                                                   Faith Community Nurse Initial Assessment Form
    Admission Date________________________Time________________Location_____________________________
    Client’s Name__________________________________________________________________________________
    DOB or Age_________________Gender:  M   F   Other       Marital status    M  W  D  S  
    Address______________________________________________________________________________________
    Phone:  H:_____________________________C:____________________________W:_______________________
    Family Members/next of kin:   please place  * by Emergency Contacts)
     Name				Relationship			Contact Info (email/phone/address)
       __________________________	_____________			_________________________________
       __________________________	_____________			_________________________________
      __________________________	_____________			_________________________________
      __________________________	_____________			_________________________________
    Health Care Directive completed?    Y     N    Date of Completion__________ Who has copy?_____________________
    Name of primary health care agent/POA? ____________________________________________________________
    Primary Health Care Provider: Name:________________________________ Phone#/Clinic __________________
    Other Health Care Provider:   Name_________________________________Phone#/Clinic___________________
    Consent to Release Information signed?   Y    N
    Reason for visit _______________________________________________________________________________
    ____________________________________________________________________________________________
    ____________________________________________________________________________________________
   Initial Assessment findings:
   Physical:  BP reading_______ Pulse______

   Mental:

   Emotional:

   Spiritual:

   Psycho/Social:

    Safety/Environment
FCN’s signature_______________________________________________               Discharge Date_____________

Pertinent Client History:  Use this page in narrative form to record helpful notes about the           client’s past health history, history with your faith community, family dynamics, etc.
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




FCN Signature__________________________________________________Date__________________________
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