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Unidad Coordinación Asistencial Interniveles 

Historia Clínica EGCh 

Datos personales
Nombre: _________________________ 2 Apellidos_________________________________________

DNI: ______________________ F.Ncto: _____________ Tel. ______________ Tel. ______________

Movil________________________ 

Domicilio:  ___________________________________________________________________________

Cod. Postal: __________________ Población:______________________________________________ 

Familiar o persona de contacto

Nombre: _________________________ 2 Apellidos_________________________________________

Relación /parentesco: __________________________________________________________________

Tel. ________________________ Tel. ______________________ Movil________________________ 

Domicilio:  ___________________________________________________________________________

Cod. Postal: __________________ Población:______________________________________________

Datos Administrativos

Nº Hº Clínica: ________________________  Nº SS. _________________________________________

Servicio que le atiende:  _____________________ Jefe de Servicio: ____________________________

Tel: ________________________ Supervisor/a: _____________________________________________

Tel: ________________________ Secretaria: ____________________________ Tel ________________

Planta: ________________________ Tel: ________________________ Tel: ______________________ 

Medico Responsable: _______________________________________Tel: ________________________ 

Consulta: ____________________Tel: ____________________ Aux. Consulta: ____________________

Centro Salud: _________________________________________ Tel: ____________________________

Medico Familia: _______________________________________ Tel: ____________________________

Enfermera Familia: _____________________________________ Tel ____________________________

E.G.C. c. ______________________________________________Tel:___________________________

E.G.C. h. ______________________________________________ Tel: __________________________

Otros Teléfonos: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DATOS CLÍNICOS

DIAGNÓSTICO MÉDICO:

_____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

TRATAMIENTO MÉDICO: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Citas y revisiones __________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Pruebas completarías: Rx, Analítica, otras __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Intervenciones ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Valoración Necesidades

1.- RESPIRACIÓN - CIRCULACIÓN

RESPIRACIÓN:   Dificultades o limitaciones relacionadas con la respiración

Dificultad Respiratoria: No. __ Si. ___           Frecuencia: Respiraciones:   ____ por mto.   

Ruidos: Normal __ Crepitaciones.__   Dolor:  No. __ Si. __:  Garganta. __ Tórax. __ Abdomen. ___  
Otros:__________________________ Secreciones: Ausente. __Escasa. __Abundante. __Boca. __ 

Nariz. __ Color________ Olor:__________ Alergias: No ___ Si. __  Tipo:__________________
Fumador: No. __ Si. __   Nº Cigarrillos día: _____ 
Datos a Considerar:  __________________________________________________________________ _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CIRCULACIÓN:  Limitaciones o dificultades relacionadas con la circulación

Dolor:  No. _____ Sí. ____   Torácico: ____ No. ____ Sí. Localización:___________________________

F.C.:  ____ X´. 
T/A.: Sistólica. _______ Diastólica. _______ 
Edemas.: No.    ____ Si. ____  Localización: ________________________________________________
Heridas: No ____ Si. ___   Tipo:____________________ Localización: __________________________
Hemorragia.: No. _____ Sí. ____   Localización: ____________________________________________

Color piel y tegumentos: Normal. __  Azulado: Localización:__________________________________

Cambios Temperatura: No ____ Si. ____ Localización: ______________________________________
Datos a Considerar:  __________________________________________________________________________________________________________________________________________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.- ALIMENTARSE:    Dificultades o limitaciones para comer y beber adecuadamente 

Apetito: Si. ____ No. ____    Saciedad: Sí.____ No.____ Causas:_______________________________

Horario  Comidas: Mañana. _______ Tarde. ________ Noche. ______

Toma entre comidas:  No. _____ Sí. ____   Tipo y Cantidad: _____________________ Hora:________

Cantidad de líquidos día: Mucho, _______Normal, ________ Escaso. _____  cm3./día _________

