CLINICAL HEAD-TO-TOE ASSESSMENT

VITAL SIGNS & BASIC DATA
	Temperature
	

	Heart rate
	

	Respiratory rate
	

	Blood pressure
	

	SpO₂
	

	Pain/Location
	

	Height
	

	Weight
	

	Blood glucose, if applicable
	



	Identify any abnormal findings and explain their clinical significance.

	




NARRATIVE HEAD-TO-TOE ASSESSMENT
Instructions: Document objective assessment findings using appropriate nursing terminology. Include pertinent normal and abnormal findings. Do not simply write "WNL" when a more descriptive assessment is appropriate.

	General
Appearance, level of distress, hygiene, nutrition, posture, affect, LOC, orientation, overall condition

	



	Head / Neck
Head symmetry, scalp, facial features, neck ROM, trachea, thyroid if appropriate, neck swelling/masses

	



	Ears / Nose / Throat
Hearing, external ears, drainage, nasal passages, congestion, oral mucosa, dentition, throat, swallowing

	



	Eyes / Vision
Pupils, PERRLA, vision, conjunctiva, sclera, drainage, glasses/contacts

	



	Integumentary
Color, temperature, turgor, integrity, nails

	





	Integumentary
Color, temperature, turgor, integrity, nails

	



	Respiratory
Respiratory effort, rate/rhythm, depth, lung sounds, oxygen use, cough, sputum, dyspnea

	



	Cardiovascular
Heart rate/rhythm, peripheral pulses, edema, capillary refill, chest pain, perfusion

	



	Peripheral Vascular
Pulses, temperature, color, sensation, edema, capillary refill, extremity appearance

	



	Lymphatic
Palpable lymph nodes (where), swelling, tenderness, relevant findings

	



	Breasts
Perform/document only when clinically indicated, within institutional policy, and with appropriate privacy/chaperone procedures.

	



	Abdomen
Contour, tenderness, bowel sounds, palpation findings as appropriate, nausea/vomiting, bowel function, appetite

	



	Musculoskeletal
ROM, strength, gait, mobility, assistive devices, weakness, contractures, pain

	



	Neurologic
LOC, orientation, speech, cognition, sensation, motor function, pupils, strength, neurological changes

	



	Pelvic / Genitalia
Assess and document only when clinically indicated and within student/scope/facility requirements. Maintain privacy and appropriate chaperone procedures.

	



	Other
Skin, wounds, drains, lines, tubes, devices, psychosocial findings, or other pertinent findings

	



	ASSESSMENT SUMMARY
Priority Assessment Finding
1. 



	What finding is the greatest priority? Why?

	



	What changes should be reported to the RN/provider?

	



	PLAN
Based on your assessment, identify the patient's priority nursing needs.

	Priority Problem / Need #1


	Goal / Expected Outcome


	Planned Nursing Actions




