Biophysical/Nursing Assessment
                                                                            DOB_________ Eye Color:___________ Hair Color: ______________ Complexion: ______________
Personal hygiene:________________________________________________________________________________

Vital Signs:
Blood Pressure: _____________ Temperature:_________ Pulse:___________ Respiration__________
     Height___________      Weight____________
Assistive Devices:

Eyeglasses:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Contact Lenses:


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Dental Appliance:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Hearing Aid:


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Cochlear implant:

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If “Yes,” describe:_________________________________________________

Other Adaptive equipment_______________________________________________________________________

Exams:

Date of last physical exam:_______________________________________Where:_____________________________

Last eye exam:_________________ Last dental exam:______________ Last Hearing Test________________

Vision Problems:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________ Type of Screen______________
Hearing Problems:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________ Whisper Test_________
Dental Issues:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Speech Problems:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Speech Therapy:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Prosthesis:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Physical restrictions:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Piercing/Tattoos:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Tattoos:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Injuries:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Physical Therapy:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Occupational Therapy:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” Describe:___________________________________________

Major illness or accidents in the past:____________________________________________________________________

Biophysical:
Headaches
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Trouble with Decisions

  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No









Seizures
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Vertigo


   
  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Mood Changes
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Crying spells
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Tremor



   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Fatigue
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Loss/increase of appetite

   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




Constipation
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Current/history of heart problems
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Pain/Burning during urination
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Anemia/sickle cells

  
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




Urinary retention
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

History of head trauma

   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




Urinary urgency
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
     Pica (eating or mouthing nonfood items)    
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Urinary frequency
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

History of high blood pressure
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Diarrhea
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Surgery



   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Open sores/ wounds
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Nausea/vomiting over the past 3 days  
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
                          

Diabetes
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Sleep disturbances (nightmares, sleepwalking)
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Respiratory conditions
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Difficulty chewing/swallowing

   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Frequent ear infections
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

GI Problems


   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 
Frequent  Falls
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Reoccurring ear aches/ear drainage
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 
NoTics
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Seizures



   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No







Loss of consciousness
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Sexually transmitted disease

   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




Non     Medical      Hospitalization
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Other long-term medical complaint/problems  
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Appears Malnourished
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Recent weight Changes


   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No





Appears Obese
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If “Yes,” to the weight changes how much?: 
   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Eating Disorder
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Presently being treated for a medical/surgical problem:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




Explain all “Yes” responses:____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any previous medication(s) and reasons for discontinuation

	Medication
	Reason for Discontinuation
	When taken
	Taken regularly
	Dosage

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


History of medication non-compliance?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, explain________________________________________

Activities of Daily Living:

 FORMCHECKBOX 
 Assistance with feeding
 FORMCHECKBOX 
 Dresses self

 FORMCHECKBOX 
 Ambulatory



 FORMCHECKBOX 
 Assistance with dressing
 FORMCHECKBOX 
 Feeds self

 FORMCHECKBOX 
 Assistance with ambulation

 FORMCHECKBOX 
 Impact/limitations on day-to-day function:_____________________________________________________________

Sleep pattern:
Amount (hours/noc):______________________________________________Recent change?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Insomnia:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If “Yes,” indicate initial:____________ Middle: ___________ Terminal:___________________
Sleep Routine (medications, toys, nightlight, etc):___________________________________________________________________
Obstetric/Gynecological:
Date of last menstrual period:__________ 
Menstrual difficulties:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes,” describe:____________________

___________________________________________________________________________________________________________
Sexually active:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     Possibility of pregnancy:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     Currently pregnant?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     #months_______

Birth control use:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Type: _________________________________________________________________________

Have you ever been pregnant:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  If “Yes,” number of pregnancies: _________                             Number of live births:_________

ALLERGIES:

Any sensitivity to skin or other negative reactions/illness following oral administration or injection of:

Medications:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, describe:


Food:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, describe:


Other:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, describe:


Immunization Record obtained:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If no, parents informed they must bring a copy?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

List any missing immunizations:______________________________________________________________________

__________________________________________________________________________________________________ SEE Record in Welnet
Head lice present:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Date Checked ​​​​​​​​​​​​_____________         Date and type of last TX _______ 
MENTAL STATUS OBSERVATION

	Speech
	

	Mood
	

	Affect
	

	Flight of Ideas
	

	Judgment
	

	Insight
	

	Memory
	

	· Recent 
	

	· Past
	

	Ability to communicate
	

	Assess further for Mental Status?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


PAIN ASSESSMENT

	
	Describe any question answered “yes”

	Are you currently having any pain?

