Nursing Report Sheet

Patient information

Name:Jean Dupont Age:65
Gender:'vIale Room/Bed:302B
Diagnosis: Allergies:
Hypertension, Type 2 Diabetes Penicillin
Vital signs
General appearance: Neurological status:
Alert, cooperative, slightly overweight No signs of confusion, oriented to person, place,
and time
Cardiovascular: Respiratory:
Pulse 72 bpm, BP 140/85 mmHg, regular heart Respiratory rate 18/min, no wheezing or
rate shortness of breath
Gastrointestinal: Genitourinary:
Normal bowel sounds, soft and non-tender No complaints, regular voiding
abdomen
Skin integrity: Musculoskeletal:
Intact, slight erythema on lower extremities Full range of motion, slight stiffness in joints

Pain Level: 2/10, mild discomfort in knees

Pain level:
Medications

Medication Dosage Route Time given

Lisinopril 10 mg Oral 08:00 AM
Metformin 500 mg Oral 08:00 AM



Procedures

Dressing changes IV therapy
None Nonen

Laboratory and diagnosis results

Blood work Imaging

Fasting glucose 130 Normal chest X-ray
mg/dL, HbA1c 7.2%

Nursing interventions
Positioning:

Repositioned every 2 hours

Skin care:

Moisturizer applied to lower extremities

Pain management:

Paracetamol 500 mg as needed

Special instructions

Dietary restrictions:

Low sodium, diabetic diet

Patient education:

Catheterization Tube feeding

None None

EKG/ECG Other tests
Normal sinus rhythm None

Ambulation:

Ambulated with assistance 3x per shift

Safety measures:

Fall precautions in place

Activity orders:

Encourage light walking, no strenuous activity

Education provided on medication adherence and diet management



Plan of care

The goal for the shift:

Maintain stable blood pressure, monitor glucose levels

Nursing interventions: Follow-assessments:

Monitor BP, administer medications, educate BP check every 4 hours, blood glucose
patient monitoring pre-meal

Additional notes

None

Attending nurse:>0Phie Martin

20/09/2024, 10:00 AM

Signature: Date and time:
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