Cantidad de sólidos día: Mucho, _______Normal, ________ Escaso. _____ grms./día. _________

Digestión: Ligera, ____ Lenta, ____ Pesada. ____  Alimentos indigestos: ________________________

Alimentos Preferidos:  Verduras. ___ Carnes. ___ Pescados. ___ Frutas. __ Otros: ________________

Alimentos No Deseados: _______________________________________________________________

Restricciones: ________________________________________________________________________

Vómitos: No.__ Sí.__ Nº veces _________ Cantidad:________ Contenido:______________________

Estado de la boca: Normal.  ____ Deficiente. ____  Causas: ___________________________________ 

Dentición  Suficiente:  Sí. _____ No. ____  Prótesis. ____ No. ____ Sí.      Ajustada: _____ Si. ____ No.

Mucosa oral rosada:  Si.___ No. ___ Color: _________ Encías rosadas: __ Sí. __ No. Color: ________

Lengua rosada: Sí. ____ No. ____ Color________________ Húmeda: Sí. ____ No. _____ 

Heridas: No.___ Sí. ___  Tipo:________________ Localización: _______________________________

Masticación: lenta. ____ rápida.___  Reflejo deglución: Sí. ___ No. ___ Causa:___________________

Datos a Considerar:  __________________________________________________________________ ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

3.- ELIMINACIÓN

URINARIA: Dificultades o limitaciones para orinar

Cantidad: ___________ cm3/día. ________ cm3/hora.  Satisfactoria: Si: ____  No: ____

Frecuencia: _____ veces día.  Cantidad por micción: ________ cm3  

Dolor: No. _____ Sí. _____ Coloración:  Trigo ___ Ámbar. ___ Transparente. ________ 
Olor: No.____  Si. _____ Débil. ______ Fuerte. ______ Semejanza a: ___________________________
Contenido: No: ____ Sí: ___ Tipo y características:_________________________________________

Vía Uretral: Permeable ____. No Permeable ____.

Obstrucción:  Total.__ Parcial: __   Causa:_________________________________________________
Sonda Vesical: No. ___ Sí. ___ Permanente : Sí. ___ No. ___ Tipo: ___________________ Nº ______

Datos a Considerar:  __________________________________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ELIMNACIÓN FECAL:  Dificultades o limitaciones para defecar   

Estreñimiento: No.___  Si.___            Diarrea: No. ___ Sí. ___  Habitual: No.___ Sí.___

Frecuencia: _____ veces día.              Defecación Satisfactoria: Si. ____ No. ____   

Coloración Marrón: Sí. __ No.  __   Otro color:_____________________________________________
Cantidad: Normal. ___ Escasa.___ Abundante. ___ 

Consistencia: Dura. ___ Blanda. ____  Liquida. ____ Contiene sangre: Si __  No___ Cantidad: ____
Toma Laxantes: No. ___ Sí. ___ Tipo: ____________________________________________________

Datos a Considerar:  __________________________________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________

SUDOR:  Dificultades o limitaciones del sudor   
Sí: __   No: ___

Cantidad: Normal. ___ Escasa.___ Abundante. ___  Olor: No.___  Si. ___ Débil. ______ Fuerte. _____  

 Olor semejante a: ______________________________
Datos a Considerar:  __________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
MENSTRUACIÓN:  Dificultades o limitaciones de la menstruación   
Sí: __   No: ___ Cantidad: Normal. ___ Escasa.___ Abundante. ___  Olor: No.___  Si. ___ Débil._____ 

 Fuerte. _____   Olor semejante a: ______________________________
Frecuencia:  _________________________________________________________________________

Datos a Considerar:  __________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora________________________
4.- MOVIMIENTO:  Dificultades o limitaciones para moverse y mantener la postura adecuada
Déambulación: Sí.___ No.____  Sillón. Sí.___ No.____ Cama. Sí.___ No.____  

