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CLINICAL RESPONSIBILITIES FOR NURSING STUDENTS 
 

During each clinical day, you should: 
1. Verify your assignment. 
2. Report to the charge nurse (write the name of the charge nurse in your notebook) each 

time when arriving on duty and going off duty. This includes going to and returning from 
breaks. 

3. Each day, when coming on duty, do the following: 
a. Obtain report on your patient 
b. Review: 

 daily worksheet 

 physician’s orders 

 nurse’s notes for the past 24 hours 

 treatment Kardex 

 nursing care plan 
c. Initially assess your patient 
d. Plan your care for the day 

**NOTE: THE ABOVE PROCESS SHOULD TAKE NO LONGER THAN 10-15 MINUTES. 
 
4. Always check the patient’s chart, treatment Kardex, and medication administration record 

periodically throughout the day for any changes or additions. 
5. Always identify yourself by name and student status to avoid being in a situation of 

receiving instructions beyond your capacity. 
6. An instructor must be notified when you are performing a skill. 
7. Always be on alert for safety hazards, as well as for patient ID, bedrails, I&O, NPO status, 

isolation and alert bands.   
8. Familiarize yourself with your unit. 
9. Visit the clean utility room and learn the facility’s charge system for equipment. 
10. Visit the soiled utility room and familiarize yourself with policies regarding the proper disposal of 

glass, paper products, and items contaminated with body fluids. 
11. Visit the nurses’ lounge, doctors’ dictation room, treatment room, medication room, and 

review any special regulations pertaining to each. 
12. Learn how to properly use telemetry. Do not remove telemetry without permission. Always 

notify the monitor tech when removing a patient from telemetry and when placing the patient 
back on telemetry. 

13. Prior to giving care, learn how to safely handle a patient with tubes or lines coming from any 
body surface or cavity, such as catheters, NG tubes, surgical drainage tubes, IVs, oxygen, etc. 
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ITEMS TO LOCATE WHEN ASSIGNED TO A NEW CLINICAL AREA 
 

DURING EACH ROTATION IN A NEW CLINICAL AREA, LOCATE THE FOLLOWING: 

ITEM WHERE LOCATED 

EMERGENCY NOTIFICATION SYSTEM/CODES                                                                    
FIRE ESCAPE PLAN/EMERGENCY EXITS                                                                              
FIRE EXTINGUISHER    
CALL LIGHTS    
CODE BLUE ALERT    
SHARPS BOX      
SOILED UTILITY /BIOHAZARD WASTE                                                                          
STORAGE AND DISPOSAL      
BATH AND VITAL SIGNS LIST    
CLEAN LINEN STORAGE    
EXTRA BEDPANS AND URINALS    
PATIENT CHARTS    
MEDICATION KARDEX    
TREATMENT KARDEX    
PUBLIC RESTROOMS    
EMPLOYEE RESTROOMS    
PATIENT RESTROOMS    
EMPLOYEE BREAK ROOM    
CLEAN UTILITY/EQUIPMENT STORAGE    
PATIENT RECREATION ROOM    
BEAUTY SHOP    
GIFT SHOP    
LIBRARY    
DINING ROOM/CAFETERIA    
POLICY MANUAL    
CHAPEL    
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WHEN GIVING REPORT 
 
 

1. Identify yourself by name and title. 
 

2. Give room numbers you are reporting on. 
 

3. Give room number, patient’s name, age, doctor, diagnosis, (if applicable: type of surgery 
and date of surgery). 

 
4. Pertinent information, such as: 

 

 Vital signs, if not within normal limits 

 IV: solution, rate, and remaining amount 

 Drainage tubes 

 Dressings 

 Special dietary needs/restrictions 

 Tests scheduled within the next 24 hours 

 Patient’s general condition 

 Any special occurrences or problems 
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Patient Name: 
Account Number: 
Admission Date: 

 
Age: M/F HFR Y/N Alarm Y/N 

Room # Date AM/PM 
Primary MD 

 
Consults 

Diagnosis 
OBS: INPT Surg POD# 
Code Status Bracelets 

 
ISO: Contact Droplet Airborne 

Patient History 

Allergies 

Assessment 
Neuro Pupils 

 
Grips Misc Equip 

 
Cardiac 
Tele Y/N Report 

 
Pulmonary Cough 

 
O2@ via  Sat:   

GI/ABD  Last BM 

GU Urine Color 
 

 
Skin Wound 

 
 
 
 

 
Activity 

 
 

 
Diet                                            FSBS 

IV 
Site 
Gauge 
Fluid 

 
ABX 

Intake 
PO 
IV 
Other 
Total 

Output 
Void 
Foley 
JP 
NG 
Other 
Total 

Labs Radiology 

Med Notes PRN Meds 

Nurses Notes 

    Pain 

Patient Needs/EDU  
 
 
 
 
Change in Condition 

Weight: 
Todays Wt 
Previous Wt 

Gain or Loss Total 

Scale: Bed Floor 

Current TX Plan 

New Orders 

Discharge Plan 



9 
 

 

 

 

  Clinical Syllabi, Objectives, and Evaluation Tools  
 



10 
 

SUPERVISED CLINICAL EXPERIENCE – LTC 
 
 

DESCRIPTION: 
After completion of this clinical, you will qualify to sit for the certification exam for Nursing Assistant. 
You will have opportunities to apply knowledge of basic nursing principles and skills in delivery of 
patient care in the nursing home setting. Guidelines for the beginning long-term care aid student 
entering the clinical area are included. The student utilizes the knowledge acquired in the classroom to 
provide patient care in a long-term care facility. 

 

OBJECTIVES: 
This clinical experience meets the requirements for the State of Oklahoma Department of Health. 
The student will demonstrate skills and knowledge learned in classroom and laboratory when in 
supervised clinical experience. 

 
1. Fulfill the preparatory requirements to attend the clinical site as described in the Student Handbook 

and the health care clinical facility information. 
2. Apply knowledge from the long-term care nursing assistant course and successfully complete the 

skills checklist. 
3. Demonstrate beginning ability to perform nursing aid skills. 
4. Provide care for the geriatric patient 

 Apply procedures to protect and promote patient’s rights. 

 Identify basic medical conditions and psychosocial needs. 

 Identify common signs, symptoms and treatment of disease and disorders. 

 Establish effective communication with patients, members of the family, and health care team. 

 Provide care based on the basic needs of the patient. 

 Demonstrate infection control and safety measures as evidenced by the completion of module 
exam, performance skill exam and clinical evaluation with 100% accuracy. 

 Appropriately respond to emergencies. 

 Perform transfer and ambulation skills. 

 Measure and record vital signs, height and weight. 

 Provide patient care and comfort measures. 

 Report abnormal findings. 

 Support rehabilitation plans. 

 Provide principles of nutrition by providing and recording nutritional needs. 

 Report diet modification needs. 

 Provide hydration need and record intake and output. 

 Perform special care procedures for patients exhibiting symptoms of impending death 

 Perform special care procedures for patients according to OBRA. 
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CLINICAL EVALUATION: LTCNA 
 
 

Student:   Date:   Facility :   

 

Attendance: Present  Absent - Date(s): Tardy - Date(s) Appropriate Notification Y/N 

 

Anecdotal Notes: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Grade: PASS FAIL Warnings:    
Instructor Signature: 

 

Student Comments/Signature: 
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Clinical Nursing I 

 
Course Title:  Clinical Nursing I 

 
Course Allocation:  80 hours 

 

Course Description: 
Clinical Nursing I is an introduction to the clinical setting. It provides an 
opportunity for the student to apply knowledge and skills acquired in theory to the 
holistic care of the patient. Care will be provided to patients across the lifespan 
with a focus on the geriatric. Supervised clinical experiences may be provided in 
long term care, acute care and extended care facilities. These experiences 
include mastery of basic nursing skills. 

 

Clinical Objectives: 
1. Provide holistic care throughout lifespan. 

1.1 Meets cultural needs of patient/family 
1.2 Meets spiritual needs of patient/family 
1.3 Meets developmental needs of patient/family 

2. Protect the health and rights of the patient. 
2.1 Provides safe nursing care 

2.2 Recognizes change in patient status 

2.3 Recognizes patient’s rights involving health care 
3. Apply principles of patient confidentiality. 

3.1 Maintain patient confidentiality with little or no direction 

4. Communicate with patients incorporating interpersonal and 
therapeutic communication skills. 
4.1 Maintains patient centered communication with patient/family 
4.2 Provides empathetic care 
4.3 Utilizes therapeutic communication techniques 

5. Comply with ethical, legal and regulatory frameworks of nursing and the 
scope of practice that is consistent with the Oklahoma Nurse Practice Act. 
5.1Maintain practice that is appropriate to level of education and current clinical rotation 

6. Assist in the implementation of established plans of care. 
6.1 Provide nursing care that reflect interventions appropriate to the plan of care 
6.2 Performs interventions accurately and in a timely manner 

7. Implement nursing process to prioritize basic health care needs. 
 7.1 Utilizes Maslow’s Hierarchy of needs to prioritize basic health care needs 

 7.2 Prioritize care appropriately 
8. Perform skills at the expected competency level. 

8.1 Perform skills that reflect current level of education and clinical rotation 

8.2 Competently performs skills as assigned 
9. Identify nursing practice that supports safety and quality. 
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9.1 Performs skill competently 

9.2 Performs only those skills appropriate to the level of educations and clinical rotation 
10. Provide basic health teaching. 

10.1 Provides patient teaching in a manner that is appropriate to patient status 

10.2 Provide patient teaching that is accurate and reflective to patient needs 
11. Observe interdependent relationship among other health care team 

members. 
11.1 Attends change of shift report 
11.2 Attends planning meeting 
11.3 Attends patient rounds with physician and nurse 

12. Utilize information technology to provide care, reduce errors, and support 
nursing interventions.  
12.1 With assistance, reviews orders 
12.2 With assistance, reviews chart documentation 
12.3 Utilize appropriate charting system to document patient care provided
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CLINICAL I COMPOSITE: PERFORMANCE EVALUATION                                                     STUDENT NAME: 
_____________________________________ 
 
PROFICIENT-(P)-Skilled; Adept; Functions at level requiring minimal supervision 
SATISFACTORY-(S)-Safe; Adequate; Requires instructional guidance 
UNSATISFACTORY-(U)-Unsafe; Inadequate; Does not meet expected objectives 
A/AN: Absent/Absent Notified 
T/TN: Tardy/Tardy Notified 
P: Pass     F: Fail     W: Warning 

Date:            

Assigned Clinical Area            

Obj 1: Provide holistic care throughout lifespan            

Obj 2: Protect the health and rights of the 
patient 

           

Obj 3: Apply principles of patient confidentiality            

Obj 4: Communicate with patients incorporating 
interpersonal and therapeutic communication 
skills. 

           

Obj 5: Comply with ethical, legal and regulatory 
frameworks of nursing and the scope of practice 
that is consistent with the Oklahoma Nurse 
Practice Act. 

           
 

Obj 6: Assist in the implementation of established 
plans of care. 

           

Obj 7: Implement nursing process to prioritize 
basic health care needs. 

           

Obj 8: Perform skills at the expected competency 
level. 

           

Obj 9: Identify nursing practice that supports 
safety and quality. 

           

Obj 10: Provide basic health teaching.            

Obj 11: Observe interdependent relationships 
among other health care team members. 
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Obj 12: Utilize information technology to 
provide care, reduce errors, and support nursing 
interventions. 

           

Attendance            

Clinical Grade            

Instructor Initials            

Student Initials            
 

Instructor Signature/Initials:  
  

 

Student Signature/Initials:  
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Clinical Nursing II 

 

Course Title:  Clinical Nursing II 
 

Course Allocation:  224 hours 
 
Course Description: Clinical Nursing II focuses on the care in a diverse patient 

population across the lifespan. It provides an opportunity for the student to apply 
knowledge and skills acquired in theory and clinical courses. Clinical rotations may 
include: long term care, community health, and acute care. The clinical experiences 
may include maternal-newborn, pediatric and mental health nursing. 

 

Clinical Objectives: 
1. Provide holistic care for patients throughout lifespan with non-

complicated diagnoses. 
1.1 Meets cultural needs of patient/family 
1.2 Meets spiritual needs of patient/family 
1.3 Meets developmental needs of patient/family 

2. Protect the health and rights of the patient. 
2.1 Provides safe nursing care 
2.2 Reports change in patient status 
2.3 Protects patient’s rights involving health care 

3. Maintain patient confidentiality and professional boundaries. 
3.1 Maintains patient confidentiality. 
3.2 Acts within the professional boundaries of current level of education. 

4. Provide basic health teaching for patients using established teaching plans. 
4.1 Follows established teaching plans to educate the patient/family. 
4.2 Provides patient education in terms patient/family can understand. 

5. Communicate with patients and caregivers incorporating interpersonal and 
therapeutic communication skills. 
5.1 Maintains patient centered communication with patient/family 
5.2 Provides empathetic care 
5.3 Utilizes therapeutic communication techniques 

6. Comply with ethical, legal and regulatory frameworks of nursing and the 
scope of practice that is consistent with the Oklahoma Nurse practice Act. 

 6.1 Maintains practice that is appropriate to level of education and current clinical rotation 
7. Implement established plans of care. 

7.1 Provides nursing care that reflects interventions appropriate to the plan of care 
7.2 Performs interventions accurately and in a timely manner 
7.3 Takes initiative in the implantation of established plan of care. 

8. Contribute to the development of the plan of care. 
 8.1 Provides suggestions to be included in the plan of care. 

8.2 Suggests interventions and goals that are holistic and appropriate to patient’s nursing 
diagnosis(es). 
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9. Implement nursing process in provision of patient care. 
 9.1 Identifies each step of nursing process in the provision of patient care. 
 9.2 Applies clinical reasoning to address patient health status. 

10. Participate as a team member in implementing standardized practice 
that supports safety and quality. 
10.1 Establishes a professional rapport with other health care team members. 
10.2 Provides care and focused assessment data that supports positive patient 
outcomes. 

11. Perform skills in the expected competency level. 
11.1 Perform skills that reflect current level of education and clinical rotation 
11.2 Competently performs skills as assigned 

12. Utilize information technology to provide care, reduce medical errors, and 
support nursing interventions.  
12.1 With assistance, reviews orders.  
12.2 With assistance, reviews chart documentation.  
12.3 Utilizes appropriate charting system to document patient care provided
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CLINICAL II COMPOSITE: PERFORMANCE EVALUATION                                                     STUDENT NAME: _____________________________________ 
 
PROFICIENT-(P)-Skilled; Adept; Functions at level requiring minimal supervision 
SATISFACTORY-(S)-Safe; Adequate; Requires instructional guidance 
UNSATISFACTORY-(U)-Unsafe; Inadequate; Does not meet expected objectives 
A/AN: Absent/Absent Notified 
T/TN: Tardy/Tardy Notified 
P: Pass     F: Fail     W: Warning 

Date:            

Assigned Clinical Area            

Obj 1: Provide holistic care for patients 
throughout lifespan with non-complicated 
diagnoses. 

           

Obj 2: Protect the health and rights of the 
patient. 

           

Obj 3: Maintain patient confidentiality and 
professional boundaries. 

           

Obj 4: Provide basic health teaching for patients 
using established teaching plans. 

           

Obj 5: Communicate with patients and caregivers 
incorporating interpersonal and therapeutic 
communication skills. 

           
 

Obj 6: Comply with ethical, legal and regulatory 
frameworks of nursing and the scope of practice 
that is consistent with the Oklahoma Nurse 
Practice Act. 

           

Obj 7: Implement established plans of care.            

Obj 8: Contribute to the development of the plan 
of care. 

           

Obj 9: Implement nursing process in provision of 
patient care. 
 

           

Obj 10: Participate as a team member in 
implementing standardized practice that 
supports safety and quality. 

           

Obj 11: Perform skills in the expected 
competency level. 
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Obj 12: Utilize information technology to 
provide care, reduce medical errors, and 
support nursing interventions. 

           

Attendance            

Clinical Grade            

Instructor Initials            

Student Initials            
 

Instructor Signature/Initials:    
 

Student Signature/Initials:    

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2 
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Clinical Nursing III 

 
Course Title: Clinical Nursing III 

 
Course Allocation: 232 hours 

Course Description: Clinical Nursing III focuses on the care in a diverse patient 

population across the lifespan. It provides an opportunity for the student to apply 
knowledge and skills acquired in previous theory and clinical courses. Clinical rotations 
may include: long term care, community health, and acute care. The clinical 
experiences may include maternal-newborn, pediatric and mental health nursing. 

