
Time-Lapse Assessment

Patient information

Patient’s full name:  Age: 

Gender:  Medical record number: 

Date of current assessment:  Time of current assessment: 

Date of previous assessment: Time of previous assessment:

Vital signs

Blood pressure: Heart rate:

Respiratory rate:  Temperature: 

Oxygen saturation: 

The patient’s current health status

Any changes or improvements observed since the last assessment:

Level of consciousness: 

Orientation (time, place, and person): 

Current mood and affect: 



Patient’s self-reported symptoms:

Patient’s medications:

Physical assessment

General appearance: 

Skin condition, including hair and nails:

Head-to-toe inspections

Head: 

Eyes: 



Nose:

Mouth and throat: 

Ears: 

Neck: 

Chest (cardiovascular): 

Chest (respiratory): 

Abdomen:



Back:

Extremities: 

Focused assessments

Follow-up plan

Nurse’s information

Nurse’s full name:

Shift: Signature:

Date: Time:


	Pat i ents ful l name:  Michele Scott
	Age:  55
	Gender:  Female
	Med i cal record number:  3454343 
	Date of current assessment: 12/23/2024
	Time of current assessment: 10 AM
	Date of previous assessment: 04/26/2024
	Time of prev i ous assessment: 10 AM
	B l ood pressure:  120/80 mmHG
	Heart rate:  75 bpm
	Resp i ratory rate:  16 breaths/min
	Temperature:  98.6°F 
	Oxygen saturation: 98%
	Any changes or improvements observed s i nce the last assessmentRow1: Patient reports improvement in appetite and energy levels since last visit.
	Level of consciousnessRow1: The patient is alert and responsive.
	Orientation time place and personRow1: Specified the time and place they're in correctly. No problem recognizing themselves.
	Current mood and affectRow1: Relaxed, but tired.
	Pat i ents selfreported symptomsRow1: Back aches, tiredness.
	Pat i ents medicationsRow1: Nothing yet. But might recommend medicine for colds.
	General appearanceRow1: The patient is alert and oriented.



Has normal coloration.
	Skin condit i on inc l uding hair and nailsRow1: Her skin looks healthy and intact. There are no signs of rashes or lesions anywhere.
	HeadRow1: Nothing unusual
	EyesRow1: Besides her eyes looking tired and sleepy, there's nothing unusual about her eyes.
	NoseRow1: Nothing unusual aside from mucus (patient seems to have a cold).
	Mouth and throatRow1: Nothing unusual.
	EarsRow1: Nothing unusual.
	NeckRow1: Nothing unusual.
	Chest cardiovascularRow1: Nothing unusual. The patient has regular rate and rhythm, no murmurs.
	Chest respiratoryRow1: Clear breath sounds bilaterally.
	AbdomenRow1: Soft and non-tender, bowel sounds present.
	BackRow1: Nothing unusual. Patient says their back aches, though.
	ExtremitiesRow1: Weakness. Patient looks tired.
	Focused assessmentsRow1: None.
	Followup planRow1: Regular check-up.
	Nurses full name:  Wisteria A. Ovid 
	Sh i ft:  10AM-7PM 
	Signature:  xxxxxxxxxxxxxxxxx
	Date:  10/28/2024
	Time:  11 AM