Dolor: No __ Sí __ Localización y Tipo: ____________________________________________________
Mantiene posición adecuada: Sí.___ No.___  Dificultad: _____________________________________ 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Lesión: No.____ Sí.____  Cabeza: ____ Cuello: ___ Tronco:____ Extremidades: ___ 

Tipo: _______________________________________________________________________________ _____________________________________________________________________________________

Deformación: No. __ Sí__ Tipo: _________________________________________________________
Realiza ejercicio: Activo: Sí.___ No.___ Pasivo: Sí.___ No.___ Tipo: ____________________________

__________________________________________________________________________________________________________________________________________________________________________ 

Fuerza muscular: Normal. Sí.__ No.__ Disminuida: No.__ Sí.__ dificultad:_______________________
__________________________________________________________________________________________________________________________________________________________________________

Posibilidad de movimientos: 

Levantarse: Sí.___ No.____ Caminar  Sí.___ No.___  Inclinarse: Sí.___ No.__   Sentarse: Sí.___ No.___ 

Acostarse: Sí.___ No.___ Correr: Sí.___ No.___  Agacharse: Sí.___ No.___  Arrodillarse: Sí.___ No.___ 

Levantar Peso: Sí.___ No.___  Estirarse: Sí.___ No.___ Coger objetos: Sí.___ No.___  

Alcanzar objetos: Sí.___ No.___  Dificultad: ________________________________________________ 
Utiliza  prótesis s mecánicos: Sí.___ No.____  Tipo:_________________________________________
Datos a Considerar:  __________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________

5.- REPOSO SUEÑO:  Dificultades o limitaciones para dormir y descansar

SUEÑO:

Nocturno: Sí.___ No.___ Duración: __________h.  Diurno: Sí.___ No.___ Duración: ________h.  
Normal: ___ Profundo: ___ Ligero: ____ Satisfactorio: Sí.___ No.___ 

Características: ______________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Hábitos ligados al sueño: Baño: No.___ Sí.___ ducha: No.___ Sí.___  Infusión: No.___ Sí.___ 

Leche: Sí.___ No.___ Lectura: Sí.___ No.___ Medicación: No.__ Sí.__ Tipo: ______________________

Otros hábitos de reposo/sueño: _____________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Datos a Considerar:  __________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
6.- VESTIRSE Y DESVESTIRSE: Dificultades o limitaciones para elegir la ropa adecuada, vestirse o desvestirse

Capacidad: Sí.___ No.___ Dificultad: No.___ Sí.___  Tipo: ___________________________________

__________________________________________________________________________________________________________________________________________________________________________
Utiliza ropa y/o calzado adecuado al: Frío: Sí.___ No.___Calor: Sí.___ No.___  Humedad: Sí.___ 

No.___  Movimiento: Sí.___ No.___ Actividad física: Sí.___ No.___  Trabajo: Sí.___ No.___ Evitar 

peligros: Sí.___ No.___  Creencias y/o cultura: Sí.___ No.___ Estética y/o gustos: Sí.___ No.___ 

Limpieza: Sí.___ No.___  Objetos Significativos: Sí.___ No.___ Gusto: Sí.___ No.___ 
Datos a Considerar:  __________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________

7.- TEMPERATURA:  Dificultades para mantener la temperatura corporal dentro de los limites normales

Temperatura: _________ g/c.    Axilar: Sí.___ No.___ Oral: Sí.___ No.___ Rectal Sí.___ No.___

 Duración: ______h. Sensación de: Frió: No.___ Sí.___Calor: No.___ Sí.___ Escalofríos: No.___ Sí.__  

Sudor: Sí.__ No.__  Color Piel Rosada: Sí.___ No.___ Color _________  Localización:______________
Datos a Considerar:  __________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
8.- HIGIENE: Dificultades o limitaciones para mantener la higiene y la integridad de la piel

Capaz de realizar la higiene personal: Si___ No___ Limitaciones: ____________________________