 

Clinical Objectives: 
1. Provide holistic care for patients with increased complexity of medical disorders. 

1.1 Meets cultural needs of patient/family. 
1.2 Meets spiritual needs of patient/family. 
1.3 Meets developmental needs of patient/family 

2. Advocate for the health and rights of the patient. 
2.1 Provides safe nursing care 
2.2 Reports change in patient status 
2.3 Protects patient’s rights involving health care 
2.4 Intervenes in behalf of patient 

3. Promote patient confidentiality and professional boundaries. 
3.1 Maintains patient confidentiality. 
3.2 Assists other health care team members maintain confidentiality. 
3.3 Acts within the professional boundaries of current level of education 
3.4 Intervenes with other health care team members to protect patient’s confidentiality 

4. Communicate effectively with interdisciplinary team. 
4.1 Establishes professional rapport with other health care team members. 
4.2 Maintains patient centered communication with patient/family. 
4.3 Utilizes therapeutic communication techniques. 

5. Comply with ethical, legal and regulatory frameworks of nursing and the scope of 
practice that is consistent with the Oklahoma Nurse Practice Act. 

5.1 Maintains practice that is appropriate to level of education and current clinical rotation. 

6. Contribute to the modification of established plans of care. 
6.1 Provides suggestions to be included in the plan of care. 
6.2 Suggests interventions and goals that are holistic and appropriate to patient’s nursing diagnosis(es). 

7. Contribute to the development of teaching plan. 
7.1 Provides suggestions to be included in the plan of care. 
7.2 Suggests interventions and goals that are holistic and appropriate to patient’s nursing diagnosis(es) 
7.3 Researches resources to assist patient with understanding of teaching. 
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8. Incorporate nursing process in the provision of safe and effective care. 
8.1 Clearly demonstrates each step of nursing process in the provision of patient care. 

8.2 Applies clinical reasoning to address patient health status. 
9. Participate as a team member in implementing standardized practice that 

improves patient outcomes. 
9.1 Reports care and focused assessment data that indicates patient outcomes. 
9.2 Provides nursing care that promotes positive patient outcomes. 
9.3 Implements evidence based practice in patient care. 

10. Perform skills at the expected competency level. 
10.1 Perform skills that reflect current level of education and clinical rotation. 

10.2 Competently performs skills as assigned. 
11. Supervise care provided by unlicensed assistants. 

11.1 Accepts duties that are within the current education level and scope of practice. 

11.2 Assigns duties to Nurse Techs, CNA’S and/or CMA’S that are within their scope of practice. 

11.3 Follows up with unlicensed assistants regarding duties assigned. 

11.4 Evaluates the performance of unlicensed personnel. 
12. Utilize information technology to provide care, reduce medical errors, and 

support nursing interventions.  
12.1 Locates critical information within the patient chart such as orders, lab, medications, etc. 
12.2 Reviews chart documentation. 
12.3 Utilizes appropriate charting system to document patient care provided. 
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CLINICAL III COMPOSITE: PERFORMANCE EVALUATION                                                     STUDENT NAME: 
_____________________________________ 
 
PROFICIENT-(P)-Skilled; Adept; Functions at level requiring minimal supervision 
SATISFACTORY-(S)-Safe; Adequate; Requires instructional guidance 
UNSATISFACTORY-(U)-Unsafe; Inadequate; Does not meet expected objectives 
A/AN: Absent/Absent Notified 
T/TN: Tardy/Tardy Notified 
P: Pass     F: Fail     W: Warning 

Date:            

Assigned Clinical Area            

Obj 1: Provide holistic care for patients with 
increased complexity of medical disorders. 

           

Obj 2: Advocate for the health and rights 
of the patient. 

           

Obj 3: Promote patient confidentiality and 
professional boundaries. 

           

Obj 4: Communicate effectively with 
interdisciplinary team. 

           

Obj 5: Comply with ethical, legal and regulatory 
frameworks of nursing and the scope of practice 
that is consistent with the Oklahoma Nurse 
Practice Act. 

           
 

Obj 6: Contribute to the modification of 
established plans of care. 

           

Obj 7: Contribute to the development of teaching 
plan. 

           

Obj 8: Incorporate nursing process in the 
provision of safe and effective care. 

           

Obj 9: Participate as a team member in 
implementing standardized practice that 
improves patient outcomes. 

           

Obj 10: Perform skills at the expected 
competency level. 

           

Obj 11: Supervise care provided by unlicensed 
assistants. 
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Obj 12: Utilize information technology to 
provide care, reduce medical errors, and 
support nursing interventions. 

           

Attendance            

Clinical Grade            

Instructor Initials            

Student Initials            
 

Instructor Signature/Initials:    
 

Student Signature/Initials:  ________________________________________________________________________________________________
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Clinical Nursing 
IV 

 

Course Title:  Clinical IV 
 
Course Allocation:  120 hours 

 
Course Description: Leadership and delegation skills are enhanced as the 

student functions in the role of team leader. The course assists the student to 
prepare to independently assume the role of the LPN in professional practice.  A 
preceptor rotation assists in the completion of this transition. 

 

Specific Clinical Objectives: 
1. Practice under the supervision or direction of a licensed nurse. 

1.1 Reports to a licensed nurse who meets the requirements for preceptor. 
1.2 Is assigned duties by a licensed nurse. 
1.3 Seeks out clarification from a licensed nurse. 

2. Contribute to the assessment of the health status of individuals and 
groups. 

2.1 Uses correct assessment methods and equipment for data collection. 
2.2 Thoroughly completes focused assessment on assigned individual or group. 
2.3 Reports focused assessment data that indicates patient outcomes. 

3. Participate in the development and modifications of the plan of care. 
3.1 Provides suggestions to be included in the plan of care. 
3.2 Suggests interventions and goals that are holistic and appropriate to patient’s nursing 
diagnosis(es). 
3.3 Reports focused assessment data that indicates patient outcomes. 

4. Implement the appropriate aspects of the plan of care. 
4.1 Performs skills that reflect current level of education and clinical rotation. 
4.2 Competently performs skills as assigned. 
4.3 Implements interventions that are within scope of practice. 

5. Delegate such tasks as may safely be performed by others, consistent 
with education preparation and that do not conflict with the Oklahoma 
Nurse Practice Act. 
5.1 Accepts duties that are within the current education level and scope of practice. 
5.2 Assigns duties to Nurse Techs, CNA’s and/or CMA’s that are within their scope of 
practice. 
5.3 Follows up with unlicensed assistants regarding duties assigned. 
5.4 Evaluates the performance of unlicensed personnel. 

6. Provide safe and effective nursing care rendered directly and 
indirectly. 
6.1 Accepts duties that are within the current education level and scope of 
practice. 
6.2 Assigns duties to Nurse Techs, CNA’s and/or CMA’s that are within their 
scope of practice. 
6.3 Follows up with unlicensed assistants regarding duties assigned. 
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6.4 Evaluates the performance of unlicensed personnel. 
6.5 Performs skills that reflect current level of education and clinical rotation. 
6.6 Competently performs skills as assigned. 
6.7 Implements evidence based practice in patient care. 

7. Participate in the evaluation of response to interventions. 
7.1 Reports care and focused assessment data that indicates patient outcomes. 
7.2 Provides nursing care that promotes positive patient outcomes. 
7.3 Implements evidence based practice in patient care. 

8. Teach basic nursing skills and related principles. 
8.1 Follows established teaching plans to educate the patient/family. 
8.2 Provides patient education in terms patient/family can understand. 
8.3 Provides suggestions to be included in the plan of care. 
8.4 Suggests interventions and goals that are holistic and appropriate to patient’s nursing 
diagnosis(es). 

9. Perform nursing procedures in accordance with knowledge and skills 

acquired through education. 
9.1 Performs skills that reflect current level of education and clinical rotation. 
9.2 Competently performs skills as assigned. 
9.3 Accepts duties that are within the current education level and scope of practice. 
9.4 Assigns duties to Nurse Tech’s, CNA’s and/or CMA’s that are within their scope of 
practice. 
9.5 Follows up with unlicensed assistants regarding duties assigned. 
9.6 Evaluates the performance of unlicensed personnel. 
9.7 Implements evidence based practice in patient care. 

10. Perform within the scope of practice for the practical nurse.  
 10.1 Maintains practice that is appropriate to level of education and current clinical rotation 

11. Supervise care provided by unlicensed assistants. 
11.1 Accepts duties that are within the current education level and scope of practice. 
11.2 Assigns duties to Nurse Techs, CNA’s and/or CMA’s that are within their scope of practice. 
11.3 Follows up with unlicensed assistants regarding duties assigned. 
11.4 Evaluates the performance of unlicensed personnel. 
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CLINICAL IV COMPOSITE: PERFORMANCE EVALUATION                                                     STUDENT NAME: _____________________________________ 
 
PROFICIENT-(P)-Skilled; Adept; Functions at level requiring minimal supervision 
SATISFACTORY-(S)-Safe; Adequate; Requires instructional guidance 
UNSATISFACTORY-(U)-Unsafe; Inadequate; Does not meet expected objectives 
A/AN: Absent/Absent Notified   -   T/TN: Tardy/Tardy Notified 
P: Pass     F: Fail     W: Warning 

Date:            

Assigned Clinical Area            

Obj 1: Practice under the supervision or direction 
of a licensed nurse. 

           

Obj 2: Contribute to the assessment of 
the health status of individuals and 
groups. 

           

Obj 3: Participate in the development and 
modifications of the plan of care. 

           

Obj 4: Implement the appropriate aspects of the 
plan of care. 

           

Obj 5: Delegate such tasks as may safely be 
performed by others, consistent with education 
preparation and that do not conflict with the 
Oklahoma Nurse Practice Act. 

           
 

Obj 6: Provide safe and effective nursing care 
rendered directly or indirectly. 

           

Obj 7: Participate in the evaluation of response to 
interventions. 

           

Obj 8: Teach basic nursing skills and related 
principles. 

           

Obj 9: Perform nursing procedures in accordance 
with knowledge and skills acquired through 
education. 

           

Obj 10: Perform within the scope of practice for 
the practical nurse. 

           

Obj 11: Supervise care provided by unlicensed 
assistants. 

           

Attendance            

Clinical Grade            

Instructor Initials            
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Student Initials            
 

Instructor Signature/Initials:    
 

Student Signature/Initials:  ________________________________________________________________________________________________
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Clinical Anecdotal Notes:  Student Name: ______________ 

Clinical I II III IV (Circle one) 

Please have instructor/student sign and date after each entry 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
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Student: _________________________       Date: __________________      Facility: ______________________ 
 

PRECEPTOR RESPONSE TO  
STUDENT PROGRESSION 

TOWARD OBJECTIVES 
 

Objective 
 

Unsatisfactory* 
 

Satisfactory 
 

Proficient 

 

Data Collection and Assessment 
   

 

Planning 
   

 

Implementation 
   

 

Evaluation 
   

 

Professional Behavior and Accountability 
   

 
 
 
 

Please complete this form weekly on your assigned student. Elaborate on any objective in which the student’s 
performance is considered to be “Unsatisfactory”. Also list any specific strengths the student possesses. Use 
the reverse side of this page if additional room is needed. Your response will be shared with the student and 
attached to the student’s evaluation and grade that is completed by the instructor. 

 
 

 

 

 

 

 

 

 

 

 

 

 
 

 
Preceptor Signature Date   

 

Student Signature Date   
 
 

Proficient: Skilled; Adept; Functions at level requiring minimal supervision 
Satisfactory: Safe; Adequate; Requires instructional guidance 
Unsatisfactory: Unsafe; Inadequate; Does not meet expected objectives 
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Student Objectives/Assignments for Specialized 
  Clinical Areas 
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                                                             OBSERVATIONAL EXPERIENCE: 
CATH LAB 

 

Objectives: 
1. Discuss the following lab results: 

 Basic Metabolic Profile / Chem 7

 CBC

 PT

 PTT

 INR

 Cardiac enzymes (CKMB / Troponin)

 Cholesterol level / Triglycerides

 T4

 TSH

 

2. Discuss indications for the necessity of having a heart cath performed. 
 
3. Discuss the qualifications/requirements of the heart cath staff. 

 

4. Identify potential complications of a heart cath along with interventions for each. 
 

5. Discuss  endoplasty, angioplasty, and stent placement. 
 

6. Discuss common drugs used in heart cath procedures, including: 

 Versed

 Fentanyl

 Plavix

 Heparin
 

Assignments: 
Prior to the observation experience: 
1. Give a brief explanation of each of the labs identified in objective 1. 

 
2. Answer objectives 2-5. 

 

3. Prepare drug cards for each drug listed in objective 6 as they relate to heart cath 
procedures. 

 

Following the observation experience: 
1. Write a brief summary for each observational day. 

 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 

render unsupervised patient care. 
 
 
 
 

 

Name Date of Observational Experience   
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OBSERVATIONAL EXPERIENCE: 
DAY CARE CENTER 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Identify and discuss normal ranges for language, motor, and social development for 
infants, toddlers, and preschoolers. 

 
2. Discuss activities observed at the day care center and describe how these activities 

are designed to meet the developmental needs of children. 
 

Assignment: 
1. Prior to the rotation: Using a reference of choice (e.g.: textbooks, videos, 

Internet, or professional references), answer objective 1. 
 

2. Following the rotation: Answer objective 2 and write a brief summary of your day 
at the day care center. Attach this form to the assignment 
and turn it in to the instructor the day following your clinical 
experience or as otherwise instructed. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 
render unsupervised patient care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Name Date of Observational Experience   
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OBSERVATIONAL EXPERIENCE: 
DIAGNOSTIC IMAGING 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Understand the purpose and function of the diagnostic imaging department. 
 
2. Identify specialized qualifications of personnel in the diagnostic imaging department. 

 

3. Discuss information provided by the diagnostic imaging department. 
 
4. Describe different types of diagnostic tests performed by the diagnostic imaging department. 

 

Assignment: 
Complete the following: 
1. Discuss the educational and certification/licensing requirements of the different personnel in the 

diagnostic imaging department. 
 

2. Discuss the relationship between the floor nurses and the diagnostic imaging department. 
 

3. List the different types of diagnostic tests provided by the department (ie: CAT scan, MRI, chest x- 
ray, ultrasound, etc.). 

 

4. List four (4) different diagnostic procedures that require the patient be NPO or have a pre- 
procedure prep (ie: enema, catheterization, etc.). Discuss the rationale for the prep and/or NPO 
status for each procedure. 

 

5. Explain the importance a patient’s BUN and creatinine levels, and diabetic medications prior to a 
CAT scan with contrast. 

 
6. Explain the rationale of knowing whether a patient has a pacemaker, metal prosthesis, etc., if they are 

scheduled for an MRI. 
 

7. Complete a “Condition of Illness” for a disease/disorder/condition of one patient of your choice. 
 
8. For each day of observation in the diagnostic imaging department, keep a log of patients seen. 

Information should include age, gender, diagnosis, and a brief description of procedures observed. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 

render unsupervised patient care. 
 
 
 
 
 
 
 
 

 

Name Date of Observational Experience   
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DISCHARGE PLANNING 

 
Objectives: 

1. Identify the role of the discharge planner. 

 

2. Identify the training required to be a discharge planner. 

 

3. Identify information needed for the discharge planner to do perform their duties. 

 
Assignment:  

1. Discuss the role of the discharge planner in delivery of patient care. 

 

2. Discuss the educational requirements of a discharge planner. 

 

3. Discuss what information was needed by the discharge planner to perform their duties.  How was this 

information gathered? 

 

4. Why is it important to begin discharge planning upon admission to a facility? 

 

5. Would you consider the discharge planner a patient advocate?  Please explain your answer. 

 

6. How does the discharge planner work with various healthcare disciplines to coordinate the patients care? 
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OBSERVATIONAL EXPERIENCE: 
EKG DEPARTMENT 

 
 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Understand the purpose and function of the EKG department and its relationship to nursing 
services. 

 
2. Identify specialized qualifications of personnel in the EKG department. 

 
3. Discuss information provided by the EKG department. 

 
4. Describe procedures and treatments provided by the EKG department. 

 

Assignment: 
Complete the following: 
1. Discuss the educational and certification/licensing requirements of an EKG technician. 

