FCN Patient/Client Visit Record: Instructions for use

Patient/Client Record Name: Sally Doll \Date: 12/5/23 Time:10:00 a.m.
Home Hospital |Office Phone Other
Check location of visit X List other interventions below
) ) Resource Spiritual |Reduce [Care
Nursing Interventions Listening |Presence |Education/Advocacy |referral |Prayer|Care risk Coord
For each Dx below, check the
intervention(s) you used.

NURSING DIAGNOSES
Check Nursing Dx (s) below: 1 Directions for use of form:
Need for Self-health management Use one form for each visit or
Need for health education call. (For initial patient visit,
Impaired comfort (physical) FCN Patient/Client Record: Instructions for Use also use a patient assess-
Impaired comfort (emotional) ment form) Fill in name, date,
Spiritual Distress X X X time of visit. Place an X below
Anxiety X X location. Determine nursing dx(s)
Impaired physical mobility and place an X in the first
Grieving column to the right of the dx list.
Risk for loneliness Sally's dxs were: spiritual dis-
Caregiver Stress tress, anxiety, transitional care/
Transitional Care/Care Coordin. X X X X care coordination.
Pre/Post surgery teaching Next, place an X indicating the
Medication issues nursing intervention(s) you used
Need for Advance Care Planning for each dx. For Sally, these were
Other Nsg Diagnosis? listening, prayer, care coord.
other? Add nursing notes if needed.
other? Record total time, next visit date.
BP P 0% Add plan.

Nursing Notes: Sally to be discharged and is anxious about going home. Talked with Sally and MSW about home care and MSW will get order. Daughter will

stay with her for a few nights. Contacted Meals on Wheels to start day of discharge.

Total time (minutes) for visit/call ‘

30|Next visit date: Dec 7, 2023

Plan: Call Sally for exact discharge date on 12/7. Visit in home after discharge.




