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History form a crucial triad in the comprehensive assessment and documentation process within

healthcare settings. These components serve to create a detailed picture of a patient's current health

status, past medical background, and ongoing care needs. Accurate and thorough documentation

facilitates effective communication among healthcare providers, enhances patient safety, and guides

clinical decision-making. This article explores each element—Admission Sheet 2, Narrative Nurse's

Notes, and Medical History—in detail, emphasizing their significance, structure, and best practices for

healthcare professionals.

Understanding Admission Sheet 2

What is the Admission Sheet 2?

The Admission Sheet 2 is a standardized form used during patient intake to gather essential

information about a new or returning patient. It typically complements the initial admission

documentation, focusing on specific clinical details that assist in immediate care planning. The form

often includes sections for vital signs, presenting complaints, allergies, and preliminary assessments.

Components of Admission Sheet 2

- Patient Identification: Name, age, gender, medical record number, contact details.

- Chief Complaint: The primary reason the patient has sought medical attention.



- Vital Signs: Blood pressure, pulse rate, temperature, respiratory rate, oxygen saturation.

- Medical History Summary: Brief overview of chronic conditions, previous surgeries, or ongoing

treatments.

- Current Medications: List of medications the patient is currently taking.

- Allergies: Known drug, food, or environmental allergies.

- Initial Assessment Notes: Observations made by the nurse or clinician upon admission, including

physical appearance, level of consciousness, and immediate concerns.

Importance of Accurate Filling

Precision during the completion of Admission Sheet 2 ensures that subsequent healthcare providers

are equipped with reliable baseline data. Errors or omissions can lead to misdiagnosis, medication

errors, or inappropriate treatment plans.

Narrative Nurse's Notes: An In-Depth Look

What Are Narrative Nurse's Notes?

Narrative Nurse's Notes are detailed, chronological records written by nurses to document a patient's

condition, interventions, responses, and any changes observed during their hospital stay. Unlike

checklists or structured forms, these notes provide a rich narrative that captures the nuances of patient

care.

Purpose and Significance

- Communication: Facilitate seamless information transfer among care team members.

- Legal Documentation: Serve as legal evidence of care provided and observations made.

- Clinical Monitoring: Track patient progress, response to treatments, and emerging issues.

- Quality Improvement: Identify patterns or areas needing improvement in care delivery.



Key Elements of Narrative Nurse's Notes

- Patient Presentation: Description of patient's appearance, mood, or behavior.

- Vital Signs and Observations: Recorded with context and any deviations from normal.

- Interventions Performed: Medications administered, procedures carried out, or patient education

provided.

- Patient Response: Reactions, complaints, or improvements noted post-intervention.

- Changes in Condition: New symptoms, worsening or improvement in existing symptoms.

- Communication with Other Providers: Consultations, referrals, or alerts made.

Best Practices for Writing Effective Narrative Notes

- Use clear, concise language avoiding ambiguous terms.

- Record facts objectively without personal opinions.

- Include date and time for each entry.

- Be specific about interventions and outcomes.

- Avoid abbreviations that might cause confusion.

- Maintain confidentiality and adhere to documentation standards.

Medical History: The Foundation of Patient Care

What Is Medical History?

Medical history encompasses a patient's comprehensive record of past illnesses, surgeries, allergies,

medications, family health history, and lifestyle factors. It provides context for current health issues and

influences diagnostics and treatment choices.



Types of Medical History

- Personal Medical History: Past and ongoing health conditions, hospitalizations, surgeries.

- Family Medical History: Hereditary diseases, genetic predispositions.

- Social History: Lifestyle habits such as smoking, alcohol consumption, drug use, occupational

exposures.

- Medication History: Past and current medications, including over-the-counter drugs and supplements.

- Allergy History: Reactions to medications, foods, or environmental factors.

Collecting Medical History: Techniques and Tips

- Use open-ended questions to encourage detailed responses.

- Confirm information with relevant medical records when available.

- Be sensitive to cultural and language differences.

- Document accurately, noting dates, durations, and severity.

- Update regularly to reflect changes or new information.

Significance in Clinical Practice

A well-documented medical history:

- Guides diagnostic testing and differential diagnoses.

- Helps anticipate potential complications.

- Aids in medication reconciliation to prevent adverse drug interactions.

- Enhances patient engagement by involving them in their care.

Integrating These Elements for Optimal Patient Care



Holistic Approach to Patient Documentation

Combining Admission Sheet 2, Narrative Nurse's Notes, and Medical History creates a comprehensive

view of the patient. Each component complements the others:

- Admission Sheet 2 provides immediate clinical data.

- Medical History offers background context.

