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KING SAUD UNIVERSITY

COLLEGE OF NURSING

MEDICAL SURGICAL DEPARTMENT

NURS 221 HEALTH ASSESSMENT (PRACTICAL)

PERFORMANCE CHECKLIST

Health History and General Survey
DOCUMENTATION 
STUDENT’S NAME: ______________________________ 
RATING: ______________________

STUDENT’S NUMBER: ___________________________
DATE PERFORMED: _____________
CASE SCENARIO: 

A 33 year old woman visited the health center for the first time. She complained of a sudden central chest pain for 2 hours prior to coming to the center. She described this pain as radiating to both arms associated with vomiting and sweating. During the assessment, the patient scored the pain as 9 and verbalized the pain is severe enough to make her cry.  She further explained “I feel a pressure and squeezing in my chest” and becomes severe in the middle of the day while doing household chores but can be minimized by rest and medications. 15 years ago, she was diagnosed with hypertension. 
Vital Signs revealed: BP = 160/100 mm hg, PR = 110 bpm, RR = 22 bpm, Spo2   = 95%, Height = 158cm and Weight = 85 kgs.
Medications prescribed and taken is Captopril 25 mg BID twice daily. 
Finally, the patient was diagnosed as MI (Myocardial Infarction) based on the result of lab studies and diagnostic tests and referral to coronary care unit for more interventions were made.

Based on the case scenario presented above, please answer the following questions comprehensively:

Health History FORMAT:

1. Demographic Data: 

Name:


________________________________

Address:

________________________________

Age:


________________________________

Date of birth:

________________________________

Birthplace:

________________________________

Gender: 

________________________________

Marital Status:

________________________________

Race:


________________________________

Religion:

________________________________

Occupation:

________________________________

Source:

________________________________

Reliability:

________________________________


Medical Diagnosis:
________________________________

II. Present Health/Illness 

Reason for seeking care: 
____________________________________

Provoked by: __________________________________ Palliated by: _________________________________ Quality: _______________________ Radiation: _____________________ Region _______________________

Severity: □ mild    □ moderate   □ severs          scale (0-5) ______________ Timing: Onset _______ □sudden ________□ gradual __________ Frequency ________________   Duration: ____________________________

Write the present health/illness in a narrative form: 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

III. Past History: 
Childhood illnesses:

□no     □yes (specify) ___________________________
Accidents and injuries: 
□no     □yes (specify) ___________________________

Serious or chronic illnesses:  
□no     □yes (specify) ___________________________

Hospitalizations: 

□no     □yes (specify) ___________________________

Surgeries:


□no     □yes (specify) ___________________________

Immunization:

□no     □yes (specify) ___________________________

Allergies:


□no     □yes (specify) ___________________________

Current medication:

□no     □yes (specify) ___________________________

Last examination Date:
____________________________________________

IV. FAMILY HISTORY 
Father: 

__________________________

Mother:

__________________________

Siblings:

__________________________

Grandparents:

__________________________

V. PSYCHOSOCIAL HISTORY: _______________________________________________________________
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Vital Signs:  BP ___________  TEMP ____________ RR ______________ PR_____________
GENERAL SURVEY: 

Physical Appearance:

· Skin Color :

____ WNL

ABNORMALITY: ___________

· Facial Features:

____ WNL

ABNORMALITY: ___________

· Body shape and build
____ WNL

ABNORMALITY: ___________

· Height and weight
____ WNL

ABNORMALITY: ___________

· Nutrition

____ WNL

ABNORMALITY: ___________

· Signs of Distress
____ WNL

ABNORMALITY: ___________

Mental Status

· Affect and mood
____ WNL

ABNORMALITY: ___________

· Level of Anxiety

____ WNL

ABNORMALITY: ___________

· Orientation and speech
____ WNL

ABNORMALITY: ___________

Mobility 
· Gait


____ WNL

ABNORMALITY: ___________
· Posture 

____ WNL

ABNORMALITY: ___________
· Range of motion
____ WNL

ABNORMALITY: ___________
Patient Behavior 

· Dress and grooming

____ WNL

ABNORMALITY: ___________
· Body odor


____ WNL

ABNORMALITY: ___________
· Facial expression

____ WNL

ABNORMALITY: ___________
· Ability to make eye contact
____ WNL

ABNORMALITY: ___________
NUTRITIONAL STATUS:

Height:

__________________

Weight:
__________________

BMI:

__________________
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