
DHS: Seniors and People with Disabilities

State Operated Community Program 
SOCP Nurse Tools: http://www.dhs.state.or.us/spd/tools/dd/socp/nurses.html

	Nurse/Client Relationship
	Date:
	     

	Entry/Exit and/or Yearly assessment (4625N)

	Client name:
	     
	DOB:
	     
	House:
	

	Site Manager:
	     
	
	

	Vital signs:
	     
	Height:
	     
	Weight:
	

	Allergies(adverse drug effects):
	     

	Diagnoses:
	

	Communication
	

	Purpose of contact:  FORMCHECKBOX 
 Entry / Exit      FORMCHECKBOX 
 NEW Client/Nurse relationship     FORMCHECKBOX 
 Yearly assessment

	List all current medications/treatments (to include PRN)    FORMCHECKBOX 
  Self administered medications

	Current medications
	Given for
	Dosage
	When given

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Exams: most current / upcoming

	Physical:


Labs:


Eye:


Mammogram:




	Psych.:


Dental: 


Hearing:





	Pap/pelvic


Neurology


Cardiac:







	Current pharmacy:
	
	Phone:
	

	
	
	
	

	Modified or special diet: 

	Food allergies: 


	Nursing care plan/health list

	 FORMCHECKBOX 
 Health list





	 FORMCHECKBOX 
 Focus plan/reason:





	 FORMCHECKBOX 
 Limited plan/reason:







	Major illnesses, hospitalizations, surgeries, conditions: 

	


	Immunizations Records 

	 FORMCHECKBOX 
 Measles / Rubeola
 FORMCHECKBOX 
 Mumps
 FORMCHECKBOX 
 German Measles/Rubella
 FORMCHECKBOX 
 Chickenpox/Varicella
 FORMCHECKBOX 
 Haemophilus typeB (Hib)
 FORMCHECKBOX 
 Diptheria
 FORMCHECKBOX 
 Tetanus (lockjaw)
 FORMCHECKBOX 
 Whooping Cough (Pertussis)
 FORMCHECKBOX 
 Polio
 FORMCHECKBOX 
 Hepatitis B
 FORMCHECKBOX 
 Hepatitis A
 FORMCHECKBOX 
 Other: 


	Systems review 
	History / Subjective / Objective

	 FORMCHECKBOX 
 Skin/scalp
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Allergies/Adverse Drug Reactions
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Neurological
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Eyes/vision
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Ears/hearing
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Dental
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Chewing / swallowing
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Nutrition / hydration
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Gastrointestinal
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Endocrine
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Cardiovascular
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Hematic / Lymphatic
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Respiratory
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Musculoskeletal / mobility
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Injury
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Behavior
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Urogenital
History: 
Subjective: 
Objective: 
 FORMCHECKBOX 
 Other:
History: 
Subjective: 
Objective: 


	Plan of Action: 


	RN name (print):
	
	Date:
	

	
	
	
	
	
	

	RN signature:
	
	Date:
	

	
	
	
	signature
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