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	Name: Mary Anne Hunter-Scotts
	Age: 45
	Gender: 
	RoomBed: 210A
	Chief comp l aint: Patient presents with persistent abdominal pain and nausea for the past 24 hours.
	Allerg i es: Penicillin
	Previous medical conditions: Hypertension
	Current medications: Lisinopril 10mg, once daily and Hydrochlorothiazide 25mg, once daily 
	Surgica l history: None
	Family medical history: No significant family medical history reported
	Temperature: 98.6°F
	Blood pressure: 130/80 mmHg
	Pulse: 82 bpm
	Respiratory rate: 18 breaths per minute
	Oxygen saturat i on: 98%
	Genera l Assessment: • Appearance and behavior: Alert and oriented, appears uncomfortable due to pain.• Skin condition: Warm and dry, no visible abnormalities.• Nutritional status: Reports decreased appetite over the past 24 hours.
	Head and Neck: • Headache or dizziness: Denies headache or dizziness.• Vision and hearing: Vision and hearing intact.• Oral cavity assessment: Good oral hygiene, no lesions or abnormalities noted.• Neck mobility and tenderness: Full range of motion, no tenderness reported.
	Cardiovascular: • Heart sounds: Regular rate and rhythm, no murmurs or abnormal sounds.• Capillary refill time: Less than 2 seconds.• Peripheral pulses: Radial and pedal pulses present and equal bilaterally.
	Respiratory: • Respiratory effort: Even and unlabored.• Breath sounds: Clear bilaterally.• Cough or sputum production: Denies cough or sputum production.• Use of oxygen therapy: Not currently using oxygen therapy.
	Gastrointest i nal: • Abdominal pain or discomfort: Reports diffuse abdominal pain, rated 6/10.• Bowel movements: No bowel movement in the past 24 hours.• Nausea or vomiting: Reports persistent nausea, denies vomiting.• Appetite and dietary intake: Decreased appetite, has not eaten a full meal in the past 24 hours.
	Genitourinary: • Urinary frequency and urgency: No complaints of urinary frequency or urgency.• Color and clarity of urine: Not assessed.• History of urinary tract infections: No previous history of urinary tract infections reported.
	Musculoskeletal: • Range of motion: Full range of motion in all extremities.• Muscle strength: Strength is within normal limits.• Joint pain or swelling: No joint pain or swelling reported.• Mobility assistance needs: Independent ambulation, no mobility assistance required.
	Integumentary: • Wound assessment: No open wounds or injuries noted.• Skin integrity: Intact skin with no redness or breakdown.• Rashes or lesions: No rashes or lesions observed.• Pressure ulcer risk assessment: Low risk for pressure ulcers.
	Neurologica l: • Orientation and cognition: Alert and oriented to person, place, and time.• Reflexes: Deep tendon reflexes intact and symmetrical.• Muscle coordination: Normal coordination and balance.• Sensation: Sensation intact bilaterally.
	Pscyhologica l: • Emotional state: Patient appears worried and anxious due to persistent pain.• Support system: Patient reports having a supportive family at home.
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