 
2. Discuss the relationship between nurses and the EKG department. 

 
3. List the information about a patient’s cardiac status that can be obtained from an EKG. 

 

4. Discuss the difference between a rhythm strip and an EKG. 
 

5. Briefly describe (or list the steps) of the procedure of performing a 12-lead EKG. This should 
include any special skin preparation and instructions for the patient during the procedure. 

 

6. List other tests the EKG technician can perform other than the standard 12-lead EKG. 
7. Complete four (4) medication cards for medications that directly affect the heart. 

 
8. Complete one (1) “Condition of Illness” for a cardiac condition of your choice (ie: myocardial infarction, 

atrial fibrillation, etc.). 
 
9. Attach an example of an EKG strip with your explanation of its meaning. 

 
10. For each day that you observe in the EKG department, keep a log of patients seen. Information should 

include age, gender, diagnosis, and a brief description of clinical procedures observed. 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 

render unsupervised patient care. 
 
 
 
 
 
 
 

 

Name Date of Observational Experience   
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OBSERVATIONAL EXPERIENCE: 
EMERGENCY ROOM 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Discuss the role of the nurse in the emergency room. 
 
2. Identify routine care delivered to emergency room patients. 

 

3. Identify the types of patient conditions seen in the emergency room. 
 
4. Discuss admittance procedures and triage. 

 
5. Explain the documentation procedures utilized in the emergency room (include phone calls). 

 
6. Identify the role of Universal Precautions in the emergency room. 

 

Assignment: 
Complete the following: 
1. Discuss the licensure, education, and professional experience necessary for nurses to be employed 

in an emergency room. 
 

2. Describe the duties and responsibilities of the nurses in the emergency room. 
 
3. Define the role of emergency room personnel other than the nurses. 

 
4. List the types of conditions routinely seen in the emergency room. 

 
5. Describe the process patients experience when they are admitted to the emergency room. 

 
6. Discuss the priorities of assessment for a patient presenting to the emergency room. 

 

7. What is triage and who is responsible for triage? 
 
8. For each day that you observe in the emergency room, keep a log of patients seen. Information 

should include age, gender, reason for visit, treatment received (brief description of clinical 
procedures), and outcome of the patient’s visit (ie: admitted, treated & released, expired, etc.). 

 

9. Complete on “Condition of Illness” for a diagnosis of one patient you observed. 
 

10. Complete two (2) medication cards on drugs of your choice that are routinely administered in the 
emergency room. 

 
 

Note:  This is an “Observational” clinical experience. At no time should students administer medications or 

render unsupervised patient care. 
 
 
 
 
 

 

Name Date of Observational Experience   
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OBSERVATIONAL EXPERIENCE: 
HEALTH CLINIC/COUNTY HEALTH DEPARTMENT 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 1.         Identify the role of the nurse during pre-natal visits. 
 
2.         Identify components of routine pre-natal visits. 

 
 3.         Discuss topics that should be included in pre-natal education. 
 

 4.         Identify the role of the nurse and the nurse practitioner. 
 
 5.         Identify the preferred schedule for routine well baby exams. 
 
 6.         Discuss components of the well-baby exams. 
 
 7.         Discuss educational topics that should be covered with the parent during well baby exams. 
 
  8.        Define and state the goal of W.I.C. 
 

  9.        Describe general criteria used for admittance of patients to the W.I.C. program. 
 

10.        Identify and describe basic components of the W.I.C. program and discuss how the patient benefits  
             from each (e.g.: diet supplements, education, etc.). 
 
11.        Identify the role of the nurse in the immunization clinic. 
 

12.        Discuss the routine immunization schedule for children. 
 
13.        Identify the role of the clinic nurse in dealing with patients who have various medical-surgical                  
             disorders. 
 

 14.       Discuss the role of the nurse in diabetic education. 
 
15.       Discuss topics that should be included in diabetic education. 

 
16.       Discuss the variety of medical-surgical patients seen in the clinic. 

 
   17.      Identify various services offered by the local county health department. 
 

Assignment: 
1. Using a reference of choice (e.g.: textbooks, videos, Internet, or professional references), answer 

objectives 1-17.  Grammar, spelling, and punctuation will be reflected in the evaluation. 
 

2. Write a brief summary for each day of the rotation. Attach this form to the assignment and turn it 
in to the instructor the day following your clinical experience or as otherwise instructed. 

Other: 
Remember: This is an observational experience only.  At no time during this experience is the student to 

administer medications or perform unsupervised patient care. Student participation should 
consist of the following: 

(A) Assess vital signs, weight and height, and document findings on graphs/sheets 
(B) Assist nurse and physicians with physical exams 
(C) Utilize standard precautions 
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Objectives: 

OBSERVATIONAL EXPERIENCE: 
HOME HEALTH 

Following the completion of this observational experience the student will be able to: 
 

1. Discuss the way in which referrals are made to home health agencies. 
 

2. Discuss the goals of home health care. 
 
3. Discuss the advantages of home health care. 

 
4. Discuss the role of the home health nurse in providing care to the patient and family. 

 
5. Describe the types of services that may be provided to the patient through home health care. 

 
6. Observe and/ or assist with routine nursing assessments. 

 

7. Observe nursing procedures as they are performed by the home health nurse. 
 

8. Observe patient and/or family education as it is performed by the home health nurse. 
 
9. Demonstrate the use of communication skills to establish rapport with patients, families, physicians, 

and staff. 
 

Assignment: 
1. Prior to the rotation:  Using a reference of choice (e.g.: textbooks, videos, Internet, or 

professional references), answer objectives 1-5. Grammar, spelling, 
and punctuation will be reflected in the evaluation. Attach this form to the 
assignment and turn it in to the instructor the day following your clinical experience 
or as otherwise instructed. 

 

2. Complete the nursing assessment worksheet on one patient that you visit during the home health rotation. 
 

3. Write a brief summary for each day of the rotation. 
 

Other: 
Remember: This is an observational experience only. At no time during this experience should the student 

administer medications or perform unsupervised patient care. Student participation should 
consist of physical assessment under direction of the home health nurse. 

 
 
 
 
 
 
 
 
 
 
 

Name Date of Observational Experience   
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HOME HEALTH NURSING ASSESSMENT WORKSHEET 

 
 

Student  Clinical Assignment  Date:   
 

Choose one patient that you have seen in Home Health and complete the following worksheet. 
 
Patient Sex Patient Age _________ 
Allergies _________________________________________________________________________________ 
Primary Diagnosis __________________________________________________________________________ 
Past Medical History _________________________________________________________________________ 
Reason for visit _____________________________________________________________________________ 
Nursing Assessment (v/s, subjective & objective symptoms) _________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________
Nursing/Medical Interventions performed at this visit _______________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
Patient/Family Education ____________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Current Medications:  

Name Dose Route Classification Nursing Implications 
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OBSERVATIONAL EXPERIENCE: 
HOSPICE 

 

Objectives: 
1. Discuss the way in which referrals are made to hospice. 

 

2. Discuss the goals and advantage of hospice care. 
 
3. Discuss the role of the hospice nurse in providing care to the patient and family. 

 

4. Describe the stages of grieving of the terminally ill patient and family. 
 
5. Describe nursing procedures as they are performed by the hospice nurse. 

 
6. Demonstrate the use of communication skills to establish rapport with patients, families, physicians, 

and staff. 

 
 

Assignment: 

1. Answer objectives 1-6, using a reference of choice, as well as information obtained from clinical 
experience. 

 
2. Provide assessment data from one patient that you observed during this rotation. 

 
3. Write a brief summary for each day of the observational experience. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 

render unsupervised patient care. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Name Date of Observational Experience   
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OBSERVATIONAL EXPERIENCE: 
LAB 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Discuss qualifications of a lab technician. 
 
2. Discuss lab test(s) performed by lab technicians. 

 

Assignment: 
Complete the following: 

 
1. Describe the qualifications of a lab technician. 

 
2. Discuss how the method of collection of the blood sample is important to the validity of the test. 

 
3. What is a culture and sensitivity? 

 

4. List lab tests observed. 
 
5. Choose three (3) lab tests performed, and write the meaning or indication of the lab results. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 
render unsupervised patient care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Name Date of Observational Experience   
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LABOR and 
DELIVERY 
Worksheet 

 
Student Name  Date of Clinical Experience__________________ 

 
 

1. Patient's Age  Para  Gravida  ECD   
 

2. Admission Vital Signs: Mother: BP T P R   
Fetus: FHR ________ 
What is the normal FHR? ___________ 
What is the location of FHT? _________________________ 
 

3. List and describe the three stages of labor: 
(1) ______________________________________ 
(2) ______________________________________ 
(3) ______________________________________ 

 

4. List three signs of true labor: 
(1) (2) ______________________________                                                                  
(3)   

 

Did your patient present any of these signs?  Explain: _______________________________ 

_______________________________________________________________________________ 
 
 

5. Describe the onset, frequency, intensity, and interval of your patient's contractions when you first saw 
her:  __ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

 

6. What was the degree of cervical dilation on admission? 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 

 

7. What is the "show"?  ______ 
 

8. Describe the patient's vaginal discharge and what you observe for which might indicate a complication. 
 

9. Were membranes ruptured? _______ If yes, explain when this occurred: 
 

10. What is the significance of the presence of meconium in the amniotic fluid?   _____ 

__________________________________________________________________________________ 
 
 

11. List two complications that may occur after the membranes have ruptured. 
(1) (2)   

 
 

12. What should always be done immediately after the membranes have ruptured?   
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13. Was an IV ordered for your patient? For what purposes may an IV be ordered?   

__________________________________________________________________________________ 
 

14. List any special procedure(s) that were ordered for your patient (ie: lab, x-ray, fetal monitor, etc). 

__________________________________________________________________________________ 
 

15. Was your patient NPO?  Explain why the patient in active labor is usually NPO: _______________ 

__________________________________________________________________________________ 
 

16. What is the purpose of the vaginal exam during labor? ______________________________________ 
 
 

17. List five ways you prevented the spread of infection and/or injury to your patient: 
(1) (2)   
(3) (4)                                                                          
(5)   

 

18. Why is it important that your patient void as necessary during the first stage of labor? 

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 

19. List five characteristic signs of early labor: 
(1) (2)   
(3) (4)                                                                          
(5)    

 

20. Which of the above signs did your patient present?  ____ 
 

21. List five characteristics signs of active labor: 
(1) (2)   
(3) (4)                                                                          
(5)   

 

22. Which of the above signs did your patient present?  ____ 
 

23. List characteristic signs of the transitional state of labor:  ____ 

__________________________________________________________________________________
__________________________________________________________________________________ 

 

24. Which of the above signs did your patient present?  ____ 
 

25. When, during labor, is it helpful for the patient to begin pushing?  ____ 

_________________________________________________________________________________ 
 

Why should you check with the doctor or nurse before instructing the patient to push? _____________ 
_________________________________________________________________________________ 

 

26. How can you instruct the patient in order to prevent her pushing? Why, during labor, would the 
patient be asked not to push?  Relate this to your patient:  ___ 
________________________________________________________________________________
________________________________________________________________________________ 
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27. When does the second state of labor begin and end?  ____ 

__________________________________________________________________________________ 
 

28. List signs of impending labor:  ____ 

__________________________________________________________________________________ 
 

29. Which of the above signs did your patient not have?  ____ 
 

30. What was the fetal presentation?  ____ 
 

31. What is an episiotomy? ______________________________________________________________ 

List three reasons it may be performed: (1)                                                                                        
(2) (3)    

 

32. Did your patient have an episiotomy?  ____ 
 

33. What type of anesthesia, if any, was your patient given, during or before the delivery? 
__________________________________________________________________________________ 

 

34. When does the third state of labor begin and end?  ____ 

__________________________________________________________________________________ 
 

35. What usually occurs immediately before the placenta is delivered? _____________________________ 

__________________________________________________________________________________ 
 

36. Describe your patient’s uterus after the third stage of labor:  _____ 

___________________________________________________________________________________________ 
 

37. Did your patient experience uterine hemorrhage?  What should be done if a patient does 
experience this? ___________________________________________________________________ 

________________________________________________________________________________ 
 

38. List possible causes of post-partal hemorrhage: ___________________________________________ 

_________________________________________________________________________________ 
 

39. What happens to the placenta after the delivery?  ____ 

_________________________________________________________________________________ 
 
 

40. For what reasons may the placenta be kept for further examination by the physician? ______________ 

__________________________________________________________________________________ 
 

41. How are the mother and infant identified in the delivery room?  Why is this important? ______________ 

__________________________________________________________________________________ 
 
 

42. List any complications your patient experienced during her labor and delivery:  _____ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 
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43. What was the Apgar score of the newborn during the deliver you observed?  ____ 
 

44. Explain why a delivery that is as natural as possible is best for the mother and infant:  _____ 

__________________________________________________________________________________

__________________________________________________________________________________ 
 

45. Define each of the following complications of labor, and give an important nursing intervention for 
each: 
(a) Prolapsed cord  ____ 

 

           (b)   Placenta previa  ____ 
 

(c)  Abruptio placenta  ____ 
 

(d) Malpresentation of the infant  ____ 
 

46. List several nursing actions you performed in helping the labor patient cope with her discomfort: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

47. List all of the medications your patient received while on post-partum. Explain the action of each, the 
dosage given, and the effect this medication will have on your particular patient: 

Medication Action Dosage Effect 
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LEADERSHIP/MANAGEMENT 
 

Objectives: 
Under the direction of the unit team leader, the student will: 

 

1. Receive report on assigned patients. 
 
2. Make assignments for team members. 

 
3. Appropriately delegate duties to team members. 

 
4. Make rounds and assess patients. 

 
5. Assist the team leader in meeting patient needs and running the health care unit. 

 

6. Communicate effectively with members of the health care team. 
 
7. Use appropriate phone skills. 

 

8. Transcribe physician’s orders. 
 
9. Assist in resolving issues as they arise on the health care unit. 

 
10. Assist in making decisions while utilizing the nursing process. 

 

11. Participate in all aspects of unit management. 
 

Assignment:  
 

1. Keep a daily journal of events/activities in which you participated, and evaluate your performance 
in writing at the end of each entry.  Identify things that you are proud of and that demonstrate 
successful leadership skills. In addition, identify things that you will do differently next time, and state 
specifically what you would do if faced with the same situation. 

 

2. Following the rotation: Complete evaluation as assigned by instructor. 
 

The students should not give medications during this experience. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Name Date of Observational Experience   
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING PROGRAM 

Legal Ethical Issues Assignment 
 

Objectives: 
      1.  Discuss the definition of a legal/ethical issue. 
 
       2.  Identify a legal/ethical issue that affects patient/family or staff members. 
 
       3.  Identify the LPN role of dealing with legal/ethical issues. 
 
       4.  Identify barriers to resolving legal/ethical issues. 
 
 
 
Assignment: 

1.  Identify a legal/ethical issue that affects patient/family and staff members. 
 
 

2.  What are the factors that make this a legal/ethical issue? 
 
 

3.  What is the LPN’s role in dealing with this legal/ethical issue? 
 

 
4.  Identify barriers that would lead to the resolution of this legal/ethical issue? 
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OBSERVATIONAL EXPERIENCE: 
MEDICAL OFFICE 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Discuss the role of the LPN in the physician’s office. 
 

2. Discuss the variety of patients seen in the office. 

 

3. List specific tasks performed by the nurse to prepare the patient to be seen by the physician. 
 

4. Discuss the procedure for documenting both patient visits and phone calls received in the office. 
 

5. Recognize how professional and non-professional health workers coordinate individual patient 
care. 

 

Assignment: 
Answer objectives 1-5. Write answers neatly on notebook paper. Grammar, spelling, and punctuation will be 
reflected on your evaluation. Attach this form to the assignment and turn it in to the instructor the day following 
your clinical experience or as otherwise instructed. 

 

Other: 
Remember: This is an observational experience only. At no time during this experience should the 
student administer medications or perform treatments/patient care. Student participation should 
consist of the following: 

 
(A) Assess vital signs, weight and height and document findings on graphs/sheets. 
(B) Assist nurse and physicians with physical exams. 
(C) Utilize standard precautions. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Name Date of Observational Experience   
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OBSERVATIONAL EXPERIENCE: 
MENTAL HEALTH 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Assist patient, under the direction of the mental health facility staff, with basic activities of daily living. 
 
