
Date:    Time:   Type of Assessment:  o Standard o Post Operative o Transfer
Check boxes that apply. Circle items that apply. Add comments prn.  o Admission

NEUROLOGIC: oAwake/Alert   oActive   oQuiet    oResponds to Stimuli    oNon-responsive   oSedated    oParalyzed       Corrected GA______
Head: oNormocephalic/Symmetrical     oMolding    oCaput succedaneum     oCephalohematoma
Sutures: oNormal/approximated oOverriding            oSplit/separated
Fontanels: Anterior:    oOpen   oClosed   oSoft   oFlat   oTense    oBulging    oSunken
  Posterior:   oOpen   oClosed   oSoft   oFlat   oTense    oBulging    oSunken
Tone: oNormal oHypotonic oHypertonic  oJittery/Tremors  oFlaccid oRigid
Refl exes: oMoro    oBabinski   oPalmar   oRooting   oGag    oRefl ex exam deferred
Suck: oStrong oWeak oAbsent   Suck/Swallow: oCoordinated  oUncoordinated/Disorganized
Cry: oStrong oWeak oHigh Pitched oNo cry response elicited

 Admission exam (perform assessment only on admission)
 Mouth: oSymmetrical/Normal appearance oPalate intact oEpstein’s pearls oNeonatal teeth
 Ears: oSymmetrical/Normal set  oAsymmetrical oAbnormal set
  oPre-auricular sinus  oPre-auricular skin tags
 Eyes: oSymmetrical/Normal appearance oScleral hemorrhage oDischarge oEyes Fused
 Nares: oNares patent bilaterally  oNormal appearance
 Neck: oFull ROM    oLimited ROM    oClavicles intact/normal contour    oCrepitus             oWebbing     oNeck folds (posterior)

Comments:    
 

PAIN ASSESSMENT:  Pain Scale Used:  oN-Pass
Baseline correction for Gestational Age: o+3 (<28 weeks) o+2 (28 - 31 weeks) o+1 (32 - 35 weeks)
Is the patient currently having pain? oYes oNo  Pain rating:   Pain goal: 
Comments: 
 
RESPIRATORY:  
Spontaneous respirations:   oRegular     oPeriodic pattern     oChest symmetrical     oLabored     oGrunting     oNasal Flaring      oNone     
 oRetractions:    oSub-Sternal      oIntercostal  oSub-costal      oSupra-sternal                oMild     oModerate     oSevere 
Breath sounds:  Right: oClear       oRales       oRhonchi         oWheezes       Left:  oClear    oRales    oRhonchi   oWheezes
Oxygen:                          oOxyhood    oNasal Cannula     oVapotherm     oTrach collar
Ventilation support:      oCPAP         oVentilator  oOscillator       oNitric Oxide      oECMO      oETT: size_____  oTrach: size _________
Sputum / suction:          oNone      oSmall      oModerate      oLarge        Describe:______________________________________________________
Chest tubes:      Right:  oSuction _____cm H2O      oWater seal   oBubbling   oFluctuating    oDrainage:____________________________________
                            Left:    oSuction _____cm H2O      oWater seal   oBubbling    oFluctuating    oDrainage:____________________________________
Comments:

CARDIOVASCULAR: 
Heart tones:               oRegular rhythm / rate     oIrregular rhythm    oMurmur      oClick         Capillary refi ll:  _____sec. 
Peripheral pulses:     oPresent / equal x 4        oWeak       oEasily palpable       oBounding   oUnequal ______________________________
Edema:      oNone   oMild      oModerate       oSevere/Pitting        Location_____________________________________________
Vascular Access:     oNone     oPIV    oUVC    oPICC     oTunneled CVL     oUAC      oPAL         oECMO cannulae
Comments: 

GASTROINTESTINAL:       
Abdomen:  oSoft  oNon-distended      oScaphoid       oDistended       oVisible bowel loops     oPalpable loops     oErythematous      oDusky   
Bowel sounds:     oPresent all quadrants      oHypoactive     oHyperactive     oAbsent           Last BM: ____________________
Gastric access:    oNG     oOG      oReplogle        Size: ____Fr       Placement: _____cm          Date changed________________
                               oClamped   oVent / Gravity        oSuction            
Gastric Drainage:   oNone     oClear     oYellow      oGreen      oBrown     oBlood        oOther ___________________________
Ostomy:   oJejunostomy      oIleostomy     oColostomy    oMucous Fistula      oAppliance Intact     Color:    oPink     oMaroon       o Dusky   
Nutrition:               oNPO    oPO diet      oTube feeding; intermittent      oTube feeding; continuous        oTPN

 Admission exam (perform assessment only on admission)
  oAnus patent         oPalpable masses; describe:_______________________________________________________________________________________ 

Comments:

GENITOURINARY:
Urine output: oYellow     oAmber      oBloody     oClear    oCloudy             oIndwelling catheter; size: ___________Fr

 Admission exam (perform assessment only on admission)
  Male:       oNormal genitalia     oHypospadias oEpispadias    oTesticles descended:  oRight   oLeft
  Female:   oNormal genitalia     oVaginal tag         oVaginal discharge

Comments:

NEONATAL ICU SYSTEMS ASSESSMENT
RN assessments occur every 12 hours or more frequently as determined by patient acuity.
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MUSCULOSKELETAL / MOBILITY:     
R.O.M.:       oFull x 4     oLimited; describe:_____________________________________  oSplints/ Casts/ Location_____________________________________               
   oSpontaneous / symmetrical movement of all extremities   

 Admission exam (perform assessment only on admission)
 Spine:           oStraight / Intact        oPilonidal dimple / sinus   oHair tuft
 Extremities:   oNormal appearance    o5 digits on hands / feet    oSymmetrical gluteal folds   oExtra digits   oWebbed digits   oSimian crease            
Comments:

INTEGUMENTARY:      
Color:            oPink      oPale      oJaundiced        oReddened      oAcrocyanosis       oMottled
Condition:     oPetechiae       oBruising      oRash   oAbrasions / lacerations      oBirth marks     oMongolian spot
                       oPhototherapy:   ox1    ox2    oBili blanket         oEye, genitalia protection                         

Neonatal / Infant Braden Q Scale:  oAdmission    oMonday    oWednesday    oFriday  (Circle number adjacent to descriptor; add for total score)

 GESTATIONAL AGE 1   <28 WKS 2   >28 - ≤33 WKS 3   >33 - ≤38 WKS 4   >38 WKS
 MOBILITY 1   Completely immobile 2   Very limited 3   Slightly limited 4   No limitation
 ACTIVITY 1   Bedfast 2   Very limited 3   Slightly limited 4   No limitation
 SENSORY PERCEPTION 1   Completely limited 2   Very limited 3   Slightly limited 4   No impairment
 MOISTURE 1   Constantly moist 2   Very moist 3   Occasionaly moist 4   Rarely moist
 FRICTION/SHEAR 1   Signifi cant problem 2   Problem 3   Potential problem 4   No apparent problem
 NUTRITION 1   Very poor 2   Inadequate 3   Adequate 4   Excellent
 TISSUE PERFUSION 1   Extremely compromised 2   Compromised 3   Adequate 4   Excellent
 AND OXYGENATION

SCORE: _______________  If <20 At risk for skin breakdown

Diaper Dermatitis risk*:   *(Identifi cation of one or more risk factors +enteral feeding = dermatitis risk.)   
 oFrequent stool      oBowel surgery      oShort Gut        oHyper-caloric feedings       oPGEs        oOn Antibiotics    oProlonged NPO status   

Interventions:  oSkin cleansing / protection     oGel pillow   oSheepskin    oScheduled turning       oTegaderm        oReduce friction/shear
    oAlternate CPAP prongs / mask      oSkin emollient      oPressure relief_____________________ oIncubator humidifi cation _____________%
     oPetroleum jelly ointment     oDesitin oint.   oCriticaid oint.      oOther: ______________________________________________________________________
Comments:   

Use the diagram below to indicate the presence of invasive lines / wounds / drains / dressings / rashes / medication patches, etc.
Indicate location by placing a number on the diagram and then list items by number.

 

  
 

SAFETY:   
 oCardio-respiratory audible alarms at 70% volume              oOximeter alarm settings: Low_________   High_________       
  oBag / mask/ suction@ bedside:   FiO2_____       oIV fl uids / rate verifi ed       oHigh risk medication infusion dose/rate verifi ed
  oBed appropriate for developmental level     
  oRadiant warmer       oIncubator; NTE______        oBassinette        oNICU Crib      oPedi Crib
 oI.D.  Band x 2       I.D. band location: 1________________  2________________         MR #___________________
  oName / MR# verifi ed on 2 sources  (PTP & ID band)

PSYCHOSOCIAL:
Parents / family express or demonstrate coping:   oYes     oNo           
Family active in care:   oYes     oNo          Detail: _________________________________________________________________________
Support needs identifi ed:    oEmotional support       oInterpreter        oSocial worker       oChaplain      oLactation consultant
Comments:

RN completing systems assessment signature:  Date / Time:  

Right  ANTERIOR  Left Left  POSTERIOR  Right

 #1. 

 #2. 

 #3. 

 #4. 

 #5. 

 #6. 

 #7. 

 #8. 

  #9. 

#10. 

 Central venous line dressing:   oIntact/Occlusive      Last change date: _____________ (M, W, F dressing changes)
 PICC dressing:  oIntact/Occlusive      (pm changes only) 
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