Pain Scale (Lowest 1 – Highest 10)


	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Pain Scale
	

	
	
	Cause
	

	
	
	Onset
	

	
	
	Duration
	

	
	
	Location
	

	Assess further for pain?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	


SPECIAL PRECAUTION ASSESSMENT

	
	Describe any question answered “yes”

	Are you currently having thoughts of suicide or self-harm?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Thoughts of suicide in the past?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Do you have a plan for suicide or self-harm?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Do you have the means to carry out this plan at Pathway’s PRTF ?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Have you ever attempted suicide?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Have you ever self-harmed?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Have you ever had homicidal ideation?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Do you have a history of violence?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Have you ever run from a placement?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Assess further for precautions?
	  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


HEALTH STATUS

	Infection Control
	Yes/No
	

	· Recent infection
	
	

	· Recent communicable disease
	
	

	· Exposure to communicable diseases
	
	

	· Admitted on antibiotics
	
	

	· Hepatitis
	
	

	· HIV/AIDS
	
	

	· Tuberculosis
	
	

	· Positive TB test
	
	

	· STD
	
	

	· Menstrual difficulties
	
	

	· Menstruation (Include Onset)
	
	

	· Birth Control Measures
	
	

	· Pap Smear
	
	

	· Sexually Active
	
	

	· Pregnancies
	
	

	Preexisting Medical Condition?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Describe:

	Physical Disabilities?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Describe:


Indicate on diagram all body marks such as old or recent scars, bruises or discoloration (regardless of how slight), lacerations, ulceration, deformities, tattoos, piercings or questionable markings.  Indicate surgeries.

General Physical Appearance[image: image1.jpg]FRONT BACK



: ______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Information: ___________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature of RN completing the Medical section: 
ABNORMAL INVOLUNTARY MOVEMENT SCALE (AIMS)




Facial and Oral Movements 



 
Muscles of facial Expression: e.g., movement of forehead, eyebrows,
               Normal     normal)        Mild   (extreme)
1.     Moderate    Severe

periorbital area, cheeks; including frowning, blinking, smiling,
 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4

grimacing

2. Lips and Perioral Area




 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
e.g. puckering, pouting, smacking
3. Jaw; e.g., biting, clenching, chewing, mouth opening, lateral
 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
movement

4. Tongue










rate only increases in movement both in and out of mouth,

 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
not ability to sustain movement

Extremity Movements

5. Upper (arms, wrists, hands, fingers)

Include choric movements (i.e. rapid, objectively purposeless,


irregular spontaneous); athetoid movements (i.e. repetitive, regular
 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
complex, serpentine). DO NOT include tremor (i.e. repetitive, regular,

rhythmic).

6. Lower (Legs, knees, ankles, toes)

e.g., lateral knee movement, foot tapping, heel dropping, foot
 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4

squirming, inversion and eversion of foot

Trunk Movements

7. Neck, shoulders, hips




 FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
e.g., rocking, twisting, squirming, pelvic gyrations

SCORING

· Score the highest amplitude or frequency in a movement on the scale 0-4 scale, not the average;

· Score the Activated Movements the same way; do not lower those numbers as was proposed at one time;

· A POSITIVE AIMS EXAMINATION IS A SCORE OF 2 IN TWO OR MORE MOVEMENTS or a SCORE OF 3 OR 4 IN A SINGLE MOVEMENT

· Do not sum the scores: e.g., a patient who has  scored 1 in four movements DOES NOT have a positive AIMS score of 4

Overall Severity

8. Severity of abnormal movements



   FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
9. Incapacitation due to abnormal movements


   FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
Aware,      Aware,      Aware,       Aware,

                No,            No            Mild      Moderate     Severe

                Awareness   Distress      Distress      Distress      Distress

10. Patient’s awareness of abnormal movements (rate only patient’s report) FORMCHECKBOX 
0
 FORMCHECKBOX 
1
 FORMCHECKBOX 
2
 FORMCHECKBOX 
3
 FORMCHECKBOX 
4
Dental Status

11. Current problems with teeth and/or dental appliances?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

12. Does patient usually wear dentures?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Comments: _____________________________________________________________________________________________

Examiners Signature: _______________________________________Next Date: ________________________
INITIAL TREATMENT PLAN (Nursing Care Plan)

(Identifies only those areas needing immediate attention prior to Mast IPC)

The patient/family has participated in the formulation of this plan:
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Immediate Problem Statement:_________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________
	Date
	Goals/Objectives  must be measurable an include time frames
	Approaches (Staff)

	
	A)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	B)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	C)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	D)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	E)
	

	
	
	

	
	
	

	
	
	

	

	
	

	
	
	

	
	
	


______________________
_________________________
________________________________


LMHP
 
       Date
Registered Nurse
Date
Physician Signature        
Date

Signature


Signature
