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yreMEDys Patients Name:
DOB:

[t 25

Nursing Visit Report ol T DAte:

Printed Nurses Name:

Nurses Signature:

Next Infusion Date: Height:

Primary Diagnosis: Weight:

Change in medications? [ |No [] Yes:
Gender: [ JMale [JFemale [ JNot specified

Visit Location:
Location Environment: [JSafe [ ] Unsafe [JOther:
Visit Type: [[] SOC/Admission [] Re-visit [] Appointment [_]On call visit

Reason for visit (check all that apply): [JMedication administration [_]JTeach/Re-Teach

| ]Labs Drawn: [JPort Access [[]Dressing Change [C]PIV access
[CJPump related [[Jother:

Travel starts*: AM/PM  Arrival time: AM/PM
Infusion start time: AM/PM  Infusion end time: AM/PM
Depart time: AM/PM  Travel ends*: AM/PM

Total Patient Time: Total Travel Time*: Total Miles*:

*PLEASE FILL OUT {F BILLING FOR DRIVE TIME/MILEAGE*

Rx Name: Dose:

Strength: Rate:
iLot #: Expiration Date:

Verified with: [] Prescriber [ JPharmaclst []Order [ JOther:

Pump Type:

Needle Gauge: Needle Length:

Attempts: []1 [J2 [J3 [JOther:

IV Access Type: [ JSubcutaneous [ JPeripheral [JMidline [JPICC [ JPort Access

Admission Site: [ JRedness [TJPain [T]Swelling [JTenderness [ ]Drainage [(JNumbness/Tingling
Site care provided: [ |Dressing [“|Change [JGauze [ JTransparent [ ]Other:




Patients Name:

DOB:

Nursing Visit Report

Today's Date:

Is the patient in pain today? [ JYes [ JNo
Paln Location:
Pain (scale 1-10): * [Constant [Jintermit [JBurning [“JSharp []JStabbing [TJAchy
Medication used for pain (dose and frequency):

Allergles:

Is the patient oriented to Person/Place/time? [ JYes [ JNo
Does the patient have seizures (how often)? [ JNo [JYes:

Does the patlent experience headaches? [JYes [JNo

How often do they experience headaches?

Location of the headaches:

Pain of headaches on a scale of 1 to 10 (10 being the worst):

Doss the patient experience numbness (location)? [JNo [T]Yes:

Does the patient experlence tingling (location)? [ JNo [JYes:

Does the patient have any difficulty ambulating (specify): [ JNo [JYes:

Has the patient been to the hospital within the past 3 months (specify):

Does the patient take antidepressants? (dose and frequency): [[JNo [JYes:

Is the patient taking any antiblotics (dose/frequency/for what)? [(JNo [ ]Yes:

Is the patient taking any sterolds (dose/frequency/for what)? [(JNo []Yes:

Does the patient experience vomiting or diarrhea (specify and how often)? [[JNo [T]Yes:
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. . s DOB:
Nursing Visit Report HE—
A. Eyes/Ears/Nose/Throat
[[JVisual changes:
[JHearing changes:
Dralnage: [JEars [JNose [ ]Eyes
B. Gastrointestinal
Last BM: / /.
Abdomen: [JSoft [JFirm [JNontender [ JTender
Bowel Sounds: [(JWNL [JAbnormal:
C. Psychosocial
[CJWNL [Jpepressed [JAgitated [JWithdrawn [Jinappropriate

D. Cardlac
Heart Sounds: [JWNL [JAbnormal:
Rhythm: [JRegular [Jirregular [JPalpitations [JAngina []SOB
[[JEdema (location & scale 1-4):

E. Nutrition
Welight change: [JLoss:_____ [TGain:
Appetite: [JGood [JFair [JPoor Fluld Intake: [[]Good [“JPoor
F. Genitourlnary
[CJWNL [JFrequent [Jurgency [TJPain [JBurning [JOliguria
Urine color:
Odorn:

G. Resplratory:
[[}s08 [[]Rest exertion [JDyspnea [JOrthopnea

Breath Sounds: [JClear R/L [[JDecreased R/L [JRhonchi R/L [“JRales R/L [[JWheezes R/L
Cough; [JProductive [JNonproductive

H. Integumentary
Color: [JPInk [Jaundice []Cyanotic [“JPallor [JFlushed
Skin: [JWarm [[JOry [[JCool [“JMolst
Turgor: [JGood [[JFair [JPoor
Integrity: [Jintact [Bruises [JErythema [JRashes [JAbraslons [JLacerations [JWounds

. Musculoskeletal
[nvioblle [“Steady [(JGalt []Balanced [ JAssistive Device
ROM: [Jimpaired:
[(JPain [JWeakness:




74 Patients Name:
Nursing Visit Report P
Today's Date:
Infusion Monltoring
Time Rate BP Pulse Resp Temp Reaction/Comments

COMMENTS:
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