TAKING A PATIENT HISTORY

Date of assessment NMC PIN
Surname First name
Assessor’s name Assessor’s PIN
Senior Nurse/CNS O Consultant O SR O

Assessor’s position
SHO O GP O Other O

Please note that your scoring should reflect the performance of the nurse against what you would reasonably expect at
their stage/level of experience/grade

PRACTICAL COMPETENCIES DATE LEVEL ATTAINED
Level Level Level Level Level Level Level
0 1 2 3 4 5 6

Effective communication skills (verbal and non-verbal
during consultation in a language that is understandable to
the patient. Establish and maintain a positive relationship,
signposting patient to structure of consultation

Recording of patient assessment, to include:

Presenting symptoms/working diagnosis

Evolution and severity of symptoms

Current treatment, if any

Medications

Comorbidities and past medical history "

Sexual and gynaecology history "

Allergies

Social history

WHO performance status

Mental capacity | | | |

Psychosocial impact

Physical examination

VQLI assessment

Involves the patient in all aspects of the history taking, making
eye contact, allow them time and space to speak and, where
relevant and agreed, partner involvement

Uses direct open questions, can summarise, keep the
consultation on track and close consultation appropriately

Allows time for patient to express their main concerns, ideas,
anxieties and acknowledges, resists temptation to interrupt

Can recognise an opportunity for appropriate health
promotion, e.g. weight, smoking, cervical smears etc.

Able to create a contingency plan with relevant procedures/
treatment with safety netting for unforeseen eventualities

Makes clear succinct notes in legible black ink handwriting,
date, time and signature

Ensures safety of patient’s medical notes and safeguards
confidentiality




The BDNG gives permission for these documents to be adapted for non commercial use. Please acknowledge the BDNG as authors of the original document.

THEORETICAL COMPETENCIES DATE LEVEL ATTAINED

Level Level Level
2 3 4

Adheres to clinical record keeping, confidentiality, data
protection, safeguarding policies

Demonstrates knowledge of vulval conditions against national
guidelines to aid clinical questions and history taking

Demonstrates excellent consultation skills with evidence of
using consultation theories. E.g. Calgary-Cambridge model

Which aspects of the procedure were done well

Any suggestions for improvement

Agreed action plan
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