2. Observe the administration of medications to mental health patients. 

 

3. Use techniques of therapeutic communication in interacting with patients in a setting that is supervised by the mental health facility 
staff. 

 
4. Observe individual and group counseling sessions. 

 

5. Maintain professional confidentiality of the mental health patient. 
 

6. Become familiar with the diversity of needs of patients in the mental health facility. 
 

Assignment: 

1. Following the rotation, write a short paragraph addressing how you met objectives 1-6. Also write a brief summary of your day at the 
mental health facility. Attach this form to your completed assignment and turn it in to the instructor the day following your clinical 
experience or as otherwise instructed. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or render unsupervised patient care. 
 
 
 
 

Name Date of Observational Experience   
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Male/Female Age ____ Ethnicity _________________ Significant Other/Legal Guardian: Yes/No ________________ 

                   (Relationship) 

Diet: ______________ Weight: _________ Involuntary admission: Yes/No 

 

 

 

 

  

Psychiatric Diagnosis Medical History  

  

  

  

  

  

 

 

 

Reason for seeking help: 
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  Patient        Family History 

 
  

 History of Suicide Ideation  

 Current Suicidal Ideation 

 History of Aggressive Behavior  

 History of Abuse or Neglect  

 History of Substance Abuse 

 
Describe: 
______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

____________________ 

 Depression 

 Bipolar 

 Schizophrenia 

 Personality Disorder 

 Substance Abuse 

Describe: 

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

____________________ 
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Emotional Assessment  

 

Cognitive Assessment  

  

Mood: 
 Anxious 

 Depressed 

 Euphoric 

 Hostile 

 Labile 

 Other __________ 

Affect: 
 Anxious 

 Sad 

 Elated 

 Flat 

 Labile 

 Inappropriate 

 Other __________ 

Verbal and Nonverbal evidence: 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

_____________________________________________________________ 

 

Orientation: 
 Person 

 Place 

 Time 

 Situation 

 Alert 

 Lethargic 

 Distracted  

Hallucinations/Illusion/Delusion: 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

_____________________________________________________________ 

 

Thinking: 
 Logical 

 Coherent 

 Blocking 

 Loose Association 

 Alert 

 Lethargic 

 Distracted  
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Physical Assessment 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Clean 

 Disheveled  

 Weather appropriate 

Describe: 
 ________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

____________________________ 

 

 Tobacco 

 Alcohol 

 Drug usage 

 Describe: 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
____________ 

IADLs (instrumental activities of daily living)  

Activities   Indepenent.  Needs assist.   Full assist  

Preparing light meals    ________  __________  ________________________  

 

Preparing full meals      ________  __________  ________________________  

 

Light housekeeping      ________  __________  ________________________  

 

Personal laundry          ________  __________  ________________________  

 

Handling money          ________  __________  ________________________  

 

Using telephone         ________   __________  ________________________  

 

Errands            ________  __________  ________________________  
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ERIKSON DEVELOPMENT STAGE 

___________________________________

_______________ 

 
 

Spiritual beliefs 

_____________________________________________________________________

__  
 

SOCIOCULTURAL ASSESSMENT  

Living situation (spouse or significant other, children, home, responsibilities) 

_________________________________________________________________________________ 

 

_________________________________________________________________________________  

 

Support system (family, friends, agencies) _________________________________________________________________________________ 

 

_________________________________________________________________________________  

 

Occupation_____________________________________________ 

 

Education______________________________________________ 

 

Community involvement ________________________________________________________ 

 

_____________________________________________________________________________ 

 

Current economic/legal/environmental stressors _________________________________________________________________________________ 

 

_________________________________________________________________________________ 

 

Ethnic background ___________________________________ 

 

Cultural beliefs related to current problem/treatment _________________________________________________________________________________ 

 

_________________________________________________________________________________ 

 

_________________________________________________________________________________ 
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Laboratory  

Lab Admit Lvl Most Recent High/Low Related to Patient 

Na     

K     

Ca     

TSH     

A1c     

Sugar     

HCT     

HGB     

BUN     

Creatinine     

Total Cholesterol     

LDL     

HDL     

UA Results     

Nutritional:     

     

     

     

     

     

     

     

     

     

     

Drug Level:     

Drug Level:     

Drug Screen     

Pregnancy      
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Medication Name:     

Category/Class: 

 

    

Side effects: 

 

 

 

 

    

Route, Onset: 

 

 

 

 

    

Antidote/Reversal 

Agent: 

    

 

 

Medication Name:      

Category/Class: 

 

     

Side effects: 

 

 

 

 

     

Route, Onset: 

 

 

 

 

     

Antidote/Reversal 

Agent: 
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Nursing Diagnosis: ___________________________________________________________________________________________ 

Related to: __________________________________________________________________________________________________ 

As manifested/evidenced by: ___________________________________________________________________________________ 

Short term goal: 

____________________________________________________________________________________________________________ 

Long term goal: 

____________________________________________________________________________________________________________ 

Intervention #1: 

____________________________________________________________________________________________________________ 

Intervention #2: 

____________________________________________________________________________________________________________ 

Intervention #3: 

____________________________________________________________________________________________________________ 
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING PROGRAM 

MINIMIZE/REDUCING PATIENT RISK WORKSHEET 
 

An intervention could be delegated to CNA or nurse assistant place * beside intervention if there were 
interventions you were not qualified to perform list intervention and appropriate person that could perform 
intervention or list why you are unable (ie. Have not been trained on the skill) 
 

Intervention: May include taking vital signs, 
assisting patient’s with ADLs, call lights, 
giving medications, performing procedures 

How did intervention reduce risk or 
potential risk for your patient: 
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NURSERY / NEWBORN 
Worksheet 

 

Student Name:   Date:   
 

SOCIAL INFORMATION 
A. Sex   
B. Birth Date    
C. Where does infant rank in family? (1st child, middle child, twin, etc.)  ___________________ 

 

IMMEDIATE POST DELIVERY INFORMATION 
A. Explain Apgar scoring and criteria used to evaluate:   ____ 

B. Explain how your newborn patient scored:  ___ 

C. What type of eye prophylaxis did your patient receive?  ___ 

D. Describe the type of delivery of your newborn:  ___ 

E. Did any complication occur during the labor and/or delivery?  If so, explain:  ___ 

__________________________________________________________________________________ 

 

ADMISSION TO NURSERY 
1. What is the average weight for a normal newborn?  __ 

2. What did your newborn patient weigh? __________________ 

3. Do normal newborns generally lose or gain weight while they are in the hospital? __________ 

Explain:  __ 

4. What was your newborn patient's length? ________________ 
5. What is the average length for a normal newborn? ___________________ 

6. What was your patient's head measurement? _____________ 

7. What was your patient's chest measurement? _____________ 

8. When your patient was admitted to the newborn nursery, what was his/her temperature?                 
and whhat is the normal newborn’s temperature?   

9. How is the newborn’s temperature maintained immediately after deliver in the nursery?   __ 

____________________________________________________________________________________________ 

10. How often is the temperature taken immediately after delivery in the nursery?   

11. Why is it important that a newborn's temperature be closely observed? __________________________ 

___________________________________________________________________________________ 

12. What was your patient's temperature during the time you cared for your newborn?    

13. What is the normal heart rate of a newborn? _____________ 

14. What was your newborn patient's heart rate? ____________ 

15. What is the normal respiratory rate for a newborn? ____________ 

16. What was your newborn's respiratory rate? ______________ 

17. Describe the characteristics of respiration in a normal newborn:   

18. Define the following reflex responses and note how they are elicited: 
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(a) Moro reflex ____________________________________________________________________ 
(b) Grasp reflex ___________________________________________________________________ 
(c) Tonic neck reflex ________________________________________________________________ 
(d) Dance reflex ___________________________________________________________________ 

19. List and describe the reflexes you elicited in your patient: _____________________________________ 

___________________________________________________________________________________

_________________________________________________________________________________ 

20. Why are the above reflexes significant? __________________________________________________ 

__________________________________________________________________________________ 

21. Explain the type of bath your patient received: _____________________________________________ 

__________________________________________________________________________________ 

What type of soap did you use on your patient? _____________________________ 

22. Are newborns given an admission bath when they arrive from the delivery room to the nursery? ______ 

Explain: ___________________________________________________________________________ 

23. Describe some things to observe while bathing the newborn.  These will be used for documentation:  

___________________________________________________________________________________

_________________________________________________________________________________ 

24. What is a Coomb’s test? ______________________________________________________________ 

25. What was the result of your patient’s Coomb’s test? _________________________________________ 

26. What is the normal bilirubin level for the newborn? _________________ 

27. Did your patient have a bilirubin level drawn?  If yes, what were the results? _________________ 
28. Describe physiologic and non-physiologic jaundice: _________________________________________ 

___________________________________________________________________________________

_________________________________________________________________________________ 

29. Was your patient jaundiced?  If yes, was it physiological or non-physiological? ________________ 

30. What is phototherapy? ________________________________________________________________ 

31. Did your assigned newborn undergo phototherapy? ______________ 

32. What precautions are taken when a newborn undergoes phototherapy? _________________________ 

__________________________________________________________________________________ 

33. Explain why Aqua Mephyton is given prophylactically to the newborn: ___________________________ 

__________________________________________________________________________________ 

34. List the date your newborn received Aqua Mephyton (vitamin K), the dosage given, and the site of 
Injection: _________________________________________________________________________ 

35. Note the date your newborn patient received the PKU: _____________ 

36. Why is the PKU test performed by a heel stick? ____________________________________________ 

__________________________________________________________________________________ 

37. Was your newborn patient fed by formula or breast? ___________________ 

38. What was your patient’s first feeding? __________________ 

39. What type of formula did your patient (if bottle fed)? ________________________________ 

40. On an average, how much formula did your patient take at each feeding? ________________________ 

41. How many times has your breast-fed patient feed? _________________________  
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42. On average how many minutes does your patient breast-feed? ________________ 

43. List advantages of breast feeding: _______________________________________________________ 

___________________________________________________________________________________

_________________________________________________________________________________ 

44. Compare human milk to artificial preparations (formulas): _____________________________________ 

__________________________________________________________________________________ 

45. What is colostrum and when is it secreted? ________________________________________________ 

__________________________________________________________________________________ 

46. What are the advantages of colostrum as the first food for neonates? ___________________________ 

__________________________________________________________________________________ 

47. In narrative form, write down what you would instruct the mother to do during newborn discharge 

teaching. Use the guide to home care instruction found in the nursery. 

(a)  Care of the umbilical cord: _______________________________________________________ 

______________________________________________________________________________ 

(Example: “Scrub the cord with alcohol at least 3 times/day.  After it falls off, continue to scrub area 
With alcohol until it is healed.  The cord should fall off in approximately 1 week.”) 

(b)  Circumcision Care: _____________________________________________________________ 

_______________________________________________________________________________ 

(c)  Preparation of formula: __________________________________________________________ 

_______________________________________________________________________________ 

(d)  Frequent burping and techniques: __________________________________________________ 

_______________________________________________________________________________ 

(e)  Breast Feeding: ________________________________________________________________ 

  Positioning: _________________________________________________________ 

 Care of the nipples: ___________________________________________________ 

 Engorgement: _______________________________________________________ 

 Supplemental feedings: ________________________________________________ 

 Offering water: _______________________________________________________ 

 Frequency of feedings: ________________________________________________ 

 Positioning of infant after feeding: ________________________________________ 
48. Bathing 

(a)  Soaps: 
(b)  Oils, lotions, powders: 
(c)  Washing head: 
(d)  Care of genitals 

 Boys _______________________________________________________________ 

 Girls _______________________________________________________________ 
49. Use of bulb syringe: __________________________________________________________________ 

50. Proper use of the rectal thermometer:  _ 

51. Return visits to the physician: __________________ 

52.  What would you teach a new parent about car seats for their newborn: __________________________ 

__________________________________________________________________________________ 

53. Special instructions (vitamins, medications, etc.):  _
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MATERNAL-NEWBORN NURSING 
MEDICATIONS 

 

Complete medication list as they relate to maternal newborn. 

LABOR AND DELIVERY POST-PARTUM NEWBORN NURSERY 

oxytocin (Pitocin) docusate sodium (Colace) Vitamin K (AquaMephyton) 

hydroxyzine Hcl (Vistaril) Milk of magnesia erythromycin (Ilotycin 
Opthalmic) 

metoclopramide (Reglan) methylergonovine maleate 
(Methergine) 

EMLA cream 

famotidine (Pepcid) ketorolac (Toradol) Hepatitis B Vaccine 

magnesium sulfate Rubella Vaccine ampicillin(Omnipen) 

terbutaline sulfate (Brethine) Rho-Gam gentamycin (Garamycin) 

calcium gluconate (Kalcinate) droperidol (Inapsine) Lidocaine 1% plain (without 
epinephrine) 

nalbuphine Hcl (Nubain) Tdap  

butorphanol tartrate (Stadol) Ibuprofen  

betamethasone (Celestone) Lortab  

cefazolin (Ancef) carboprost (Hemabate)  

clindamycin (Cleocin) Triple antibiotic ointment  

penicillin G Oxycodone  

Fentanyl (Sublimaze) Depo-Provera  

Nifedipine (Procardia)   

labetalol (Trandate, 
Normodyne) 

  

methyldopa (Aldomet)   

promethazine (Phenergan)   

ondansetron (Zofran)   
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OBSERVATIONAL EXPERIENCE: 
ORTHOPEDIC CLINIC 

 

Objectives: 
1. Discuss role of RN/LPN in the Ortho Clinic 

. 
2. Discuss variety of patients seen in Ortho Clinic. 

 
3. List specific tasks of a nurse assigned in Ortho Clinic. 

 
4. List various procedures performed in the Ortho Clinic. 

 

ASSISGNMENT FOR THE ORTHOPEDIC CLINIC: 
1. Identify the role of the RN/LPN in the Ortho Clinic. 

 
2. Discuss the variety of patients you see in the clinic. 

 
3. List specific tasks performed by the nurse to prepare the patient to be seen by the physician. 

 
4. Discuss the procedure for documenting both patient visits. 

 
5. Discuss the role of the nurse during any procedures performed. 

 
6. What type of professionals are included on the team in this clinic? 

 
7. Provide 2 drug cards on medications most commonly used in the clinic. 

 
8. Provide a Condition of Illness worksheet on a commonly seen diagnosis seen in the clinic. 

 
9. Keep a log of patients/procedures witnessed.  No names are required, just age and gender. 

 
 
 

This is an OBSERVATIONAL EXPERIENCE ONLY, but can participate in assessment of vital signs, Height 

and weight and assist the nurse physician with physical exams. 
` 
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OBSERVATIONAL EXPERIENCE 
OUTPATIENT SURGERY 

 
Objectives: 
1.  Discuss role of RN/LPN in Outpatient surgery. 
 
2.  Discuss variety of patients seen in Outpatient surgery. 
 
3.  List specific tasks of a nurse assigned in Outpatient surgery. 
 
4.  List various procedures performed in Outpatient surgery. 
 
Assignments for Outpatient surgery: 
1.  Identify role of RN/LPN in Outpatient surgery. 
 
2.  Discuss variety of patients seen in Outpatient surgery. 
 
3.  Discuss specific tasks performed by nurse in Outpatient surgery. 
 
4.  Identify appropriate preoperative nursing interventions in Outpatient surgery. 
 
5.  Identify appropriate postoperative nursing interventions in Outpatient surgery. 
 
6.  What discharge criteria must be met prior to patient’s discharge? 
 
7.  Complete two drug cards on medications commonly used in Outpatient surgery. 
 
 
 
 
Note:  This is an “Observational” clinical experience.  At no time should students administer medications or 
render unsupervised patient care.  
 
Name:_______________________________Date of Observational Experience______________ 
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING PROGRAM 

PATIENT FAMILY EDUCATION  ASSIGNMENT 
Clinical Level II, III 

 
     Objectives: 
      1.   Define knowledge deficit. 
 
       2.  Define patient education level. 
 
       3.  Complete an educational presentation to patient or family.    
 
       4.  Evaluate your presentation. 
 
 
      Assignment: 

1.  What is patient or family knowledge deficit? 
 

2.  What is the patient or family’s  educational level? 
 

3.  What Information was presented to patient or family? 
 

4.  What was the effectiveness of patient and family teaching? 
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OBSERVATIONAL EXPERIENCE: 
PEDIATRIC CLINIC 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Identify components of a well-child check-up. 
 
