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Clinical Worksheet

NS110 Psychiatric Mental Health
Student: ____________________

Date of care: __________________

Client Data

Client’s Initials: ________

Unit: Adult [ ] ___Adolescent  [ ]  ___Geriatric [ ]______



Date of Admission: ___________
Admission status: Voluntary [ ] , Involuntary: DTS [ ], DTO [ ], GD [ ]

Age: _______
Sex: ________ 
Culture /ethnicity:_______________ ,    Marital status:_______


Occupation: _____________ 
Diet:________________
Substance Use: (Circle:  tobacco, alcohol,  street drugs, OTC/Rx drugs)  length of use________________. Last used__________________________________ 
Reason for admission: ____________________________________________________________________________________
_______________________________________________________________________________________________________

Admitting diagnosis:

Axis I (Psychiatric diagnosis) ________________________________.  Axis II (Personality or Developmental dx. )_________________
Axis III: (Medical dx.) ___________________   Axis IV(Stressors)___________,Axis V: (GAF score)_____(current)______(past)
History of Present Illness: ___________________________________________________________________________________________
__________________________________________________________________________________________________________________
_______________________________________________________________________________________________________

Vital Signs: B/P, P, R sitting_________________, B/P, P , R standing________________     Blood Glucose:__________  Weight_______
 Diagnostic Tests/Procedures
List all pertinent tests that relate to client’s diagnosis, treatment s and medications.

	Name of test or Procedure
	Client’s  Value
	Rationale for test/procedure-relate to diagnosis

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Discussion of Pathology
Please note: For Nursing Care Plan describe Axis I through DSM IV-tr diagnoses 
	Description of Primary DSMIV-tr Psychiatric diagnosis
(current working diagnosis)
	Textbook Signs & Symptoms
	Client’s Signs& Symptoms
(Compare to Text signs/symptoms)

	AXIS I : Describe & note causes/risk factors & statistics
AXIS II: Personality or Developmental disorder
(If no Axis II is noted  - dx is   “deferred”)


	(Reference text used & pages)
Sources of research:

Text:____________________________

Author:_________________________
Pages:________________________
DSM IV-tr___________________

Web site:_____________________

	(Note subjective & objective assessment data here)



Discussion of Pathology
Please note: For Nursing Care Plan describe Axis I through DSM IV-tr diagnoses 
	Description of Disease (include causes/risk factors and statistics)
	Textbook Signs & Symptoms
	Client’s Signs& Symptoms

	AXIS III: (Medical diagnosis/history as it pertains to Axis I diagnosis)
AXIS IV: (Discussion of  Stressful events leading to hospitalization) 

Please check:  Mild___ , Moderate___ ,Severe____, Catastrophic____,

 Acute ____, or Enduring____)
AXIS V: ( Description of  GAF score)

	Sources of research:

Text:____________________________

Author:_________________________

Pages:________________________

DSM IV-tr___________________

Web site:_____________________


	Describe stressors:
Description of Client GAF Score/behaviors:


Medications
Please note: List all Scheduled and PRN medications that the client is currently taking. Include all meds that you were not responsible to administer this shift. i.e. bedtime meds/weekly meds.

	Medication

Classification
 Generic/Trade Name
	Dose &

 Frequency
	Drug Action & 

Rationale for administration
	Side Effects/

Adverse Effects
	Nursing Implications
	Evaluation of Effectiveness

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Client Need Assessment & Nursing Diagnoses 
Please Note: - List all assessed needs according to Maslow’s Hierarchy, Prioritize & Choose top TWO for Nursing Care Plan.
	 Client’s Assessed Needs
	Nursing Diagnosis

(include all parts of the diagnosis)
	Prioritized Needs and diagnosis (Number  in order from highest to lowest priority)

	Biologic Integrity (include assessed health maintenance, nutrition/hydration, elimination, rest, sleep, activity, adequate shelter)

	
	

	Safety & Security (include assessed thought process, coping, 
self-harm, sensory perceptions, cognitive capacity, reality perception)

	
	

	Love & Belonging (include communication-verbal, adjustments, post trauma responses, sensory perceptions, role relationships)

	
	

	 Client’s Assessed Needs
	Nursing Diagnosis

(include all parts of the diagnosis)
	Prioritized Needs and diagnosis (Number  in order from highest to lowest priority)

	Self Esteem  (includes development, acceptance of self/others, general knowledge/abilities, personal identity)


	
	

	Self Actualization ( includes presence of anxiety, spirituality, values/beliefs, role responsibility, sense of fulfillment)


	
	

	Please Note:  Identify assessed Client Strengths & Wellness Diagnosis for the above areas of client needs below. 

