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	CNA Name: Katharina Singh
	Contact info: kathy.singh@hospital.com
	Date: May 12, 2023
	Shift: Day shift - 7am to 3pm
	Name: Mr. Albert Yap
	Room: 78A
	Gender: M
	Age: 68
	Diagnosis: Pneumonia
	A l lergies: None known
	Special considerations and precautions: Fall risk, oxygen therapy at 2L/min via nasal cannula
	Temperature: 98.6°F
	Pulse: 78bmp
	Respiratory rate: 18 breaths/min
	B l ood pressure: 120/70 mmHg
	Pain level: 3/10
	Mobil i ty status: Able to walk with assistance (walker)
	Ass i stance require: Standby assistance for walking
	Recent activ i ty: Assisted with walking in the hallway in the morning
	Bath i ng status: Bed bath completed
	Oral care: Provided oral care after breakfast
	Toileting schedu l e: Every 2 hours; patient used bedpan successfully
	Incont i nence care: No incontinence noted
	Dietary restrict i ons: No salt-added diet
	Food intake: Consumed 75% of breakfast and accepted snacks
	Fluid intake: Drinking approximately 1200 mL/day
	IVtube feeding: N/A
	Bowel movements: Had one formed bowel movement this morning
	Bladder void i ng: Voiding adequately, no retention noted
	Issues: None reported
	Skin assessment: Intact skin, no signs of redness or breakdown
	Pressure ulcer prevention: Turning patient every 2 hours
	Wound care: No wounds requiring care
	Medicat i on schedule: Morning medications administered (antibiotics, acetaminophen)
	Recent med i cation adm i nistered: All medications given without any issues
	Any medication reactions or changes: No adverse reactions reported
	Tasks or procedures for the next shiftRow1: Continue monitoring
	Additional notesRow1: Patient is in good spirits, family visited this morning and expressed satisfaction with care.
	Additional notesRow2: Katharina Singh
	Additional notesRow2_2: May 12, 2023 - 3:15pm