__________________________________________________________________________________________________________________________________________________________________________

Estado de la Piel: Hidratada: Sí. ___ No. ___ Integra: Sí. ___ No. ___ Color:______________________

 Pigmentación: No.__ Sí. __Tipo: _____________________ Flexibilidad: Sí. ____ No. ____ 

Frecuencia de lavado: ____________________ Baño: Sí. ____ No. ____  Ducha: Sí. ____ No. ____ 

 Lesión Tipo y localización: ______________________________________________________________ 

Productos Usados: ____________________________________________________________________

_____________________________________________________________________________________

Datos a Considerar:  __________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
9.- SEGURIDAD: Dificultades o limitaciones para mantener la seguridad física o psicologica
Mantiene seguridad física: Sí. __ No. __ Riesgo: ____________________________________________

Mantiene seguridad biológica: Sí. __ No. __ Riesgo: ________________________________________

Mantiene seguridad psicológica o emocional: Sí. __ No. __ Riesgo: ____________________________
Mantiene entorno social: Sí. __ No. __ Riesgo: _____________________________________________
Mantiene estrés: No. __ Sí. __  Tipo:______________________________________________________ 

Mantiene Entorno familiar seguro: Sí. __ No. __ Riesgo: ____________________________________
Mantiene medio ambiente seguro: Sí. __ No. __ Riesgo: _____________________________________
Mantiene inmunidad segura. Sí. __ No. __ Riesgo: __________________________________________ 

Vacunas: Sí. __ No. __  Necesidad de:  ____________________________________________________
Mantiene Trabajo seguro:  Sí. __ No. __ Riesgo: ___________________________________________
Mantiene medidas preventivas: Sí. __ No. __ Necesidad de: __________________________________   

Mantiene factores hereditarios de riesgo: Sí. __ No. __ Riesgo: _______________________________
Conoce los peligros: Sí. __ No. __ Tipo: ___________________________________________________
Mantiene medidas de protección: Sí. __ No. __ Tipo: ________________________________________
Mantiene Entorno sano:  Sí. __ No. __ Riesgo: _____________________________________________
Aire con humos, polvo, microorganismos productos químicos: Sí. __ No. __ Riesgo: ______________
Aparatos y/o artefactos posibles accidentes: Sí. __ No. __ Riesgo: _____________________________
Conoce y sabe los mecanismos de protección: Sí. __ No. __ Riesgo: ____________________________
Conoce normativas legales: Sí. __ No. __ Riesgo: ___________________________________________
Factores Culturales /religioso /sociales. Sí. __ No. __ Tipo: ___________________________________
Mantiene régimen terapéutico: Sí. __ No. __ Riesgo: ________________________________________
Riego de accidente: Sí. __ No. __ Riesgo: __________________________________________________
Riesgo de infección: Sí. __ No. __ Riesgo: __________________________________________________
Datos a Considerar:  __________________________________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
10.- COMUNICACIÓN:  Dificultad de la capacidad para expresar sus sentimientos y emociones, forma habitual de hacerlo 
Comunicación verbal: Sí. __ No. __ Fácil: Sí. __ No. __ Moderado: Sí. __ No. ___ Claro: Sí. __ No. __  

Voluntad de comunicar: Sí. __ No. __ Limitaciones: No. __ Sí. __ Tipo: __________________________                           

Manifiesta necesidades: Sí. __ No. __ Tipo: ________________________________________________                           

Manifiesta opiniones / ideas: Sí. __ No. __ Tipo: ____________________________________________                           

Manifiesta Sentimientos / experiencias: Sí. __ No. __ Tipo: ___________________________________
Solicita información: Sí. __ No. __ Tipo: __________________________________________________                           

Mantiene Todos los sentidos:  Sí. __ No. __ 

Oído: Agudeza: Sí. __ No. __ Limitación No. __ Sí. __ Tipo: ___________________________________