2. Identify the preferred schedule for “well-baby” check-ups. 

 

3. Explain the preferred schedule for immunizations. 
 
4. Discuss normal ranges for language, motor, and social development for infants, toddlers, and 

preschoolers. 
 
5. Discuss techniques used to assess language, motor, and social development for infants, toddlers, and 

preschoolers. 
 

6. Describe anticipatory guidance. 
 

7. Discuss the role of the nurse in the pediatric clinic. 
 
8. List specific tasks performed by the nurse to prepare the patient to be seen by the physician. 

 
9. Discuss the procedure for documenting both patient visits and phone calls received in the office. 

 

Assignments: 
1. Answer objectives 1-9 according to your observations and the use of a reference of your choice 

(include a list of references). 
 
2. Discuss the variety of pediatric patients seen in the clinic by writing a brief summary of each 

clinical day (this may be in a “journal” format). 
 

3. Complete drug cards for each of the following routine childhood immunizations: 
a. Measles, Mumps, Rubella (MMR) 
b. Tetanus-Diphtheria-Pertussis (Tdap) 
c. Polio (IPV) 
d. Hepatitis B (HepB) 
e. Haemophilus  influenza type B (Hib) 
f.  Varicella 

 

Other: 
Remember: This is an “observational experience” only. At no time during this experience is the 
student to administer medications or perform treatments. Student participation should consist of 
assisting the nurse or physician with vital signs, measurements, physical exams, etc 

 
 
 
 
 
 

 

Name Date of Observational Experience   
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Objective: 

OBSERVATIONAL EXPERIENCE: 
PHYSICAL THERAPY 

Following the completion of this observational experience the student will be able to: 
 

1. Discuss requirements to become a physical therapist or physical therapy assistant. 
 

2. Discuss treatment modalities provided by the physical therapist. 
 
Assignment: 
Complete the following: 
1. Describe the requirements to become a physical therapist and a physical therapy assistant. 

 

2. What is the goal of physical therapy? 
 
3. What treatment modalities do physical therapists perform? 

 
4. Give a brief description or log of clinical procedures observed. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 

render unsupervised patient care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Name  Date of Clinical Experience   
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POST-PARTUM 
Worksheet-Part 1 
 

Student Name:   Date:   
 

Complete the following worksheet. Answer all questions completely. The worksheet will be due prior to your 
clinical experience on the post-partum unit. 

 
1. Define puerperium:   

2. What is the "Fourth Stage of Labor"?   

3. List changes in vital signs that normally occur during the post-partum period.    

_________________________________________________________________________________ 

4. What is lochia?   

5. List the three stage of lochia in order of occurrence. Describe the color of each and the 
post-partum days each stage of lochia would be expected to be seen. 

 
Stage 1 Stage 2 Stage 3 

Lochia 
   

Color 
   

Days Seen 
   

6. What should be documented about lochia?   

7. List at least four abnormal characteristics of lochia. 
(1) (2)   
(3) (4)   

8. What is involution?   

9. How long does involution normally last?   

10. How far does the fundus descend each post-partum day?   

11. Where is the fundus at the first post-partum day?   

12. Where is the fundus at the tenth post-partum day?   

13. Under what landmark should the fundus be felt and how should it feel in the post-partum patient?  

_________________________________________________________________________________ 

14. What should you encourage your patient to do prior to checking her fundus?   

15. Routinely, how often should the fundus be checked?   
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16. What are after-pains?   

17. Who most often experiences after-pains?   

18. When are after-pains likely to be the most severe?   

19. How are after-pains normally treated? ___________________________________________________ 

20. If your patient has a boggy fundus, what should you do? ____________________________________ 

21. What is the rationale for your answer to question 20? _______________________________________ 

22. What should be documented in regard to the episiotomy? ___________________________________ 

23. Besides the episiotomy site, list two other things for which the perineum is assessed. 
            (1)   (2)   

24. The perineum should be cleansed in what direction?    

25. In what direction should a clean perineal pad be applied?   

26. In what direction should a soiled perineal pad be removed?    

27. What is the purpose of applying ice to the perineum after delivery?   

28. What is the purpose of using a sitz bath after delivery?  (list 3): 

1) _______________________ 

2) _______________________ 

3) _______________________ 

29. When should the perineum be cleansed? (list 3) 

1) _______________________ 

2) _______________________ 

3) _______________________ 

30. Does the urinary output increase or decrease after delivery?  _____________________________ 

31. What effect does labor have on the urinary system?   

_________________________________________________________________________________ 

32. What effect does a full bladder have on the uterus?  (list 2) 
(1)   (2) ____________________________________ 

How often after delivery should the patient urinate? ________________________ 
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33. What can a distended bladder predispose the patient to? ____________________________________ 

34. Why is constipation a common problem during the post-partum period? 
(1)   (2) ____________________________________ 

35. List four measures to relieve or prevent constipation in the post-partum patient: 

(a) ___________________________________ 

(b) ___________________________________ 

(c) ___________________________________ 

(d) ___________________________________ 

36. List four factors for which the breasts should be assessed: 

(a) ___________________________________ 

(b) ___________________________________ 

(c) ___________________________________ 

(d) ___________________________________ 

37. List five factors for which the nipples should be assessed. 

(a) ___________________________________ 

(b) ___________________________________ 

(c) ___________________________________ 

(d) ___________________________________ 

(e) ___________________________________ 

38. What is secreted by the breasts during the first day post-partum and what does it provide to the infant?  
_________________________________________ 

39. When does the true milk come in? ________________________________  

40. What is engorgement? ______________________________________________________________ 

41. When does engorgement occur? _________________________________ 

42. List six measures that may be performed by the nurse or ordered by the physician to relieve or 
prevent engorgement. 

(a) ____________________________________ 

(b) ____________________________________ 

(c) ____________________________________ 

(d) ____________________________________ 

(e) ____________________________________ 

(f) ____________________________________ 

43. List six measures used to prevent or treat sore/cracked nipples. 

(a) ____________________________________ 
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(b) ____________________________________ 

(c) ____________________________________ 

(d) ____________________________________ 

(e) ____________________________________ 

(f) ____________________________________ 

44.  Define mastitis and state what causes it: 
_________________________________________________________________________________ 

_________________________________________________________________________________ 

45.  List two noncontroversial methods of treating mastitis. 
(1) (2) ____________________________________ 

46. Is it possible for a lactating mother to become pregnant? 

47. When do menses usually return to the nursing mother? 

48. When do menses usually return to the non-nursing mother?  

49. What is puerperal infection?  

50. List eight symptoms of puerperal infection. 

(a) _____________________________________ 

(b) _____________________________________ 

(c) _____________________________________ 

(d) _____________________________________ 

(e) _____________________________________ 

(f) _____________________________________ 

(g) _____________________________________ 

(h) _____________________________________ 

51. How is puerperal infection treated? ____________________________________________________ 

________________________________________________________________________________ 

52. What is thrombophlebitis? ___________________________________________________________ 

53. What are the symptoms of thrombophlebitis? 

(a) _____________________________________ 

(b) _____________________________________ 

(c) _____________________________________ 

(d) _____________________________________ 

54. How is thrombophlebitis treated?  (list 5) 

(a) _____________________________________ 
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(b) _____________________________________ 

(c) _____________________________________ 

(d) _____________________________________ 

(e) _____________________________________ 

55. List three possible causes of post-partal hemorrhage. 

(a) _____________________________________ 

(b) _____________________________________ 

(c) _____________________________________  

56. List nursing measures that should be implemented if the hemorrhage is caused by uterine atony. 
______________________________________________________________________________________________________________________________ 

57. What are advantages of early ambulation in the post-partal patient?  (vaginal or C-section delivery) 

________________________________________________________________________________
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POST-PARTUM 
Worksheet - Part II 

 

Student Name:   Date:   

Complete the following information on your assigned patient. 

Age __Gravida _Para ___Ab ____ 
Where does child rank in family? (first, middle, twins, etc.)        
Delivery date Time  Sex    
Type of delivery    Forceps    Type   
Length of labor   Episiotomy    Rh factor                  
Breast feed / Bottle feed      

Describe and explain any complications during labor/delivery: 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 

Induction/Augmentation ___________________________________________________________________ 
_______________________________________________________________________________________ 

Routine Nursing Care: 
1. Describe daily care for the mother: 

a. Personal hygiene: _______________________________________________________________ 

b. Nutritional requirements: ________________________________________________________ 

c. Activity: ______________________________________________________________________ 

d. Breasts: _______________________________________________________________________ 

e. Perineum: _____________________________________________________________________ 

f. Lochia: ________________________________________________________________________ 

g. Vital signs: _____________________________________________________________________ 

h. Rest & Sleep: __________________________________________________________________ 

2. Describe any treatments/diagnostic procedures that were done and why: 

3. What medications did this patient receive? (Use the following table to list) 

Medication Dosage Route Reason 

    

    

    

 
4. How would you describe the maternal/infant bond for this patient?  Father/infant bond?  

_________________________________________________________________________________

_________________________________________________________________________________ 

5. Describe the patient education provided to the mother and other family members. 

6. List and prioritize your patient's nursing diagnoses. ________________________________________ 
________________________________________________________________________________ 
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OBSERVATIONAL EXPERIENCE: 
RESPIRATORY THERAPY 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Discuss requirements to become a respiratory therapist. 
 

2. Describe potential side effects of medications given with hand-held nebulizers. 
 

3. Discuss administration of oxygen therapy. 
 
4. Discuss diagnostic tests for respiratory patients. 

 

Assignment: 
Complete the following: 
1. Describe the requirements to become a respiratory therapist. What is the difference between a 

certified and a registered respiratory therapist? 
 
2. What are potential side effects of hand-held nebulizers? 

 
3. What is incentive spirometry and why is it important? 

 
4. What is percussion therapy and why is it important? 

 
5. What do blood gases tell you about the patient? 

 

6. What are the different methods used to administer oxygen therapy? 
 
7. Give a brief description or log of clinical procedures observed. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 
render unsupervised patient care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Name Date of Observational Experience   
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING PROGRAM 

ROLES/RESPONSIBILITIES OF NURSE ASSIGNMENT 

 
1.  What critical thinking did the nurse utilize today (i.e. interventions required prior to skill or medication, 

data gathered prior to calling physician)? 
 
 
 
 
 
 
 
 

2.  What interruptions did the nurse have during performing their roles/responsibilities? 
 
 
 
 
 
 
 

3.  Where there interruptions that could be minimized if so what could the nurse have done to minimize 
interruptions? 

 
 
 
 
 
 

4.  What tasks did the nurse perform today? 
 
 
 
 
 
 

5.  What knowledge do you need to be able to perform the roles and responsibilities that your nurse 
performed today? 
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OBSERVATIONAL EXPERIENCE: 
SPECIALTY CLINIC 

 
 

OBJECTIVES: 
1. Discuss role of RN/LPN in Specialty/OP Clinic. 

 
2. Discuss variety of patients seen in Specialty/OP clinic. 

 
3. List specific task of a nurse assisting in Specialty/OP clinic. 

 
4. List various procedures performed in Specialty/OP clinic. 

 

Assignment for the Specialty/OP Clinic: 

1. Identify the role of the RN/LPN in the Specialty/OP clinic. 

 

2. Discuss the variety of patients you see in the clinic. 
 

3. List specific tasks performed by the nurse to prepare the patient to be seen by the Physician. 
 

4. Discuss the procedure for documenting both patient visits. 

 

5. Discuss the role of the nurse during any procedures performed. 

 

6. What types of professionals are included on the team in this clinic? 

 

7. Provide 2 drug cards on medications most commonly used in the clinic. 

 

8. Provide a Condition of Illness worksheet on a commonly seen diagnosis seen in the clinic. 
 

9. Keep a log of patients/procedures witnessed. No names are required, just age and gender. 

 
 
 

This is an OBSERVATIONAL EXPERIENCE ONLY, but can participate in assessment of vital signs, height 
and weight and assist the nurse and physician with physical exams. 
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OBSERVATIONAL 
EXPERIENCE: 

SURGERY/RECOVERY ROOM 
 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Describe the role of the LPN and RN during the intra-operative period. 
 

2. Recognize the principles of surgical asepsis and discuss how they are utilized during the pre-
operative, intra-operative, and post-operative period. 

 

3. Describe the role of the LPN and RN during the recovery period. 
 

4. Recognize and discuss major complications which may occur during the post-operative period and 
be able to identify and report any symptoms of the complications. 

 
5. List nursing actions used to prevent and/or treat post-operative complications. 

 

6. Describe criteria used for the patient to be discharged to home (if same-day or outpatient surgery). 
 
7. Identify post-operative teaching prior to discharge (if same-day or outpatient surgery). 

 

Assignment: 
1. Prior to the rotation: Read units discussing care of the surgical patient in as sited in the 

Fundamentals course syllabus for Module 13, Therapeutic Procedures and 
Surgery. 

 

2. Following the rotation: Answer objectives 1-5 or 1-7 (if same-day or outpatient surgery). 
 
3. Write a summary for each day of the rotation. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 
render unsupervised patient care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Name Date of Observational Experience   
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TELEMETRY 
 
 
 

 

OBJECTIVES: 

1. Identify the purpose and function of monitoring telemetry strips. 
 

2. Identify the required training to be a monitor tech. 
 

3. Discuss information provided by the monitor tech and or nursing staff. 
 

4. Become familiar with normal monitor strips. 

 
 

ASSIGNMENTS: 

1. Discuss the Educational requirements of a monitor tech. 
 

2. Discuss what a rhythm strip monitors. 
 

3. Discuss the difference between a rhythm strip and an EKG. 
 

4. What interventions are required if a rhythm strip is determined to be abnormal. 
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OBSERVATIONAL EXPERIENCE: 
WOUND CARE 

 

Objectives: 
Following the completion of this observational experience the student will be able to: 

 

1. Describe the various types of wounds observed. 
 

2. Explain current / common treatment plans for various types of wounds. 
 

3. Explore potential causes for wounds, including the differentiation of venous and arterial factors. 
 

4. Explain the nurse’s role in wound care. 
 

Assignment: 
Complete the following: 
1. Describe wounds observed during this rotation, including pertinent information about the patients. 

 
2. Describe general treatment plans for each type of wound observed. 

 
3. Summarize other procedures observed. 

 

4. Explain possible causes for wounds observed, as well as factors involved in the healing process. 

 
 

Note: This is an “Observational” clinical experience. At no time should students administer medications or 
render unsupervised patient care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Name Date of Observational Experience   
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PRECEPTORSHIP PROGRAM 
 

GOAL 
Provide a clinical experience that will assist the practical nursing student to transition into the more 

independent role of the Practical Nurse. 
 

DEFINITION 

"Preceptorship": a clinical experience in which a student is participating in the provision of care for one or 
more clients and a faculty member may not be in attendance on-site. 

 
"Preceptor": a licensed nurse who is employed by the facility in which the clinical experience takes place, and 

who agrees to provide supervision to a student for a specified period of time during the preceptor's 
scheduled work hours in order to assist the student to meet identified learning objectives. 

 
"Faculty Member": Clinical instructor employed by the nursing education program meeting qualifications 

consistent with Board policy. 
 

OBJECTIVES 
A. Increase the job satisfaction of the new graduate. 

 

B. Increase the quality of patient care by increasing self-confidence through improved mastery 
of knowledge and skills. 

 

C. Decrease anxiety associated with the transition from the student role to that of a practical nurse. 
 
D. Improve employer satisfaction. 

 

CONCEPT 
A. A scheduled preceptorship providing a 1:1 relationship between the student and a licensed nurse 

with comparable (Licensed Practical Nurse)or greater educational preparation (Registered Nurse). 
 
B. A contract will be signed between the school and the preceptor site. 

 

C. Preceptors will be volunteers who meet the criteria. 
 

D. The preceptor will be oriented to the responsibilities of the position. 
 
E. Preceptors will supervise a student for a specified length of time during the preceptor’s scheduled 

work hours in order to assist the student to meet identified learning objectives. 
 
F. The preceptor will communicate with the instructor periodically in order to provide information 

regarding the students progression toward meeting learning objectives. 
 
G. An evaluation tool will be utilized by the student to evaluate the preceptorship experience at 

its completion. 
 
