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DATE &
TIME

Signature:

ADMISSION FROM TO

A SUBJECTIVE

VIA

B OBJECTIVE

NORMAL INTENSITY DISTANT AND FAINT SO S4 MURMUR RUB

SPEECH: Normal Dysphasia Loss of speech

ANKLE EDEMA

2

SEMI-COMATOSE3

SIGHT: Normal Poor Blind HEARING: Normal Poor Deaf

NEURO: LEVEL OF
CONSCIOUSNESS

GRIP

ALERT DISORIENTEDORIENTED (IF COMATOSE COMPLETE
BELOW)COMBATIVE COMATOSE

MOVEMENT OF
EXTREMETIES

POSTURING

EXTREMITIES:

OTHER

PALE

TYPE OF STIMULI
& RESPONSE

CYANOTIC

PUPILS

4 COOLWARM COLDDRY CLAMMY DIAPHORETIC

1

PINK SACRAL EDEMA

5
BREATHING

QUALITY
MUCOSA
COLOR

COUGH
REFLEXSECRETION LUNG

SOUNDS
CHEST

MOVEMENTS
SEDATION
PAST 8 HR

MONITOR STRIP

FEMORAL LEFT ABSENT 1+ 2+ 3+ 4+

RIGHT ABSENT 1+ 2+ 3+ 4+

RADIAL LEFT ABSENT 1+ 2+ 3+ 4+

RIGHT ABSENT 1+ 2+ 3+ 4+

PEDAL LEFT ABSENT 1+ 2+ 3+ 4+

RIGHT ABSENT 1+ 2+ 3+ 4+

6 CARDIOVASCULAR PULSE VOLUME

7 CARDIAC RHYTHM

8 CARDIAC
AUSCULTATION

PATIENT IDENTIFICATION

9 ABDOMEN

10 DRAINAGE--WOUNDS

CRITICAL CARE ADMISSION RECORD

11 TUBES IN PLACE

VITAL SIGNS: TEMP HR RR BP CVP OTHER

COMMENTS:

13 OTHER MEDICAL
ILLNESS AND MEDICATIONS

14

C ASSESSMENT

D PLANS

12 INJURIES

ALLERGIES

EF

CHEST



IHS-478  (BACK)
(1/89)

CRITICAL CARE ADMISSION RECORD

Purpose:  To provide a concise sheet for documenting the patient’s condition at
the time of admission to a critical area.

Instruction:  1)  Form to be used for all patients admitted to critical care areas
2) Stamp with patient identification
3) Information to be recorded by personnel admitting patient
4) Form to be filed in patient medical record

CODE
Cardiovascular Pulse Volume

Absent 1+ 2+ 3+ 4+

weak strong


