WELLNESS CENTER STAMP ____________________

CSM NURSING 211

GERIATRIC ASSESSMENT

STUDENT NAME_______________________
PART ONE: DATA COLLECTION                        



 One Point

Patient Name (Initials Only ) ___________ Age _________ Sex _______

Ethnicity ______________

General Appearance (Color of skin, orientation, signs of physical distress)

Medical Diagnosis (for this evaluation)

Other Medical Diagnoses or Chronic Illnesses ________________________________

Recent Health History (Summarize the medical events resulting in this appointment.)
                      Type answer on an attached sheet.

What are your major health concerns at this time? (Use patient’s own words.)

                      Type answer on an attached sheet.

What do you currently do to promote or maintain your health? (patient’s own words)

                      Type answer on an attached sheet.

  FUNCTIONAL STATUS

        Prior Level of Function (Six Months Ago). Check one of the levels listed below.

1. Independent (Carries out activity ad lib with no one present) _______

2. Independent with Assistive Device (Same as #1 but uses 
       assistive device such as a cane for safety)                                   _______

3. Standby/ Supervision (Staff member is present during 
      activity but has no physical contact with patient)                      _______

4. Minimal Assist (Patient needs physical contact & 
      occasional light physical support from staff)                              _______

5. Moderate Assist (Patient needs firm physical support)              _______

6. Maximum Assist (Patient needs heavy assistance from 
      one or more people)                                                                    _______

7. Dependent (No attempt by patient to assist)                              _______

     Current Level of Function (Give appropriate number 
     from above.)                                                                                  _______

     Equipment Owned or Used by Client:

NEUROLOGICAL/ SENSORY STATUS

     Vision :  (Check all that apply)

           Adequate                                                   ________

           Uses glasses only for reading                     ________

           Uses glasses all of the time                        ________

           Visual Impairment (Describe)                  ________
           Other eye related problems?                     ________
           (Blurred vision, eye pain, diplopia)

     Hearing: (Check all that apply)

           Normal                                                      ________

           Diminished – Right side                           ________

                                  Left side                              ________

           Hearing aid used?                                      ________

           Deaf?                                                          ________

           Other hearing related problems?              ________

             (Ear pain, tinnitus, vertigo)
    Speech:

             Normal                                                    ________

             Deficit (Describe)                                    ________

             (Example – slurring, expressive loss, receptive loss)

    Cognition/ Perception:

            Describe in 2-4 sentences how the client processes information.

            Are the answers to questions prompt and appropriate?

            Is it necessary to repeat questions?

            Type your answers to theses questions on an attached sheet.

     Affect:
             Appropriate                                             ________

             Inappropriate (Describe)                         ________

PART TWO: FUNCTIONAL ASSESSMENT               

   One Point
     RANGE OF MOTION

            Describe in detail the limitations as well as the areas with normal range of 
            motion. Type answers on the attached sheet.

     MUSCLE TONE/ HEAD AND TRUCK CONTROL

            Describe in detail the areas of weakness and the areas of normal strength.

            Can the client use the right and left sides of the body equally well? Describe.

            Describe the client’s balance

   Sitting              __________________________________

   Standing          ________________________________

            Ambulation:

   Normal                          ______

   Needs Assist                   ______

   Does not ambulate        ______

            Describe the client’s gait. (Include the equipment used.)

    Use the attached sheet to type your answer.

     PAIN

          Please describe your pain as:

                    Constant                          ______

                    Intermittent                    ______

                    Periodic                           ______

             Is your pain

                     Increasing                      _______

                     Static                              _______

                     Decreasing                     _______

              What aggravates your pain?

                     __________________________________________________

               What eases your pain?

                      __________________________________________________

               Describe the 24 hour cycle of your pain.

                      __________________________________________________ 

               Does the pain interfere with your sleep?
                       No                                _______
                       Yes                               _______
SUMMARY OF EVALUATION OF AFFECTED AREA
           Describe in detail the affected area and the limitations as a result of the          

           exam. Discuss the right side and the left side separately, including the range 

           of motion, muscle strength, joint condition as well as any specific tests of 

           function. (Type this on another page and attach it).

PART THREE: CONCLUSION AND SUMMARY                        

1.5 Point

       Major Medical Problem or Problems                  __________________________

       Plan of Care for patient as delineated by the Physical Therapist

       If you were working as an RN to care for this patient with the PT, what 

       would be two nursing diagnoses that you would formulate?

           Nursing Diagnosis  #1                                        __________________________

           Nursing Diagnosis  #2                                        __________________________

           Explain your reasons for choosing these particular nursing diagnoses for this pt.

           In this particular case, how is the nurse’s focus different from that of the PT?

PART FOUR: PATIENT EDUCATION                       
    Four Points
Go to the Wellness Center at Mills Hospital. Using their resources, access the Internet, utilize books, pamphlets, magazine articles to prepare information for the patient on his disease and /or treatment. Create your own information pamphlet for this patient on his particular medical problem. The information should be use friendly (keep the age of the patient in mind) and developmentally appropriate.

Attach the pamphlet that you developed to the rest of the paper. Describe other community resources for the patient which will provide help and/ or support at the back of the pamphlet.

             Attach a bibliography listing the resources used. At least one internet resource 
             should be referenced.

    FORMAT

0.5 Point
           The questions requiring detailed answers are typed on a separate sheet of paper. 

           The paper is neatly done and all hand written answers are legible. 

           The bibliography is done in the correct format as described in the CSM Student 
                        Handbook.
    One point will be deducted for each day that the paper is late.
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