
Neuro Checks Nursing Assessment 
Patient Details:

Name:

Age:

Sex:

Diagnosis:

Assessment

Level of Consciousness: (interpretation: higher scores indicate lower levels of consciousness)

Pupil Response: (interpretation: unequal or lack of response can indicate neurological damage)

Motor Function: (interpretation: weakness or paralysis may suggest stroke or other neurological 
conditions)

Sensory Function: (interpretation: decreased sensation or numbness can indicate nerve damage)

Alert: 

Verbal response to stimuli:

Painful response to stimuli:

Unresponsive: 

Equal and reactive to light: 

Unequal or not reactive to light: 

Normal strength: 

Weakness (specify side): 

Paralysis (specify side): 

Normal: 

Decreased sensation (specify area):

Numbness (specify area):



Vital Signs: (interpretation: abnormal readings may indicate medical emergencies)

Behavior Changes: (interpretation: changes can suggest cognitive impairment or mental health 
conditions)

Blood Pressure:

Heart Rate:

Respiratory Rate:

Temperature:

None: 

Agitation: 

Confusion: 

Other (specify): 

Interpretation:

Notes:


	None: No
	Agitation: 
	Confusion: Yes
	Other specify: 
	InterpretationRow1: Based on the assessment findings, patient John Doe exhibits signs of weakness and decreased sensation on his left side, which correspond with his stroke diagnosis. He appears alert but shows signs of confusion. His vital signs are within normal ranges, but continuous monitoring is necessary due to his condition.
	NotesRow1: The patient's family has been informed about his current condition. The physician has been notified about the change in motor and sensory functions for possible medication adjustments.
	Text10: 
	0: John Doe
	1: 68
	2: Male
	3: Stroke

	Alert: 
	0: Yes
	1: 
	2: 
	0: 
	1: 
	0: Yes
	1: No


	3: 
	0: 
	1: 
	0: 
	1: 
	0: 
	0: Left side
	1: 
	0: Left arm and leg
	1: No


	1: 
	0: 
	1: 
	0: 






	Blood Pressure: 
	0: 140/90 mmHg
	1: 85 bpm
	2: 14 breaths per minute
	3: 98.6°F