Vista: Agudeza: Sí. __ No. __ Limitación No. __ Sí. __ Tipo: ___________________________________ 

Olfato: Fineza: Sí. __ No. __  Limitación No. __ Sí. __ Tipo: ___________________________________ 

Gusto: Fineza: Sí. __ No. __  Limitación No. __ Sí. __ Tipo: ___________________________________ 

Tacto: sensibilidad: Sí.___ No.___  Limitación No. __ Sí. __ Tipo: ______________________________
Utiliza Prótesis: No.___ Sí.___ Tipo: ______________________________________________________
Mantiene:  Silencio: Sí.___ No.___  lloros: Sí.___ No.___ Risas.___  Sí.__ No.__ Otros: _____________
Busca atención de afecto de los demás: Sí. ___ No. ___ Tipo: _________________________________
Manifiesta Reacciones Particulares : No.___ Sí.___ Tipo: ____________________________________
Manifiesta actitud receptiva y/o confianza: Sí. ___ No. ___ Tipo:______________________________ 

Datos a Considerar:  __________________________________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
11.- CREENCIAS Y VALORES: Dificultades o limitaciones para vivir y desarrollarse de acuerdo con los propios valores y creencias
Mantiene limitaciones religiosas o creencias: No.___ Sí.___ Tipo: _____________________________
Utiliza objetos religiosos y/o culturales: No.___ Sí.___ Tipo: __________________________________
Solicita ayuda religiosa: No.___ Sí.___ Tipo: ______________________________________________
Mantiene limitaciones morales y/o culturales: No.___ Sí.___ Tipo: _____________________________
Datos a Considerar:  __________________________________________________________________ _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
12.- REALIZACIÓN  y 13.- OCIO y RECREO:  dificultades o limitaciones para llevar a cabo actividades de realización y/o de ocio según distintos roles personales  

Mantiene limitaciones para su actividad recreativa o de realización : No.___ Sí.___ Tipo: _________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________
Utiliza objetos particulares de actividad recreativa o de realización : No.___ Sí.___ Tipo: _________

__________________________________________________________________________________________________________________________________________________________________________
Lectura: No.__ Sí.__ Música: No.___ Sí.__ Bricolaje: No.__ Sí.__  Arte: No.__ Sí.__Deporte: No.__ Sí._  

Tipo:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Datos a Considerar:  __________________________________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________

14.- APRENDER: Dificultades o limitaciones para aprender los cuidados de salud o proceso de su  enfermedad

Manifiesta necesidad de aprender: Si_____ No: _____ 

Limitaciones:__________________________________________________________________________                           

__________________________________________________________________________________________________________________________________________________________________________
Conoce su estado de salud: Sí. __ No. __  Conoce sus diagnósticos Sí. __ No. __ 

Limitaciones:__________________________________________________________________________                           

__________________________________________________________________________________________________________________________________________________________________________

Conoce los medios terapéuticos Sí. __ No. __  

Limitaciones de:_______________________________________________________________________                           __________________________________________________________________________________________________________________________________________________________________________                           

Conoce los fármacos, horarios y vías de administración: Sí. __ No. __ 

Limitaciones de:_______________________________________________________________________                           __________________________________________________________________________________________________________________________________________________________________________                           

Manifiesta capacidad receptiva o memoria Sí. __ No. __ 

Limitaciones de:_______________________________________________________________________                           __________________________________________________________________________________________________________________________________________________________________________                           

Existen factores que limitan su aprendizaje: No. __ Sí. __ 

Limitaciones:__________________________________________________________________________                           __________________________________________________________________________________________________________________________________________________________________________                           

Necesita medios de apoyo para el aprendizaje: No. __ Sí. __ 

Tipo:________________________________________________________________________________                           __________________________________________________________________________________________________________________________________________________________________________                            
Datos a consideraciones:  _______________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fecha de la valoración: ______/ ______________ /___________      Hora_________________________
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