PEDIATRIC NURSING PHYSICAL ASSESSMENT DATA BASE

STUDENT:_____________________________________DATE:_________________________

INSTRUCTOR:_______________________________________

Date of Admission:__________________________Initials:______________________________

Age:_____________Allergies:_____________________________________________________

MEDICAL DIAGNOSIS:_________________________________________________________
SUBJECTIVE DATE

REASON FOR PRESENT ADMISSION (Include presenting signs and symptoms):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAST MEDICAL HISTORY (Previous illness, hospitalizations, surgeries, injuries):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILYHISTORY:_________________________________________________________________________________________________________________________________________________________________________________________________________________________

EXPOSURE TO INFECTIOUS DISEASES:
Measles Yes_____No_____Date__________Mumps Yes_____No______Date__________

Chicken Pox Yes_____No_____Date________Other___________________________________ 

IMMUNIZATIONS:
Up to Date?________ If no, what have they received?_________________________________

_____________________________________________________________________________

Sickle Cell Yes_______No_______

OBJECTIVE DATA

Height:___________%___________

Weight lb.______________ kg_____________ %______________

Vital Signs: BP__________
BP___________


          P__________
  P___________


          R__________ 
  R___________


          T__________
  T___________

General Appearance:_____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Activity Level (Include developmental milestones as appropriate):________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PHYSICAL ASSESSMENT

Skin (Color, Appearance, Turgor, Integrity)/Nodes:____________________________________

_____________________________________________________________________________

Head/Scalp (Fontanels if applicable):_______________________________________________

_____________________________________________________________________________

Eyes (Reactivity/Acuity):________________________________________________________

Ears (Acuity):_________________________________________________________________

Mouth and Throat:_____________________________________________________________
____________________________________________________________________________

Chest (Quality of Respirations, Lung Sounds, Effort, Retractions, Cough):_________________

____________________________________________________________________________

Heart (Apical Rate & Rhythm, Heart Sounds, Pulses):_________________________________

____________________________________________________________________________

Abdomen (Shape, Tenderness, Bowel Sounds):______________________________________

____________________________________________________________________________

Musculoskeletal (Movement, Strength, symmetry, ROM):______________________________

_____________________________________________________________________________

Neurological (LOC, Reflexes, Speech):_____________________________________________

_____________________________________________________________________________

LABORATORY (Applicable)






Normal Ranges 
Actual Value
Hemoglobin:



_____________
___________

Hematocrit:



_____________
___________

RBC:




_____________
___________

WBC:




_____________
___________

Glucose:



_____________
___________

Platelets:



_____________
___________

Tuberculin:_______________________ Bilirubin:_______________________________

Lead:_____________________ Titers:_________________________________________

Stool (O&P):_________________Urinary Analysis:_______________________________

Other:___________________________________________________________________

Diagnostic Tests (X-Ray, ECG, Etc.):___________________________________________

_________________________________________________________________________


IDENTIFIED PROBLEMS



NURSING DIAGNOSES

_____________________________


__________________________________

_____________________________


__________________________________

_____________________________


__________________________________

_____________________________


__________________________________

_____________________________


__________________________________

_____________________________


__________________________________

* PRIORITIZE THE ABOVE NURSING DIAGNOSES AND CREATE A CARE PLAN USING THE #1 AND #2 NURSING DIAGNOSIS.

