FORM NO. 1

UNITED REPUBLIC OF TANZANIA NURSING CARE PLAN
MINISTRY OF HEALTH, COMMUNITY DEVELOPMENT, Hospital Reg. Number
GENDER, ELDERLY AND CHILPPF™ p =8 N LU T3 Y o =T TSRS
N SUTNIAIMIB . ettt ettt sttt et et e sae st tea e sae e bt e e sae et e tesaeesbeaeeaas £esses e aueeeabe e eatees e eheeue e e eneennte saeenreeneesneee
FIrst Name ..ot Middle NAME ..ot e e
ABC.oeeceeeeee e Sex M/F Ward/Unit.....ccoooeeeeeveiiiienne Phone No.....coccovveveveeviis
Date of Admission (Date.................... Month.................. Year.....eecenen. ) MediCal DIagNOSIS......ccceeeereeerurreeseecerssesseeesnnsseseessssssessesssssseesssssssssessesssssssesssssssssessassassseeses
Patient’s problems; i. 0bjJective data.......ccccccivveerreeineinnseeinninnrenreeeresererensesanessnsesasesnnsesasssnesssesssnssssenens ii.SUBJECtiVe data ....ccceeeirieerecer e ernnre e ernnee e en e cneenneneees
Date Time | Nursing Diagnosis Expected outcome Implementation/Interventions Evaluation Provider’s Name

Nursing Services Form Version 1




Date

Time

Nursing Diagnosis

Expected outcome

Implementation/Interventions

Evaluation

Providers Name

Nursing Services Form Version 1