	Assessed Client Strengths
	highlight appropriate “Wellness Diagnosis”

	Biologic & Physiologic  Integrity:


	Engages in aerobic exercises;  Engages in stretching & toning body

Sleeps  7-8 hours nightly /feels rested
Maintains adequate & appropriate nutritional /fluid intake

Elimination bowel/bladder, adequate

Practices health maintenance;  Compliant  with medication regime

	Safety & Security:


	Makes effective changes in his/her environment

Follows recommended age appropriate health screenings
Resides in safe/secure housing;    

	Love & Belonging/Attachment

	Has an effective support network
Able to cope appropriately

Develops reciprocal relationships

Communicates needs effectively

	Self-Esteem:


	Able to perform functional ADL’s  & IADL’s

Demonstrates sense of self-confidence;      Values self/achievements
Is comfortable with his/her body; Med regimen compliant

	Self- Actualization:
	Manages stress effectively;    Acknowledges spirituality

Interested in helping others;  Acknowledges a sense of fulfillment


MENTAL STATUS ASSESSMENT OF PSYCHIATRIC SYMPTOMS
	INSTRUCTIONS: Check     [ X] box that describes client where applicable. If “NORMAL “is checked, go to the section.

	GENERAL APPEARANCE:

Normal/appropriate for age/culture [ ],

Appears older [ ], Younger [ ] than stated age

well groomed [ ], disheveled [ ], 

inappropriate [ ]
MOTOR ACTIVITY: 

calm [ ], agitated [ ] increased[ ] decreased  activity[ ], tics [ ] tremors [ ],

peculiar posturing [ ], repetitive/ purposeless actions[ ], Gait: steady [ ], unsteady/ataxic [ ] shuffling[ ]
SPEECH: 
Normal/appropriate for age/culture [ ]

excessive amount [ ], impoverished [ ], 

pressured [ ], slowed [] soft/hypo-phonic [ ], loud [ ], slurred/dysarthric [ ] 

mute [ ] stuttering [ ]
INTERVIEW BEHAVIOR:

Normal/appropriate for age/culture [ ] friendly [ ]
Cooperative [ ], uncooperative [ ] hostile [ ], angry [ ] evasive[ ]
impulsive[ ], irritable[ ],

suspicious/guarded[ ]

negative[ ]
	AFFECT:

Normal/appropriate for age/
culture[ ]

Inappropriate[ ],Blunted[ ], broad[ ], flat[ ], restricted[ ],expansive[ ], angry [ ], tearful/sad[ ]

MOOD: 

Normal for age /culture [ ]

elevated [ ], eupyhoric [ ]

expansive[ ], 

sad [ ] ,depressed[ ], anxious[ ], angry[ ] 

irritable[ ]

labile/rapidly changing mood  [ ]
THOUGHT PROCESS 

 Normal  [ ] 

thought blocking[ ], 
circumstantiality [ ], 

clang association [ ] echolalia [ ]

tangential[ ],

perseveration[ ], flight of ideas [] thought broadcasting[ ], ideas of reference[ ], loose associations[ ], indecisiveness[ ], neologisms[ ]

word salad [ ]
THOUGHT CONTENT:

Normal for age/culture [ ]

Delusions that include: ideas of reference[ ],

alien control[ ], nihilistic beliefs[ ], somatic[ ],

grandeur[ ],religious[ ], bizarre[ ], jealousy[ ]

persecutory/paranoid [ ],
	HALLUCINATIONS AND ILLUSIONS:
auditory[ ], visual[ ], olfactory[ ], 

gustatory[ ], tactile[ ]

illusions present  [ ]
SUICIDIDAL/HOMICIDAL THOUGHTS:

denies SI[ ], denies HI[ ]

Note connections to delusional beliefs.__________________ 

Command hallucinations[ ]

Note presence of command hallucinations that connect to 
SI or HI –

If yes, ask - who do you wish to harm? 

For SI or HI ask:

Method___________________
Lethality of method_________________

Support systems_____________
Coping methods____________

SENSORIUM AND INTELLECT:

Normal for age/culture [ ]

Oriented to person[ ],place[ ] time[ ] and

situation[ ]  

Confused[ ], distractible[ ]


	MEMORY & COGNITION:

Immediate –intact [ ], impaired[ ],

Recent- intact[ ], impaired[ ],

Remote – intact[ ], impaired[ ]

Recalls most recent event in
 news [ ]

Can state current president of U.S. [ ]

Knows who the previous president was [ ]

Knows the capital of this state [ ]
ATTENTION AND CONCENTRATION:

Can spell the word WORLD backwards [ ] or 

Can repeat the days of the week backwards[ ]

Can perform a three part task[ ] Attention: intact [ ] impaired [ ] 

Concentration : intact [ ] impaired
INSIGHT AND JUDGMENT:

Normal for age/culture [ ]

insight  intact [ ], poor [ ], 

judgment intact [ ] poor  [ ]

________________________________COMMENTS:


NURSING CARE PLAN

Psychiatric diagnosis:

	NANDA Nursing 

Diagnosis
	Desired Outcomes
	Interventions
	Evidenced- Based Rationale for Interventions

(cite references, text, internet, etc.)
	Evaluation of Outcomes

(Outcome met, or

Partially met, or not met)

	Dx:

Related to;

(etiology/factor)

As evidenced By

(signs, symptoms, defining characteristics)

If “risk for” would exhibit 


	Client will:  (list measurable outcomes)
	
	
	

	
	
	Client Teaching:
	
	