- Narrative Nurse's Notes detail ongoing observations and interventions.

Best Practices for Healthcare Professionals

- Ensure consistency across documents to prevent discrepancies.

- Update records promptly after each patient interaction.

- Use standardized terminology and abbreviations approved by your institution.

- Maintain confidentiality and adhere to legal documentation standards.

- Train staff regularly on documentation protocols and importance.

Challenges and Solutions

- Incomplete Data: Use patient interviews and record reviews to fill

gaps.

- Legibility and Clarity: Encourage legible handwriting or electronic

documentation.

- Time Constraints: Streamline documentation processes with

templates and checklists.

- Training Needs: Regular education on documentation importance and

techniques.



Conclusion

Thorough and accurate documentation through Admission Sheet 2,

Narrative Nurse's Notes, and Medical History is fundamental to

delivering high-quality healthcare. These elements provide a layered

understanding of the patient, from immediate clinical status to

historical health patterns. By mastering the collection, recording, and

integration of these components, healthcare professionals can

enhance patient safety, improve clinical outcomes, and foster effective

team communication. Continuous emphasis on meticulous

documentation practices is essential in adapting to evolving

healthcare environments and ensuring optimal patient care.

Frequently Asked Questions

What information is typically included in the Narrative Nurse's Notes

section?

The Narrative Nurse's Notes section includes detailed descriptions of

patient observations, care provided, responses to treatment, and any



notable changes in the patient's condition during their stay.

How does the Medical History section impact patient care planning?

The Medical History provides essential background on past illnesses,

surgeries, allergies, and medications, enabling healthcare providers to

tailor treatments and anticipate potential complications.

What are best practices for documenting in the Narrative Nurse's

Notes?

Best practices include being clear, concise, objective, recording the

time and date of observations, and avoiding subjective opinions to

ensure accurate and useful documentation.

How can accurate Medical History improve patient outcomes?

Accurate Medical History allows for better diagnosis, appropriate

treatment choices, and avoidance of adverse drug interactions or



allergic reactions, thereby improving overall patient outcomes.

What is the significance of thorough Narrative Nurse's Notes during

patient handovers?

Thorough notes ensure continuity of care by providing incoming

healthcare providers with comprehensive and accurate information

about the patient's current status and recent changes.

How often should Medical History be updated in the patient records?

Medical History should be reviewed and updated whenever new health

information arises, such as new diagnoses, surgeries, or allergies, and

during each admission or transfer.

What are common challenges faced when documenting Nurse's Notes

and Medical History?

Challenges include maintaining accuracy under time constraints,



avoiding subjective bias, ensuring completeness, and keeping

documentation up-to-date amidst busy clinical environments.

How does the Narrative Nurse's Notes contribute to legal

documentation?

These notes serve as a legal record of patient care, providing evidence

of assessments, interventions, and outcomes in case of medico-legal

reviews or disputes.

What technological tools can assist in maintaining accurate Medical

History and Nurse's Notes?

Electronic Health Records (EHR) systems, clinical documentation

software, and digital templates help streamline documentation,

improve accuracy, and ensure easy access to patient information.



Additional Resources

Admission Sheet 2. Narrative Nurse's Notes: Narrative Nurse's Notes

3. Medical History

Understanding a patient’s comprehensive medical history through

detailed narrative nurse's notes is crucial for delivering effective,

personalized healthcare. These notes serve as a vital communication

tool among healthcare professionals, offering insights into a patient’s

past health conditions, treatments, responses, and ongoing concerns.

Properly documenting and interpreting these narrative notes ensures

continuity of care, facilitates accurate diagnosis, and guides

appropriate interventions. In this guide, we will explore the significance

of narrative nurse's notes, their structure, best practices for

documentation, and how to utilize medical history effectively within

these notes.

---

The Importance of Narrative Nurse's Notes in Patient Care



Narrative nurse's notes are detailed, written accounts of patient

interactions, observations, and interventions during a healthcare

encounter. Unlike checkboxes or brief summaries, narrative notes

provide context, nuances, and a holistic view of the patient's condition

and history. They are essential for:

- Continuity of Care: Ensuring future caregivers understand the

patient's background and current status.

- Legal Documentation: Serving as legal evidence of care provided.

- Communication: Facilitating clear, comprehensive communication

among multidisciplinary teams.

- Quality Improvement: Allowing review and analysis of care processes

and outcomes.

The inclusion of Medical History within narrative nurse's notes

enriches this information, enabling nurses to connect past health

issues with present symptoms and treatment responses.