H. The student will be responsible for defining and achieving   specific objectives during the experience. 

 
I. The Indian Capital Technology Center practical nursing faculty will be responsible for guidance 

in accomplishing the objectives. This will be accomplished through regular faculty visits to the 
preceptorship site and by conference with the student and preceptor. 
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CRITERIA FOR BEING A PRECEPTOR 
The Preceptor must: 
1. Be an employee of the preceptorship site and be recommended by the site administration as being 

proficient in technical, intellectual and interpersonal skills. 
 
2. Be recommended by P.N. faculty as being proficient in the technical, intellectual and interpersonal 

skills considered to be within the realm of the practical nurse. 
 

3. Have expertise in area of assignment. 
 
4. Hold current unencumbered licensure as a Registered Nurse or Licensed Practical Nurse. 

 
5. Have at least one year of experience in nursing. 

 
6. Express the desire to perform as a preceptor. 

 
7.  Receive an orientation session on the duties of a preceptor. 

 
8. Work with the student and faculty to design a learning experience to meet the individual needs of the 

student. 
 
9. Be willing to encourage decision-making and problem-solving based on high standards of patient care. 

 

RESPONSIBILITIES 
The Director of Practical Nursing Program shall: 
1. Initiate written agreements between the cooperating agency and nursing program delineating the 

functions and responsibilities of the parties involved. 
 

The Faculty of the Practical Nursing Program shall: 
1. Be responsible for coordinating preceptorship and orienting preceptors and students to the preceptor 

program. 
 
2. Define student competencies. 

 
3. Confer with the student to develop individual expectation\learning objectives for the experience. 

 
4. Be responsible for planning of the students' learning experiences and shall meet regularly with the 

preceptor and student to monitor and evaluate learning experiences. 
 
5. Assist the student and preceptor in locating proper learning experiences. 

 
6. Evaluate the experience and update the learning objectives/experience as the need arises. 

 
7. Confer with the preceptor in evaluating student performance. 

 

8. Secure evaluation of the preceptorship by the students and the clinical preceptor. 
 

9. Be readily available at all times by phone, as a resource person for preceptor and for students. 
 

10. When contacted, faculty shall communicate with the clinical facility by phone and be available to 
provide assistance or supervision of the student at the clinical site, should a problem arise that cannot 
be resolved by phone. 

11. Consider input from the preceptor when determining the student performance and/or grade for the 
preceptorship. 
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12. Confer with students involved in the experience to discuss reality shock experiences and review their 
journals. 

 

13. Review the preceptor and student evaluations and provide feedback. 
 
14. Ensure that when the preceptorship is provided in a setting in which the student is employed, that both 

the student and the preceptor understand the difference in the student's role during the preceptorship 
experience vs. their role while employed at the facility. 

 

The Student shall: 
1. Be enrolled in the course in which the preceptorial learning activity occurs. 

 
2. Shall not be reimbursed for nursing services by the agency during the preceptorship. 

 
3. Have completed appropriate pre-requisite learning prior to the beginning preceptorship. 

 

4. Assist faculty in identifying expectations and objectives for the learning experience. 
 
5. Work with the preceptor according to the preceptor's normal working schedule and according to the 

rotation schedule as assigned by P.N. faculty. 
 
6 Be expected to attend classes on theory days as scheduled. 

 
7. Initiate learning experiences as identified by the established objectives. 

 

8. Ask for assistance when performing in any unfamiliar/uncertain/new situations. 
 
9. The student will keep a daily journal listing skills and describing activities, experiences and feelings that 

occur during their preceptorship. 
 

10. Confer with the faculty and preceptor on a regular basis to review and revise the objectives and 
evaluate progress. 

 

11. Notify the instructor immediately of any problems or concerns that may arise during the preceptorship. 
 

12. Evaluate the preceptorship program. 
 

The Preceptor shall: 

1. Receive an orientation to the preceptor program. 
 
2. Review the learning objectives as established by the student and the faculty. 

 

3. Provide an orientation to the facility including but not limited to: 
a. Introduction to other members of the health care team. 
b. Responsibilities to staff, patients, and their families, supervisors and allied health personnel. 
c. Units goals and objectives. 
d. Individual unit routine/policies. 

4. Hold a daily planning conference with the student. 
 
5. Act as a clinical resource for the student. 

 

6. Promote assertiveness by role-modeling. 
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7. Provide the student with information to prevent situations that might undermine the student’s 
self-esteem. 

 

8. Assist in decision-making and problem solving at the practical nurse level. 
 
9. Encourage staff members to also direct appropriate questions and problems to student as he/she 

progresses. 
 

10. Directly observe the student in all aspects of clinical performance. 
 
11. Give ongoing feedback regarding performance. 

 
12. Provide the student with frequent feedback consisting of constructive criticism and praise. 

 
13. Provide the instructor with feedback regarding student progression as the instructor evaluates the 

students attainment of the learning objectives. 
 
14. Will at all times promote and maintain professionalism. 

 
NOTE: Medication administration may be supervised by a clinical preceptor after the student has satisfactorily 

completed initial instruction and clinical practice with faculty supervision. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Revised: 5-05 
Reviewed: 6-17, 6-14; 6-12; 6-11 
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PRECEPTOR ORIENTATION 
 
Following this orientation session, the preceptor will: 
1. Be familiar with the goals and objectives of the preceptor program. 

 
2. Understand the concept of the preceptor program. 

 

3. Be able to discuss the responsibilities of the P.N. Director, P.N. faculty, and student in regard to the 
preceptor program. 

 

4. Understand criteria for being a preceptor. 
 

5. Discuss the responsibilities of the preceptor. 
 

6. Understand the importance of the preceptor contract. 
 

7. Understand the Oklahoma Board of Nursing interpretation of the use of preceptors in the clinical 
setting. 

 

8. Identify concepts of adult education. 
 

9. Be familiar with the student evaluation form and its use. 
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STUDENT EXPECTATIONS AND OBJECTIVES 
 
Prior to your preceptorship, list your personal objectives/expectations for this program, your preceptor, and 
the unit.  Include any skills, concepts, and procedures you would like to learn or improve upon.  Review this 
list with your instructor and preceptor. With assistance, develop specific (individualized) objectives for the 
learning experience. (NOTE: the objectives will not be static. We anticipate that changes will develop as 
you progress through the preceptorship.) 

 

Your objectives should be reviewed and revised as needed. 
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                                         Clinical Nursing IV 
 

Course Title:  Clinical IV 
 
Course Allocation:  120 hours 

 
Course Description: Leadership and delegation skills are enhanced as the 

student functions in the role of team leader. The course assists the student to 
prepare to independently assume the role of the LPN in professional practice.  A 
preceptor rotation assists in the completion of this transition. 

 

Specific Clinical Objectives: 
12. Practice under the supervision or direction of a licensed nurse. 

1.1 Reports to a licensed nurse who meets the requirements for preceptor. 
1.2 Is assigned duties by a licensed nurse. 
1.3 Seeks out clarification from a licensed nurse. 

13. Contribute to the assessment of the health status of individuals and 
groups. 

2.1 Uses correct assessment methods and equipment for data collection. 
2.2 Thoroughly completes focused assessment on assigned individual or group. 
2.3 Reports focused assessment data that indicates patient outcomes. 

14. Participate in the development and modifications of the plan of care. 
3.1 Provides suggestions to be included in the plan of care. 
3.2 Suggests interventions and goals that are holistic and appropriate to patient’s nursing 
diagnosis(es). 
3.3 Reports focused assessment data that indicates patient outcomes. 

15. Implement the appropriate aspects of the plan of care. 
4.1 Performs skills that reflect current level of education and clinical rotation. 
4.2 Competently performs skills as assigned. 
4.3 Implements interventions that are within scope of practice. 

16. Delegate such tasks as may safely be performed by others, consistent 
with education preparation and that do not conflict with the Oklahoma 
Nurse Practice Act. 

5.1 Accepts duties that are within the current education level and scope of practice. 
5.2 Assigns duties to Nurse Techs, CNA’s and/or CMA’s that are within their scope of 
practice. 
5.3 Follows up with unlicensed assistants regarding duties assigned. 
5.4 Evaluates the performance of unlicensed personnel. 

17. Provide safe and effective nursing care rendered directly and 
indirectly. 

6.1 Accepts duties that are within the current education level and scope of 
practice. 
6.2 Assigns duties to Nurse Techs, CNA’s and/or CMA’s that are within their 
scope of practice. 
6.3 Follows up with unlicensed assistants regarding duties assigned. 
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6.4 Evaluates the performance of unlicensed personnel. 
6.5 Performs skills that reflect current level of education and clinical rotation. 
6.6 Competently performs skills as assigned. 
6.7 Implements evidence based practice in patient care. 

18. Participate in the evaluation of response to interventions. 
7.1 Reports care and focused assessment data that indicates patient outcomes. 
7.2 Provides nursing care that promotes positive patient outcomes. 
7.3 Implements evidence based practice in patient care. 

19. Teach basic nursing skills and related principles. 
8.1 Follows established teaching plans to educate the patient/family. 
8.2 Provides patient education in terms patient/family can understand. 
8.3 Provides suggestions to be included in the plan of care. 
8.4 Suggests interventions and goals that are holistic and appropriate to patient’s nursing 
diagnosis(es). 

20. Perform nursing procedures in accordance with knowledge and skills 

acquired through education. 
9.1 Performs skills that reflect current level of education and clinical rotation. 
9.2 Competently performs skills as assigned. 
9.3 Accepts duties that are within the current education level and scope of practice. 
9.4 Assigns duties to Nurse Tech’s, CNA’s and/or CMA’s that are within their scope of 
practice. 
9.5 Follows up with unlicensed assistants regarding duties assigned. 
9.6 Evaluates the performance of unlicensed personnel. 
9.7 Implements evidence based practice in patient care. 

21. Perform within the scope of practice for the practical nurse.  
 10.1 Maintains practice that is appropriate to level of education and current clinical rotation 

22. Supervise care provided by unlicensed assistants. 
11.1 Accepts duties that are within the current education level and scope of practice. 
11.2 Assigns duties to Nurse Techs, CNA’s and/or CMA’s that are within their scope of practice. 
11.3 Follows up with unlicensed assistants regarding duties assigned. 
11.4 Evaluates the performance of unlicensed personnel. 
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CLINICAL IV COMPOSITE: PERFORMANCE EVALUATION                                                     STUDENT NAME: _____________________________________ 
 
PROFICIENT-(P)-Skilled; Adept; Functions at level requiring minimal supervision 
SATISFACTORY-(S)-Safe; Adequate; Requires instructional guidance 
UNSATISFACTORY-(U)-Unsafe; Inadequate; Does not meet expected objectives 
A/AN: Absent/Absent Notified   -   T/TN: Tardy/Tardy Notified 
P: Pass     F: Fail     W: Warning 

Date:            

Assigned Clinical Area            

Obj 1: Practice under the supervision or direction 
of a licensed nurse. 

           

Obj 2: Contribute to the assessment of 
the health status of individuals and 
groups. 

           

Obj 3: Participate in the development and 
modifications of the plan of care. 

           

Obj 4: Implement the appropriate aspects of the 
plan of care. 

           

Obj 5: Delegate such tasks as may safely be 
performed by others, consistent with education 
preparation and that do not conflict with the 
Oklahoma Nurse Practice Act. 

           
 

Obj 6: Provide safe and effective nursing care 
rendered directly or indirectly. 

           

Obj 7: Participate in the evaluation of response to 
interventions. 

           

Obj 8: Teach basic nursing skills and related 
principles. 

           

Obj 9: Perform nursing procedures in accordance 
with knowledge and skills acquired through 
education. 

           

Obj 10: Perform within the scope of practice for 
the practical nurse. 

           

Obj 11: Supervise care provided by unlicensed 
assistants. 

           

Attendance            

Clinical Grade            

Instructor Initials            
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Student Initials            
 

Instructor Signature/Initials:    
 

Student Signature/Initials:  ________________________________________________________________________________________________
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PRECEPTOR RESPONSE TO 
STUDENT PROGRESSION TOWARD OBJECTIVES 

 

Student:   Date:   Facility :   

 

 
 

Objective 
 

Unsatisfactory* 
 

Satisfactory 
 

Proficient 

 

Data Collection and Assessment 
   

 

Planning 
   

 

Implementation 
   

 

Evaluation 
   

 

Professional Behavior and Accountability 
   

 
 
 

Please complete this form weekly on your assigned student. Elaborate on any objective in which the student’s 
performance is considered to be “Unsatisfactory”. Also list any specific strengths the student possesses. Use the 
reverse side of this page if additional room is needed. Your response will be shared with the student and attached 
to the student’s evaluation and grade that is completed by the instructor. 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

Preceptor Signature Date   
 

Student Signature Date    
 
 
 
 

 

Proficient: Skilled; Adept; Functions at level requiring minimal supervision 
Satisfactory: Safe; Adequate; requires instructional guidance 
Unsatisfactory: Unsafe; Inadequate; Does not meet expected objectives 
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EVALUATION OF PRECEPTORSHIP PROGRAM BY PRECEPTOR 
(To be completed during the last week of Preceptorship) 

 
Does the student meet your expectations of a practical nursing graduate? 

   Yes  No 
 

Comments:    

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 
Would you recommend this student for employment in the nursing field? 

   Yes  No 
 

Comments: ________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 
Do you feel this is a worthwhile experience? 

   Yes  No 
 

Comments: ________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 
Do you feel the preceptor program should continue? 

   Yes  No 
 

Comments:   

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 
Preceptor Signature:  Date:  _ 

 
 
 
 

 

Student Comments:   _ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 
Student Signature: _ Date:  _ 
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  Clinical Paperwork  
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SUMMARY OF REQUIRED CLINICAL PAPERWORK 
 

The following table summarized the general clinical paperwork due each clinical week from students during 
each quarter of study.  Instructors may amend requirements to meet individual learning needs of students. 

 

Forms may be found in each clinical course’s designated section of this clinical syllabus. 
 

 
Form Required in 

Clinical I 
Required in 
Clinical II 

Required in 
Clinical III 

Required in 
Clinical IV 

 LTC Acute 
Care 

   

 

Plan of Care Worksheet 
 

X 
 

X 
 

X 
 

X 
 

X 

 

Condition of Illness Worksheet 
 

X 
 

X 
 

X 
 

X 
 

X 

 

Nurses’ Notes X X 
X* 

*Use form or in 
chart/ per instructor 

X* 
*Use form or in 

chart/ per instructor 

X* 
*Use form or in 

chart/ per instructor 

 

Physical Assessment 
 

X 

 
X 

X* 
*Or may be verified 
in charting & 
performance in 
clinical setting 

X* 
*Or may be verified 

in charting & 
performance in 
clinical setting 

X* 
*Or may be verified 

in charting & 
performance in 
clinical setting 

 

Laboratory Data 
  

X 
 

X 
 

X 
 

X 

 

Diagnostic Tests 
  

X 
 

X 
 

X 
 

X 

 

Problem List 
 

X 
 

X X* 
*Top 3 problems 

X* 
*Top 3 problems 

X* 
*Top 3 problems 

 

Clinical Care Plan 
  

X 
 

X 
 

X 
 

X 

 

Clinical Medication Sheet 
  

X 
 

X 
 

X 
 

X 
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 Clinical Paperwork Forms  
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INDIAN CAPITAL TECHNOLOGY CENTER 

Practical Nursing Program 

PLAN OF CARE WORKSHEET - LONG 

TERM CARE 

 

Student Name: Clinical I – II – III - IV  Dates of Care: Facility:   
Patient’s Age: _____     Male/Female     Allergies: ___________________ Code Status: ________      Most recent Ht.: _____ Wt.: ______ 

DIAGNOSES: 
#1  
   
#2    
 

#3    
 
#4 
 

Other 

 

Other significant medical history: _______________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

Admission VS: T ________  P _________  R  _________  B/P __________ 

Date: _____________ 

Current VS: T _________  P  _________  R  _________  B/P __________ 

Date: _____________       Monitoring Frequency: _______________ 

INTAKE:  1.) Prescribed Diet:   Appetite in last 24 hours: B:  %   L:  %  D:  % 
2.) Tube feeding-Formula:   Rate of Administration (ml/hr or bolus amount & frequency):    3.)  I&O 
ordered:  Yes / No    If yes: Total fluid intake for last 24 hours:  ml 

