Outpatient Nursing Assessment and Triage Form

Clinical Documentation - For Print and Patient Record

1. PATIENT DEMOGRAPHICS

. Date of Birth
Patient Full Name: | (MM/DD/YYYY): |
Medical Record Number
Gender / Pronouns:
(MRN): | |

Date of Assessment: |

Arrival Time:

Accompanied By: |

Mode of Arrival:

2. TRIAGE & CHIEF COMPLAINT

Chief Complaint (Patient's own |
words):

History of Present Illness / |
Symptomns:

Triage Acuity Level (1-5/
Emergency to Non-Urgent):

Allocated Care Area / Room:

3. VITAL SIGNS

Blood Pressure:

ot ]

Heart Rate:

Respiratory Rate:

Temperature:

[AForAic ]

Sp02:

Weight:

Pain Score (0 - 10):

E

Pain Location:

Pain Character:

4. ALLERGIES & CURRENT MEDICATIONS

Allergies (Medication, Food,

Latex, Environmental):

Current Medications: |

Last Oral Intake (Time/Item):

S. INITIAL NURSING ASSESSMENT

Neurological / Mental Status:

Cardiovascular: |

Respiratory Effort & Lung |
Sounds:

Gastrointestinal / |
Genitourinary:

Integumentary / Skin: |

Musculoskeletal / Mobility:

6. SAFETY & CLINICAL SCREENINGS




Fall Risk Assessment:

Infectious Disease Screen:

Domestic Violence / Safety
Screen:

Substance / Alcohol Screen:

7. TRIAGE DISPOSITION & INTERVENTIONS

Immediate Interventions
Performed:

Disposition Recommendation:

Additional Nursing Notes:

8. SIGN-OFF & AUTHORIZATION

Assessing Nurse Signature:

Credentials:

Date signed:

Time signed:
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