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                                                         INTEGRATED HEALTH NURSING ASSESSMENT 
CONSUMER NAME:                                               ___  CASE #:________   DOB:__________  DATE OF ASSESSMENT:___________                         
Height: ____________            Weight: ___________              BMI: ____________                 Waist Circumference: ___________ 
Pulse: _________      Blood Pressure: ____________



Smoke Cigarettes:   No     Yes  
Cigarettes/packs per day:  ___________________________

Allergies to drugs or other items:
    No      Yes (specify)
	Drug Name/ Item
	Allergic Reaction

	
	

	
	

	
	

	
	

	
	


Current Psychiatric Medications:
	Drug Name
	Dosage
	Month/Year 1st Prescribed

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Recent Psychiatric Hospitalization:   No     Yes    Date:  _________________________________
Recent Crisis Home Placement:   No     Yes     Date:  ___________________________________
_________________________________________________________


________________________

Signature of Nurse completing assessment





Date

__________________________________________________________


_________________________

Signature of Physician reviewing information
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