Comments: 
ELIMINATION:  1.)  Urinary output in last 24 hours:    mL (or) # of times voided in last 24 hours   Foley Catheter: Y/N 

(circle one) 
                            2.)  Last recorded BM:   Colostomy/Ileostomy/Other:      

Comments: 
SPECIAL TREATMENTS: 
Oxygen:  L/min O2 Saturation:  % Other Respiratory Treatments:    Physical 
Therapy:       
Dressing Changes: Frequency: Site(s):  Order:   Tubes/Drains:     
   

Other treatments:     
 

 



97 
 

INDIAN CAPITAL TECHNOLOGY CENTER 

PRACTICAL NURSING PROGRAM 

PLAN OF CARE WORKSHEET- LONG TERM CARE - page 2 

ACTIVITY LEVEL YES NO COMMENTS/EXPLANATION/SCHEDULE 

Ambulatory  without assistance 
   

Ambulatory w/ assistance (describe) 
   

Transfer assistance required (describe) 
   

Dependent on turning & positioning (describe) 
   

Safety devices (list/describe) 
   

Prosthesis (specify) 
   

Range of Motion Exercises Active/Passive 
 

Specific doctor=s orders related to activity: 

PERSONAL HYGIENE COMMENTS/EXPLANATION/SCHEDULE 

Oral Care 
 

Hair care/Nail care/Shave 
 

Bath / Shower / Whirlpool Schedule 
 

Catheter Care 
 

Special Skin Care 
 

TOILETING Continent Incontinent Diapers Appliance COMMENTS/EXPLANATION/SCHEDULE 

Bladder 
     

Bowels 
     

NUTRITION Feeds Self Assist Dependent N/G or Enteral Tube COMMENTS/EXPLANATION/SCHEDULE 

 

Diet: 
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INDIAN CAPITAL TECHNOLOGY CENTER 

PRACTICAL NURSING PROGRAM 

PLAN OF CARE WORKSHEET 

ACUTE CARE 

 

Student Name:                                                       Clinical I – II – III-  IV                Dates of Care:                                  Facility: 

Unit/Room#: ________Patient’s Age: _______     Male/Female     Admit Date: _________     Code Status: _______     
Allergies:___________________________ Admission Ht.: _______ Wt.: _______  Most Recent Ht.: ______ Wt.: _______ 

CHIEF COMPLAINT at Admission: __________________________________ 

______________________________________________________________ 

DIAGNOSES: 

#1(Admitting Diagnosis): __________________________________________ 

#2: ___________________________________________________________ 

#3: ___________________________________________________________ 

#4: ___________________________________________________________ 

Other significant medical history: ____________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

Previous hospitalizations &/or surgeries (include dates): __________________ 

_______________________________________________________________ 

_______________________________________________________________ 

ADMISSION VS:   T P R B/P   

Monitoring frequency - q  hrs & times: 

LAST RECORDED VS:   T P R B/P   

PRESENT VS: T ______ P ______ R ______ B/P __________ 

INTAKE:  1.) Prescribed Diet:   Appetite in last 24 hours: B:  %   L:  %  D:  % 
                 2.) Tube feeding-Formula:   Rate of Administration (ml/hr or bolus):   Total calories (24 hr.):     
                 3.) IV Fluids: Rate of Administration (ml/hr):   IV Site:    

                 4.)  I&O ordered Yes/No If yes: Total fluid intake for last 24 hours:  ml 

Comments: 

ELIMINATION:   1.)  Urinary output in last 24 hours:  mL (or) # of times voided in last 24 hours   Foley Catheter: Yes/No 

                             2.)  Last recorded BM:      Colostomy/Ileostomy/Other: ________________  

Comments: 

SPECIAL TREATMENTS: Oxygen: __ L/min O2 Saturation:   %  Other Respiratory Treatments:       
Telemetry: Y/N (Circle one) #  ___ Physical Therapy:   _ Dressing Changes:   Times:   Site(s):        
Tubes/Drains:        Other treatments: 1.) ___________2.)       
Comments: 
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INDIAN CAPITAL TECHNOLOGY CENTER 

PRACTICAL NURSING PROGRAM 

PLAN OF CARE WORKSHEET – ACUTE CARE -  page 2 

ACTIVITY LEVEL YES NO COMMENTS/EXPLANATION/SCHEDULE 

Ambulatory  without assistance 
   

Ambulatory w/ assistance (describe) 
   

Transfer assistance required (describe) 
   

Dependent on turning & positioning (describe) 
   

Safety devices (list/describe) 
   

Prosthesis (specify) 
   

Range of Motion Exercises 
   

Specific doctor=s orders: 

PERSONAL HYGIENE COMMENTS/EXPLANATION/SCHEDULE 

Oral Care 
 

Hair care/Nail Care/Shave 
 

Bath 
 

Catheter Care 
 

Special Skin Care 
 

TOILETING Continent Incontinent Diapers Appliance COMMENTS/EXPLANATION/SCHEDULE 

Bladder 
     

Bowels 
     

NUTRITION Feeds Self Assist Dependent N/G or Enteral Tube COMMENTS/EXPLANATION/SCHEDULE 

Diet: 
     



100 
 

Condition of Illness 
 

Condition/Disease ____________________________________     Student Name _____________________________________________ 
 

 
  

Definition 
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
________________________________________ 
Mr. Pivec, 
 
Would it be possible to discuss job placement responsibilities 
with you? Tracy has scheduled a meeting in August that they 
would like for me to attend.  I would like to get your direction 
before we all meet.  If you would prefer talking to Debbie and 
having her discuss it with me, that is fine also.   
 
 
Sincerely, 
 
Karla 

Karla Yazel-James 

Adult Health Careers 

Advisor/Recruiter 

Indian Capital Technology Center 

(918) 913-3923 

 
 
 
Mr. Pivec, 
 
Would it be possible to discuss job placement responsibilities 
with you? Tracy has scheduled a meeting in August that they 
would like for me to attend.  I would like to get your direction 
before we all meet.  If you would prefer talking to Debbie and 
having her discuss it with me, that is fine also.   
 
 
Sincerely, 
 
Karla 

Etiology 
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
____________________ 

Pertinent assessment data related to condition/disease 
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
_________ 

Physical assessment data found in your patient pertinent to 
condition/disease 
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________ 

Abnormal data findings that need to be reported 
____________________________________________________________________________________________________________________
_____________ 

Nursing diagnosis associated with condition/disease 
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
_____ 

Interventions appropriate for this condition/disease 
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________ 
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MEDICATIONS AND DIAGNOSTIC TEST 

Drug classifications associated with this condition/disease 

 

 

Diagnostic test_________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 

Interventions R/T diagnostic tests_________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 
_____________________________________________________ 

 

Common classifications prescribed for this condition/disease (antibiotic, beta blocker, etc…).  If your patient is on a medication in this 
class, include medication patient is on and interventions required prior to medication administration.  For example 
Beta Blocker     Lopressor  Assess apical heart rate and B/P prior to administration 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING 

CLINICAL CONDITION OF ILLNESS WORKSHEET 
 

Student Name:   Date:   

DISEASE/CONDITION/ DISORDER: 

 

 

DEFINITION/DESCRIPTION: 

 

 

 

 

ETIOLOGY: 

 

 

 

SYMPTOMS: 

 

 

 

MEDICAL/SURGICAL TREATMENT: 

 

 

 

NURSING CARE: 

 

 

 

 

 

 

 

RESOURCES (must have two - include page #s): 

1.) 2.) 
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING 

CLINICAL DOCUMENTATION: NURSES NOTES 

 

Student Name:   

NURSES NOTES 
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Patient’s Initials:    

 
 

NURSES NOTES 
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Head to Toe Assessment 

General Assessment 

Patient’s Age: Patient’s Sex:  Reason for admission:_________________________________ 

Emotional status: Cooperative   Anxious Confused 

Lives with:      Self       Spouse      Family      Nursing home     Other 

Barriers:      Language      Literacy       Emotional       Cultural       Religion       Finances      Other ________ 

Date of admission: _________    Health history: _______________________________________________ 

Isolation:          Standard           Contact           Droplet             Airborne            Neutropenic 

Allergies: 

Admission vital signs:  T______P______R______BP_______ Height _______ Weight _________ 

Current vital signs:      T______P______R______BP_______ Height _______ Weight _________ 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 

 

 

Neurological Assessment 

Orientated to:       Person       Place       Time       Situation 

Speech:         Clear          Slurred          Unintelligible         Aphasia        Non-verbal          Unable to Assess 

Pupils: PERRLA (Pupils, Equal, Round, Reactive to Light, Accommodation) 

Equal:     Yes     No         R Larger       L Larger       Round:     Yes     No         R Abnormal       L Abnormal 

Reaction to Light:      Yes       No             Reaction:      Brisk       Sluggish       R no reaction       L no reaction 

Accommodation:     R     L(Hold finger 4” front of the nose & bring closer to face; constrict, converge, focus) 

Glasgow Coma Scale (Score range 0-15, < 7 = coma) Total: __________ 

Eye 

Opening: 

   Spontaneous = 4                                       Pain = 2  

   Verbal command = 3                                   No response = 1 

Verbal 

Response: 

   Oriented, converses = 5                               Incomprehensible sounds = 2 

   Disoriented, converses = 4                           No response = 1 

   Uses inappropriate words = 3    

Motor 

Response: 

   Verbal command = 6                                Decorticate posturing (flexes abnormally) = 3       

    Localized pain = 5                                   Decerebrate posturing (extends abnormally) = 2 

    Flexes and withdraws = 4                           No response = 1 

Muscle Tone:  

Location Muscle Strength Sensation Equal Bilaterally 

R Hand  Strong       Weak       Flaccid  WNL       Pain       No response  

L Hand  Strong       Weak       Flaccid  WNL       Pain       No response  Yes    No 

RLE  Strong       Weak       Flaccid  WNL       Pain       No response  

LLE  Strong       Weak       Flaccid  WNL       Pain       No response  Yes    No 
 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 
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Respiratory Assessment 

Pulse ox (WNL 95-100%): ______ 

Cough:  None   Productive   Non-productive   Tobacco type: ________ Amount/frequency: ________ 

Sputum:  None  Consistency:  Thin  Thick  Color:  Yellow  Dark  Rusty  Green  Blood tinged 

Oxygen:  Room air       ___ liters/nasal cannula       ____ %/face mask       ____%/bipap    Ventilated 

Respiratory Rate: _____ (Tachypnea >24, Bradypnea <12, Dyspnea = SOB) 

Respiratory Effort:     Regular        Symmetrical        Relaxed        Labored        Accessory muscles        

                                      nasal flaring       Cyanosis       Pursed-lip breathing       Shallow 

Breath Sounds (auscultate anterior & posterior): 

 Clear 

 Diminished 

 Crackles:  Fine  Coarse (wet sounding) 

Rhonchi (low pitched, moaning, snoring sounds) 

 Wheezes:  Inspiratory  Expiratory 

 Friction rub (sounds like hair rubbing between fingers) 

 Absent 

 

RUL:  _____________________________________   LUL: _____________________________________ 

RML: _____________________________________   LLL: _____________________________________ 

RLL:  _____________________________________ 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 

_______________________________________________________________________________________ 

Cardiovascular Assessment 

Skin:     Warm/dry      Cool      Clammy/diaphoretic     Skin turgor:     Good     Poor     Tenting     Taut 

Capillary refill: (Adult)     < 3 sec      > 3 sec     (Elderly)     <5 sec     >5 sec 

Apical pulse rhythm:     Regular      Irregular                                              Blood Pressure:  

Apical pulse rate: _______ 

     

    WNL (60-100 bpm) 

    Bradycardia (< 60 bpm) 

    Tachycardia (> 100 bpm) 

Heart sounds: 

     Normal S1S₂                     S₃ (gallop) 

     Bounding                           Distant 

     Murmur                             Valve click (artificial valve) 

 

Telemetry report: __________ 

Peripheral Pulses Edema 

Radial equal bil      Yes                    No Generalized      Yes                                  No 

R radial     Present       Bounding          

    Thready      Doppler 

  

L radial     Present       Bounding          

    Thready      Doppler 

Upper 

extremities 

 non-pitting         ___+ pitting 

Post tib equal bil      Yes                    No   

R post tib     Present       Bounding          

    Thready      Doppler 

R arm  

L post tib     Present       Bounding          

    Thready      Doppler 

L arm   

Pedal equal bil     Yes                     No Lower 

extremities 

 non-pitting         ___+ pitting 
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R pedal     Present        Bounding          

    Thready      Doppler 

R leg  

L pedal     Present        Bounding          

    Thready      Doppler 

L leg   

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

Urinary Assessment 

Urination:  No complications Burning Frequency Urgency Bladder distention Pain 

Continent:  Yes No Foley   Foley insertion site:      Red      Swollen      Drainage (bloody/purulent) 

Urine amount:  ml                             WNL(> 30 ml/hr)           Oliguria(<30 ml/hr )         

                                                                      Anuria(< 100ml/d)         Polyuria(excessive) 

Urine color:        Yellow        Amber        Dark amber        Orange        Red tinged        Grossly bloody 

Characteristics:       Clear       Cloudy       Sediment       Mucous threads       Blood clots      Abnormal odor 

Urinary diversion:          Urostomy          Nephrostomy          Ureterostomy 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 

 

Gastrointestinal Assessment 

Oral mucosa:          Intact          Moist          Pink          Dry          Pale          Thrush          Dysphasia 

Nausea:    Yes     No Vomiting:     Yes     No     Emesis description: 

Bowel movements:  Date of last ______          Diarrhea          Constipation          Continent          Incontinent 

Appetite:       Adequate       Inadequate     Alcohol type: _____ Amount/frequency: _____  Last use: _____ 

Bowel Sounds:       Active       Hyperactive       Hypoactive       Absent (listen 5 min.) 

Quadrants:         X 4 (all quadrants)          RUQ          LUQ          RLQ          LLQ 
Abdomen:        Non-tender         Tender        Distended        Taut        Ascites        Obese 

Tubes:             NG             NJ             PEG             Jejunostomy 

          R nare          L nare          Clamped          Low intermittent suction 

Insertion site:         Secured          Skin intact          Redness          Warmth          Purulent 

Tube feeding: Type: __________ Bolus (Amount_____q___) Continuous (_____ml/hr) 

Placement confirmation:           Auscultation           X-ray           pH (0-4) 

 

          Colostomy          Ileostomy 

Stoma:          Pink           Deep red          Dusky          Retracted          Protruding          S/S of infection 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 
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Skin Assessment 

Skin color:          Normal for ethnicity          Pale          Jaundice          Cyanotic 

Skin is:        Warm/dry        Intact        Cool        Moist  

Braden Scale Score: _______        18 > low risk        17-15 risk        14-13 moderate risk        12 < high risk 

 

Abnormal Findings 

Location (indicate with #) Type Size (cm) Surroundin

g Tissue 
Drainage Dressing 

 

1 Abrasion 

2 Burn 

3 Bruise 

4 Laceration 

5 Puncture 

 

6 Pressure    

ulcer stage 

______ 

7 Stasis ulcer 

8 Incision 

9 _________ 

__X__ 

__X__ 

__X__ 

__X__ 

__X__ 

__X__ 

 

__X__ 

__X__ 

__X__ 

 

___# of 

staples/sutu

res 

     Redness 

     Tender 

     Pain 

     Warmth       

     

Excoriation 

 

Wound 

     Closed     

     

Dehiscence    

     Necrotic   

     

Granulation 

     Serous   

     Sanguineous       

     Serosan- 

     guineous    

     

     Purulent    

     Brown  

     Green 

     Odor 

     __________ 

     Wet-Dry 

     Dry 

     Sterile 

     Foam 

     Clear 

     _________ 

 

Drains 

     Wound vac 

     Hemo vac 

     JP 

     Penrose 

     T-tube 

     _________ 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Pain Assessment 

Location of pain: _________          Acute          Chronic          Constant          Intermittent 

Description:       Sharp       Stabbing       Burning       Throbbing       Radiating       Other: ________ 

Pain affects:       Sleep       Activity       Appetite       Concentration       Emotions       Other: ________ 

Pain rating (0-10): ________     Acceptable pain level: _________ 

Aggravates pain:  

Alleviates pain:     Rest      Repositioning      Medication      Heat      Cold      Distraction      Other: ________ 

Medication: __________________________________ Route: ____________ Last dose: ___________ 

Medication: __________________________________ Route: ____________ Last dose: ___________ 

Medication: __________________________________ Route: ____________ Last dose: ___________ 

PCA/PCEA:          Morphine          Dilaudid          Fentanyl          Other: __________ 

Continuous dose: ______/hr     Demand dose: ______every____min.     Max dose: ____/____hr 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 
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IV Assessment 

Type of line:          Peripheral          CVC          PICC          Implanted port          Tunneled CVC 

# of ports:          Single lumen          Double lumen          Triple lumen          Gauge_________ 

Site:  R/L         Hand         Forearm          AC         External jugular         Internal jugular         SC                         

                         Femoral         Other: ____________________ 

Insertion site:     C/D/I     Redness     Warmth     Pain     Phlebitis     Infiltration     Extravasation     Drainage 

Complications:     Unable to flush     Unable to aspirate     Pain when flushed     Leaking     Dressing changed 

IV fluids:       Saline/Heplock       NS       ½NS       ¼NS       D5NS       D5½NS       D5¼NS       D5W       LR 

+ ______ meq KCl          Other ____________          Rate: _______ ml/hr 

         TPN          PPN       Rate: ______ml/hr       Blood glucose: ________       Insulin: _____units 

Other lines:          Dialysis cather (tunneled/non-tunneled)          Arterial 

Site:          Internal jugular          SC          Femoral          Radial 

Insertion site:     C/D/I     Redness     Warmth     Pain     Phlebitis     Infiltration     Extravasation     Drainage 

Narrative: ______________________________________________________________________________ 

________________________________________________________________________________________ 
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                                                           Oral Care / Assessment 

 
To be completed daily: Student Name: _______________________  
 

Own teeth: Y / N Dentures: Y / N 

 1 2 3 Score 

Lips Smooth Dry Bleeding/Ulcerated  
Swallow Without Difficulty Painful Unable to Swallow  
Voice Normal Deep/Raspy Painful, difficult speech  
Saliva Watery Thick/Ropey None at all  
Tongue Pink/Moist Dry/Cracked Ulcerated/Bleeding  
Gums Pink/Firm Swollen/Red Bleeding Spontaneously  
Mucous Membranes Pink/Moist Red/Coated Ulcers/Bleeding  
Thrush No = 0 Yes = 2   

 
 

Score below 8:  Low Risk 
1. The patient should be encouraged to carry out normal tooth brushing at least twice a day (ie: morning & night). 
2. If wearing dentures, the patient should brush them and leave them out at night. 

