CAPE FEAR COMMUNITY COLLEGE

ADN ASSESSMENT SHEET
    Student:_________________________________________  Date:___________________

    DEMOGRAPHIC DATA:

    Client's Initials:____________ Sex:_________ DOB:___________ Age:______________

    Date of Admission:_________________________ Physician:_______________________

    City of Residence:__________________________________________________________

    Type of Payment:  Medicare:_____ Medicaid:_____ Insurance:_____ Payment Pay:______

    Diagnosis:_________________________________________________________________

    __________________________________________________________________________

    __________________________________________________________________________

    PREVIOUS HEALTH:

    General Health:______________________________________________________________

    Illnesses:___________________________________________________________________

    Operations:_________________________________________________________________

    Injuries:____________________________________________________________________

    Frequency of physician visits:___________________________________________________

    Hospitalizations (approximate date, chief complaint on admission, were

    experiences positive or negative)_________________________________________________

    ___________________________________________________________________________

    Allergies:  
Drug_____________________________________________________________

                
Food_____________________________________________________________

                
Other_____________________________________________________________

   Habits and frequency (tobacco, exercise, ETOH):____________________________________

    ___________________________________________________________________________

    Current Medication (prescription and non‑prescription) and dose schedule:________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

CAPE FEAR COMMUNITY COLLEGE

ADN ASSESSMENT SHEET

Page -2-
    Diet (prior to hospitalization):___________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    ENVIRONMENTAL HEALTH:

    Briefly describe client's home environment as it relates to safety and comfort:_____________       ___________________________________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Hazards in the home:__________________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Employment:________________________________________________________________

    Hazards related to employment:_________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Hazards in the neighborhood:____________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Community hazards:__________________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    CURRENT HISTORY:

    Reason for entry into health care system (chief complaint):____________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Onset (date and precipitating events):_____________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________
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    Medical diagnosis this admission:________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Description of past and current symptoms related to problems:_________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Knowledge/understanding of current condition:_____________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    NUTRITION:

    Type of diet:_________________________________________________________________

    What are your favorite foods?___________________________________________________

    What foods do you like for snacks?_______________________________________________

    How many snacks do you eat each day?___________________________________________

    Name any foods you do not eat because of spiritual beliefs:____________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Name any foods you do not eat because your doctor told you not to:_____________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    What foods disagree with you?__________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Name any foods you do not eat because you dislike them:_____________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Do you take vitamins and minerals?  Which areas and when?__________________________

    ___________________________________________________________________________

    ___________________________________________________________________________
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    Who does the cooking for you?__________________________________________________

    Where do you eat your meals?___________________________________________________

    What time of the day are you most hungry?________________________________________

    Do you ever skip meals?  In what situations?_______________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Have your eating habits changed in the past twelve (12) months? In what way?____________

    ____________________________________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Height:________________________________ Weight:_______________________________

    Any recent weight loss or weight gain?  How much?__________________________________

    Twenty‑four (24) hour recall:____________________________________________________

    ____________________________________________________________________________

    ___________________________________________________________________________

    ___________________________________________________________________________

    Typical breakfast:_____________________________________________________________

    Typical lunch:________________________________________________________________

    Typical dinner:_______________________________________________________________

    What time do you usually eat breakfast?___________ Lunch:___________ Dinner:_________

    With what is patient's food usually seasoned?_______________________________________

