
Time-Lapse Assessment

Patient Information

Name:

Age:

Gender:

Medical Record Number:

Date and Time of Previous Assessment

Date:

Time:

Date and Time of Current Assessment

Date:

Time:

Vital Signs

Blood Pressure:

Heart Rate:

Respiratory Rate:

Temperature:

Oxygen Saturation:

Physical Assessment

General Appearance:

Skin Condition:

Head-to-Toe Inspection

Head and Neck

Chest and Lungs

Cardiovascular System

Abdomen

Musculoskeletal System

Neurological System



Nurse's Name: ______________________________________

Signature: _____________________________  Date and Time: _________________

Focused Assessments

Specify any focused assessments relevant
to the patient's condition (e.g., pain
assessment, wound assessment).

Mental Status

Level of Consciousness:

Orientation (time, place, person):

Mood and Affect:

Patient's Current Health Status

Any changes or improvements observed
since the last assessment:

Medications

Review and document any changes in 
medication since the last assessment. 

Patient's Self-Reported Symptoms

Record any symptoms reported by the
patient.

Nursing Interventions/Actions Taken Since Last Assessment

Document any nursing interventions
implemented based on the previous
assessment.

Recommendations and Next Steps

Provide recommendations for the next steps
in the patient's care plan.

Follow-Up Plan

Specify the timing and nature of the next
assessment.
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