---



Structure of Narrative Nurse's Notes

Effective narrative notes follow a logical and consistent structure,

typically including:

1. Patient Identification and Date/Time

- Name, age, gender, medical record number

- Date and time of documentation

2. Chief Complaint or Reason for Admission

- Brief description of presenting issues or reasons for hospital stay

3. Past Medical History (Medical History)

- Chronic illnesses

- Previous surgeries or hospitalizations

- Allergies

- Medications

- Family medical history

4. Current Observation and Assessment



- Vital signs

- Physical examination findings

- Mental status

5. Interventions and Responses

- Nursing actions taken

- Patient responses

- Effectiveness of interventions

6. Patient Education and Instructions

- Discharge planning

- Medication instructions

- Lifestyle advice

7. Additional Notes

- Any other relevant observations or concerns

---

Deep Dive: Medical History in Narrative Nurse's Notes



Medical history is a cornerstone component of nurse's notes, providing

context that informs ongoing care. Incorporating detailed medical

history within narrative notes allows nurses to:

- Recognize patterns or triggers related to chronic conditions

- Anticipate potential complications

- Tailor interventions to individual needs

- Communicate critical background information effectively

Key Elements of Medical History to Document

- Chronic Conditions: Diabetes, hypertension, asthma, heart disease,

etc.

- Past Surgeries and Hospitalizations: Dates, types, outcomes

- Allergies: Drug, food, environmental, with reactions

- Current Medications: Names, dosages, adherence issues

- Family History: Genetic or hereditary conditions

- Social History: Smoking, alcohol use, living situation

- Psychosocial Factors: Mental health, support systems



How to Document Medical History Effectively

- Use clear, concise language

- Incorporate relevant dates and specifics

- Link past medical history to current observations when appropriate

- Note any recent changes or concerns expressed by the patient

- Maintain a chronological flow for clarity

---

Best Practices for Writing Narrative Nurse's Notes

To maximize the usefulness of narrative notes and medical history,

consider these best practices:

1. Be Accurate and Objective

- Record facts without personal opinions

- Use direct quotes when necessary

2. Be Detailed Yet Concise



- Include sufficient information for understanding the patient's status

- Avoid unnecessary verbosity

3. Use Clear and Professional Language

- Avoid abbreviations that may be misunderstood

- Write in a professional tone

4. Maintain Confidentiality

- Protect patient privacy at all times

5. Regularly Update Notes

- Document changes promptly

- Reflect ongoing assessments and responses

6. Use Standardized Terminology

- Employ recognized medical terms and coding when possible

---

Practical Examples of Narrative Nurse's Notes Incorporating Medical



History

Example 1: Chronic Condition with Current Exacerbation

“Patient, a 65-year-old male with a history of COPD and hypertension,

was admitted yesterday following increased shortness of breath and

persistent cough. Past medical history includes previous

hospitalizations for respiratory infections and a smoking history of 40

pack-years. On assessment, patient exhibits bilateral wheezing and

oxygen saturation at 88% on room air. Noted recent non-compliance

with antihypertensive medications. Nursing interventions included

oxygen therapy and medication education. The patient reports

improved breathing after nebulization treatment.”

Example 2: Post-Surgical Follow-up with Medical History

“Post-operative day 3 for a 45-year-old female with a history of

appendectomy five years ago and allergy to penicillin. She reports mild

incision site discomfort and no signs of infection. Past medical history

reveals no chronic illnesses. Current medications include analgesics as



prescribed. Patient's vital signs stable; incision site clean and dry.

Nursing notes emphasize the importance of wound care and adherence

to medication schedule.”

---

Utilizing Medical History to Enhance Patient Outcomes

Thoroughly documented medical history within nurse's notes is more

than just record-keeping; it’s a strategic tool to improve patient

outcomes. Here’s how:

- Early Identification of Risks: Recognizing pre-existing conditions that

may complicate current treatment

- Personalized Care Plans: Tailoring interventions based on individual

medical backgrounds

- Patient Safety: Avoiding adverse drug reactions or contraindications

- Effective Communication: Providing comprehensive handovers to

ensure seamless care transitions



---

Conclusion: The Art and Science of Narrative Nurse's Notes

Mastering the craft of writing detailed and accurate Narrative Nurse's

Notes, especially those incorporating Medical History, is essential for

high-quality healthcare. These notes serve as a narrative tapestry that

captures the patient's journey, health background, and ongoing needs.

By systematically documenting medical history within narrative notes,

nurses empower themselves and their colleagues to make informed

decisions, deliver safe care, and foster positive patient outcomes.

Remember, clarity, accuracy, and professionalism are the cornerstones

of effective nurse documentation. Emphasizing these principles ensures

that patient stories are preserved with integrity, ultimately contributing

to better health and well-being for those under care.
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