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Care Activity - Assessments
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[<] Mutritional Risk Assessment
History of Hypertension Mo
History of Cancer L]
History of CWA or TIA Mo
History of Hyperlipideria L]
History of Kidney Disease Mo
Have you had M and W ar Diarrhea for more than 3 days Mo
History of Gastric Bypass Mo
History of Diabetes Mo
Age greater than 75 Tes
Swallowing or Chewing Problems Mo
MPO ar CL ar Mo Appetite for more than 3 days Mo
Missen Procedure Mo
Pregnant or Lactating Mo
ETOH abuse Mo
Adrnit MI Mo
Admit TIA or CVA Mo
Anorexia or Bulemia Mo
CHF Mo
Unintentional weight Loss Tes
History of GI Disease or Bowel Resection Mo
ZOPD End Stage Mo
Renal Insufficiency or Failure L]
Tube Feeding ar TPN Mo
Malnutrition or FTT Mo
Cirrhiosis or Encephalopathy Mo
Current Diagnosis of Cancer Mo
Qpen Wounds or Impaired Integrity Mo
AIDS or HIV Mo
Pancreatitis Mo
Total 5 points
Recorded by Katie 1 Linden RN
Teaching Record Anticoagulants
PT Functional Eval
RD Mutritional Assessment
Pain Assessment
¥Yital Signs
Pulse Oximetry Assessment
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