pad

E: dU189n2UU



v <

TuUNNALAUNIN

10.00  §ilUge %39 A: T 39.2 P84 R24 Uanr3ue
U Lguurgann PS 3 1¢ paracetamol last
a'lﬂ’lil"fllgjﬂ dose 8.00 U

l: tepid sponge 914 cold pad

7 Yy 24
vaniU2en189lUgeassngu
wnNne

E: U20%20UU UDNEUI8RA VY



< I I v LY Y,
N135352YUseAY Focus launa danwiza1unisine wagainisnaly
Winuy
Assessment LignLauN9AIU Subjective az Objective tazlyl

v
dzvaulayni Focus
Intervention tJu41u Routine Nildayalutanasdiudunsy

Evaluation luvufinisalunssuseiau

Goal Livatau

o

v Y =2 @ ; & A o = o
nsundeyyn Aasiinuazaiudeeinyseaundunngdragy
wiokil walldiUne Wuunasdedannugnéas



N3AUMIANABINITVBIUE(Focus)

NU2e
U

NW8I1UA

U29 AnLta vy N9AFABNITINY ANDNANTIANY Lilau

v/
A9 LﬁaaQIsawsnma

WY AINNITINE
Y}

Wy

ARIGER

JaInu

= [ o = = I
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Thank You



