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Admigsion of patient
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Routine admission

Treatment: medical, surgical, emergency

H - Transfer
Equipment:
1. Hospital dress (gown &iiwddl J 51 1), footwear
2. Toiletry items. (slesll 315l 5 4 siball 1 Jis) | towel S,
3. Water pitcher and drinking cup.
4. Sphygmomanometer bl (L8 e, stethoscope 4elews, thermometer 3.l s (sl
% 5. Scale for weighing (s (tsa,
H 6. Kidney or emesis basin .
7. Urinal and bed pan if required z)_AY) s Jsall e Gy pall saclidl,
8. Identification band () 5! s))
9. Documentation forms G sill
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wlia a5 8 (ventilation) 4 sl s (temperature) 3, sl s (lights) ¢ sall o)f (e 25U
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I D yonny a5 e iy % 5 copdland; 4l (greet the pt.) panal e adl gl ) ]
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general survey assessment J<Ls v s -
Ldadll) e 5 dukaill) agillaiul Adaadle (psychological status) Asdil) alal s (s jall s e oy o
H (verbal & nonverbal responses)
(baseline vital signs) caxll s Bl Jana 5 3))_all g Jaruzall il 4 A
U% Vital signs( temperature, blood pressure , pulse , respiration ) o
&l» ols cneurological disorders duwac YA) 1Jis ¢(risk factors) shall Jalse JS 28 Y
% .(..sedatives & analgesics ©liSus alaaiul cyrinary incontinence s
Jsadll 2y i ¢ 50l nursing history 3 A
I J
H (urine Js 4ue (el e 330 ¢ (Ses ¢(physical assessment) asall 3 3¢y aiill Jual 5 A 1
i"i% specimen) i
H . Doctor orders cahall jal s e S Y ;
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Qe a5 3 L5 el 2 ) -
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H (emergency sl shall L) s ped) Jae Ad g Cailell 5 S e daall A L Jlerin) S )22 ) -& ;
I .call light\bell L=<l e slull (s a5 csignals) ;
Il |
H (emergency call) . 48 (s shll (u j aladinly 4d e 5 calaall ) Gl e (4 e -z ;
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i Nursing diagnosis: ]
U I
| -Fear |
| I
‘T -Anxiety OH
I ]
2 - Powerlessness -
S - Risk for injury B
H - Deficient knowledge regarding hospital procedures . H

Discharge planning

Equipment:
i 1. Wheelchair or stretcher 4 4l & il o S }
|

2. Discharge documentation forms ;

3. Patient instruction sheets (s sl Clua 6l Lgle casil i

4. Plastic bag for personal belongings.

Procedure:

dpelaia¥l g duadill y dpaall dllalial 5 (e jall s il ddad ) -
(physiological, psychological & social needs)

ongoing process 3 saiua dalas a5 «Jsaall die fay o a1 ]
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A iall Al Jal sall e 3 a3 5 ((home care needs) 4l jiall 4tall cilaliia) 4al (e g jall oY ]

5 S s e 3SE (700 25a s alead) ) ina e S35 L3 (environmental factors) jo
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. (barriers) alaill Clima o385 An g A Ji ellbg ]

| ‘ ; |

i I el @l ) 5 e sall 341 A8S g la gl Jla 45 e (i jall Aagall el g¥) iS) £ i

| So

1 (health care team) 4asall 4Uall (33 53 clmc] an (s jall 7 5 Al asdaddll 4 glas 0 “

| ol

] (acceptance of health problems) {auall 4lSLial (i pall JiE5 28 7 U
|

| ol

| Y |

I j

I Seo o le a3 6 ]
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I clinic appointment sl 4xal o 20 50 - |

ﬂ% Nursing diagnosis: °°ﬂ

H - Anxiety. H
U% - Caregiver role strain. H
H - Interrupted family processes. H
H - Deficient knowledge regarding home care restrictions. H

ﬂ% - Self-care deficit: feeding, toileting, dressing\ grooming, bathing\hygiene. H
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