 
 

Score of 8-10:  Medium Risk 
1. The patient’s teeth should be brushed after meals or at morning and night, even when patients are being fed 

using a percutaneous endoscopic gastrostomy tube. 

2. Dentures should be cleaned more than twice a day. 
3. If lips are dry, aqueous cream should be applied. 
4. Antifungal cream should be applied to cracked corners of the mouth (angular chelitis). 
5. If the mouth and tongue are dry, artificial saliva should be applied regularly. 
6. Debris around mucous membranes should be wiped away with chlorhexidine mouth wash-soaked sponges or 

gauze squares wrapped around a gloved finger. 
7. The tongue should be brushed gently with forward strokes – not too far back or the patient will gag. 

 
 

Score of 10 or more: High Risk (patients receiving chemotherapy or long-term oxygen therapy are often high risk) 
1. Normal mouth care, tooth brushing and denture care should be carried out. 

2. Carry out steps 1-7 as in the medium-risk group. 
3. If thrush is present (swab if unsure) an appropriate antifungal should be given. The tongue should be brushed 

gently. 
4. The patient may need analgesics for mouth pain. The use of difflam spray or mouthwash will numb the area. 

The use of lidocaine lollies may also help. 
5. If chlorhexidine mouthwash stings the patient, it should be diluted to 50:50 with water. 
6. If high degree of ulceration is present, gel can be used to coat the ulcerated areas. 

 
 

Date Score Comments Signature 
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INDIAN CAPITAL TECHNOLOGY 
CENTER PRACTICAL NURSING 
PATIENT LABORATORY DATA 

 

Student Name:                                                                          (Attach additional sheets for extended lab results) 

BASIC HEMATOLOGY Normal Values 
Pt’s Admission 

Results 

Previous Results 

Date:  

Current Results 

Date:  Relate Test  to Patient=s Condition/Disease/Disorder  

 
Red Blood Cells 

     

Hematocrit      

Hemoglobin      

White Blood Cells      

Platelets      

Blood Sugar      

Potassium      

Sodium      

BUN (Blood Urea Nitrogen)      

Creatinine      

BASIC URINALYSIS Normal Values 
Pt’s Admission 

Results 

Previous Results 

Date:  

Current Results 

Date:  Relate Test  to Patient Condition/Disease/Disorder 

pH      

Specific Gravity      

Protein, Blood, 

Glucose, or 

Ketones 

     

Other:      

CULTURE & 

SENSITIVITY- 

Specimen 

  Previous Results 

Date:  

Current Results 

Date:  

Relate Test  to Patient Condition/Disease/Disorder 

      

 MISCELLANEOUS LAB Normal Values Pt’s Admission 

Results 

Previous Results 

Date:  

Current Results 

Date: Relate Test  to Patient Condition/Disease/Disorder 
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING 

PATIENT DIAGNOSTIC TEST SUMMARY 
 

Student Name:    (Attach additional sheets for extended results) 
 

CHEST X-RAY 

Date: Date: Relate to patient condition/disease/disorder 

Results (Impression): Results (Impression):  

   

   

   

   

DIAGNOSTIC TEST: 

Date: Date: Relate to patient condition/disease/disorder 

Results (Impression): Results (Impression):  

   

   

   

   

DIAGNOSTIC TEST: 

Date: Date: Relate to patient condition/disease/disorder 

Results (Impression): Results (Impression):  
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING PROGRAM 

CLINICAL DOCUMENTATION:  PATIENT PROBLEM LIST 

 
1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING 

CARE PLAN 

 
Student Name: Date:   
Priority: #  of  (Rank the Nursing Diagnoses according to their order of importance.) 

 

Nursing Diagnosis 

(Problem/Potential 

Problem) 

Nursing Orders (Interventions/Actions) 
Independent/Interdependent/ 

Dependent 

Scientific Principle 

(Rationale) 

Evaluation 

Nursing Diagnosis:  

_____________________

_____________________

_____________________ 

 
 

r/t __________________ 

____________________ 

 

 

m/b ________________ 

____________________ 

 

Desired Outcome: 

____________________

____________________

____________________ 

 

(time frame:    

  ) 

   

(Continue Nursing Orders on next page) 
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Nursing Orders (Interventions/Actions) 
Independent/Interdependent/Dependent 

Scientific Principle (Rationale) Evaluation 
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INDIAN CAPITAL TECHNOLOGY 
CENTER PRACTICAL NURSING 

CAREPLAN  

(DEFINITIONS) 

 

Nursing Diagnosis 

(Problem/Potential Problem) 

Nursing Orders (Interventions/Actions) 
Independent/Interdependent/Dependent 

Scientific Principle 

(Rationale) 

Evaluation 

Nursing Diagnosis:  A clinical judgment about individual, Activities that should promote the achievement A general truth or Nurse’s determi- 
family or community responses to actual or potential health of the desired patient outcome. established rule of nation about the 

problems/life processes.  Potential problems are stated as at-  action based on extent to which the 

risk.  (Resource:  Official NANDA Nursing Diagnoses List) Independent - nurse action supporting scientific Desired Outcomes 

r/t Contributing/etiological/ related factors that may be Interdependent - nurse & other personnel actions evidence. have been achieved. 

involved in the development of this problem.  Risk factors (PT, dietary department, etc.) (Resources: (Relate back to 

(those circumstances that increase the susceptibility of a Dependent - (must have doctor order to perform anatomy/physiology Desired Outcome in 

patient to a problem) are the r/t in potential or at-risk nursing action.) textbooks, library nursing diagnosis 

diagnoses.  (Resources: nursing diagnosis handbooks and  reference material, statement.)  This is 

student textbooks.) Aimed at reducing or eliminating the causative fundamental skills an actual response(s) 

m/b Cues (signs/symptoms/data) that tell how the diagnosis is factor.  May include activities that the nurse textbook, etc.) to the nursing 

manifested.  These cues are identified primarily from the selects to resolve a nursing diagnosis, to monitor  interventions. 

assessment of the patient. Cues can also be from secondary the development of an at risk problem or to carry   
sources (family members, significant others, medical records, out physician orders. Must include an action  The nurse makes a 

diagnostic procedures, and nursing literature.)  If dealing with verb. Action verbs tell what the care giver should  judgment/decision on 

an Aat risk@ diagnosis, there is no m/b. 

Desired Outcome: Also called patient goal, patient-centered 

goal, objective, behavioral objective or patient outcome. A 

description of the specific, measurable behavior that the 

patient will be able to exhibit following the interventions in a 

do. (Example of verbs: offer, encourage, 

demonstrate, turn, teach, and monitor.) 

 

(Resources: textbooks and care planning 

manuals, 

 whether outcome 

was: 

--- Achieved. 

--- Not achieved 

--- Partially achieve 

given time frame.  Note this is a statement of what the patient    
will be able to exhibit NOT what interventions the nurse will 

do. (Examples of measurable verbs: define, describe, list, 

verbalize and demonstrate.)This statement indicates a 

reversal of the problem identified as your nursing diagnosis. 

 

**Note: It is not necessary to utilize all three 

types of nursing orders (independent, 

interdependent and dependent.) Your nursing 

orders are to be developed in any combination 

  

 that will suit the needs of your patient.   
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING 

CARE PLAN 
(EXAMPLE) 

Student Name:   

Priority: #3 of 6 (Problems) 

Date:   

 

Nursing Diagnosis Nursing Orders (Interventions) Scientific Principle Evaluation 

Nursing Diagnosis: Independent 

1. Assess for presence of bowel sounds 

q 6 hours. 

 

 

 

 

 
2. Provide increased activity as 

tolerated - turn q 2 hours, ROM 

exercises with bath in AM, x1 in mid- 

afternoon & @ HS. 

 

Interdependent 

1. Perform dietary preference list & 

offer foods high in roughage. Offer 6 

oz. of fluids (per pt. preference) q 2 

hours while awake and as tolerated. 

 

 

 

 

Dependent 

1. Administer stool softener as ordered 

by physician. 

  

Alteration in bowel elimination, constipation r/t 1. To evaluate bowel 1.  BS adequate. Will 

immobility resulting from injury to left hip m/b no function. Peristalsis continue to monitor. Small 

BM for past 3 days (2/7 thru 10), abdomen produces BS approximately amount dark brown, hard 

moderately distended, patient states feels 4-6 times each minute. stool passed 2/11. 

Abloated,@ history reflects low intake of bulk-type 

foods in diet and oral fluids intake has decreased 
to approximately 500ml/day for past 3 days. 

Immobility reduces the 

contractility of smooth 

muscles. 

 

 2.  Exercises promotes 2.  Patient tolerating well. 

Desired Outcome: 

Patient will have a moderate amount of soft- 

formed stool by end of 3rd  hospital day (date: 

gastrointestinal peristalsis 

by stimulating smooth 

muscles. 

Will continue exercises. 

2/14).   

 1.  Roughage & fluids 1.  Patient refuses to discuss 

 provide bulk & stimulate dietary needs even after pt. 

 elimination. teaching regarding bowel 

  patterns and dietary intake 

  connection explained. 

  Taking fluids well. Will 

  continue teaching & 

  encouraging fluids 

  

1.  Helps restore fluid in 

 

1.  Tolerating Rx. Will 

 stools & reduces the surface continue administration per 

 tension of stools which physician order. 

 provides for easier  
 evacuation.  
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CLINICAL  CONCEPT MAPPING 
 

What is Concept Mapping? 

 An innovative approach to planning and organizing nursing care 

 A diagram of patient problems and interventions 
 

Benefits of Concept Mapping: 

 Development of critical thinking skills and clinical reasoning 

 Provides a system to organize patient data, establish priorities, recall previous knowledge, identify what 
you don’t understand, and enable you to take a holistic view of the patient’s situation 

 

Process: 
Step 1: 

 Develop a basic skeleton diagram of the reasons the patient needs care 

 Write the patient’s reason for seeking treatment in the center (ie: the Medical Diagnosis) 

 Around the central problem, arrange general problems (Nursing Diagnosis) 

Step 2: 

 Analyze and categorize data gathered from the patient’s medical record and your assessment 

 Include objective and subjective assessment data, medications, relevant medical history, etc., 
that support each Nursing Diagnosis 

Step 3: 

 Analyze relationships among Nursing Diagnosis 

 Draw lines between diagnoses to indicate relationships 
Step 4: 

 Identify Expected Patient Outcomes (goals) related to each Nursing Diagnosis 

 Attach a time frame to the Expected Patient Outcome 

 List the Nursing Interventions that will help your patient to achieve the expected outcome 

 
Other Instructions: 
Medications – list pertinent medications the patient is currently taking, including drug name, dose, route 
frequency, action (only the action that is relevant to your patient), nursing implications, and evaluation of 
response to each medication. 

 

Pathophysiology – include a brief description of the patho for each medical diagnosis contributing to this 
patient problem 

 

Medical History – include pertinent facts only 
 
Physical Assessment – include pertinent facts only 

 
Nursing Interventions – list interventions specific to this patient problem 

 
Coping / Family – include an assessment of the patient’s coping mechanisms, and any family/significant 
others 

 

Educational Needs – identify pertinent educational needs related to this patient problem 
 
Lab Data – include only lab data that is relevant to this patient problem 

 
Note: This information is to be very concise. You should ONLY include information related to the patient’s problem(s). 
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CLINICAL  CONCEPT MAPPING 
 
 

Clinical Course:   Clinical Site:   
 

(1). Identify need for health care and related Nursing Diagnoses 
 

 
 
 
 
 

 
Student     Date 

 
 
 
 

(Concept Map – page 1) 

(7) 

(2) 
(1) (3) 

(4) (5) 

(6) (8) 

MEDICAL 
DIAGNOSIS: 
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CLINICAL  CONCEPT MAPPING 
 
 

(2). Provide data that supports your Nursing Diagnoses such as medications, pathophysiology, medical 
history, physical assessment, laboratory data, coping/family, and educational needs. 

 

 
 
 
 
 
 
 
 

Student     Date 
 

(Concept Map – page 2) 

(7) 

(2) 
(1) (3) 

(4) (5) 

(6) (8) 

MEDICAL 
DIAGNOSIS: 
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CLINICAL  CONCEPT MAPPING 
 
 
 

(3). Analyze the relationship between the Nursing Diagnoses on page 1. Draw lines 
between diagnoses to indicate a relationship. 

 
(4). Identify expected patient outcomes and Nursing Interventions. 

 
 

Nursing Diagnosis # 1:    
 

Expected Patient Outcome:    
 

 

As Evidenced By:    
 
 

Nursing Interventions: Evaluation (Patient Response): 

 
 
 
 
 
 
 
 
 
 
 
 

Student     Date 
 

(Concept Map – page 3) 
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Nursing Diagnosis # 2:    
 

Expected Patient Outcome:    
 

 

As Evidenced By:    
 
 

Nursing Interventions: Evaluation (Patient Response): 

 

Nursing Diagnosis # 3:    
 

Expected Patient Outcome:    
 

 

As Evidenced By:    
 
 

Nursing Interventions: Evaluation (Patient Response): 

 

Nursing Diagnosis #  :    

Expected Patient Outcome:    
 
 

As Evidenced By:    
 

 

___________________________________________      _________________________ 
Student     Date    (Concept Map – page 4) 
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Nursing Interventions: Evaluation (Patient Response): 

 
 

 

Nursing Diagnosis #  :   
Expected Patient Outcome:    

 
 

As Evidenced By:    
 
 

Nursing Interventions: Evaluation (Patient Response): 

  
 
___________________________________________      _________________________ 
Student       Date 

(Concept Map – page 5)
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INDIAN CAPITAL TECHNOLOGY CENTER 
PRACTICAL NURSING 

CLINICAL MEDICATION SHEET 
 
Student:  Date:   

 

Generic Name:    

Trade Name:    

Classification:    

Therapeutic Effect:    

Contraindications:    

Side Effects:    

Route and 
Dosage 
Ordered: 

   

Normal 
Dosage 
Range: 

   

Patient Teaching:    

Indications to 
hold Med 
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