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Infection Identification: Client/Patient Report

Patient/Client Name: __________________  Report Date: ___________________
· Frequency 
· Dysuria/Flank Pain 
· Fever/Chills
· Wound Pain 
· Foul Odor Urine/Wound
SIGNS AND SYMPTOMS OBSERVED RELATED TO PRESENCE OF AN INFECTION (CHECK BOX)
· Blood in Urine			
· Cloudy Urine			
· Erythema			
· Dyspnea			
· Diarrhea
Other: __________________________________________________________________________________________
Explanation/Description: ___________________________________________________________________________

· Burning
· Purulent Drainage 
· Change in Sputum Color
· Cough 
· Increased Wound Drainage





SITE OF SUSPECTED/ACTUAL INFECTION (CHECK BOX)
· Urinary
· IV Site
· Suprapubic
· Indwelling Catheter
· Wound location _______
Other: __________________________________________________________________________________________
Immune Compromised  		PEG Tube		Tracheostomy


· Oral 
· Surgical Site
· Gastrointestinal 
· Respiratory 
· Blood





HAS THE PHYSICAN BEEN NOTIFIED OF ABOVE OBSERVATIONS?		YES 		NO
If yes, name of physician: _______________________________________	Phone: ________________________

RESULTS/FINDINGS:


FOLLOWUP REQUIRED/ADDITIONAL COMMENTS:






	





Reported by: ______________________
Date: ___________________________
image1.png
ARIGHT ACCORD

Private Duty-Home Health Care




