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lampiran 1 11 format pengkajian  

FORMAT PENGKAJIAN 

(KEPERAWATAN MATERNITAS) 

Tanggal MRS :................................................................................................. 

Ruang  : ................................................................................................ 

No. Register : ................................................................................................ 

Diagnosa Medis : .............................................................................................. 

Tanggal Pengkajian: ........................................................................................ 

A. IDENTITAS KLIEN 

Nama  :    Nama Suami :     

Umur  :    Pekerjaan :  

Suku/Bangsa :    Alamat  :  

Bahasa  :  

Pekerjaan :  

Status  :  

Alamat :  

B. KELUHAN UTAMA :...................................................................... 

C. RIWAYAT PENYAKIT SEKARANG  

  RIWAYAT KEHAMILAN :............................................................ 

D. RIWAYAT PENYAKIT DAHULU :................................................ 

E. RIWAYAT PERSALINAN DAHULU 

 

 

No 

 

Tgl.bln. 

Th 

Paırtus 

 

Ibu Hamil 

 

Cara 

Lahir 

 

Penolo- 

ng 

 

Jenis 

Kelaıni

n 

Keadaan 

Anak 

Sekaran

g 

 

BB/ 

PB 

  Abortus Prematur Atertm       
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F. RIWAYAT KESEHATAN KELUARGA 

G. RIWAYAT OBSTETRI 

Haid/Menstruasi :............... Umur :........................., Lama........................, 

Keluhan saat haid : ............................... 

HPHT  :  .....................                                        TP :................ 

Perkawinan :  

Status:               Belum Kawin                    Cerai              

Umum Waktu Perkawinan :  

Riwayat Kontrasepsi:             Tidak               Ya, Jenis: ............................. 

Lama Pemakaian:........................................................ 

H. Pola Kesehatan Fungsional Menurut Gordon 

1. Pola persepsi kesehatan 

...................................................................................................................... 

2. Pola nutrisi metabolik 

...................................................................................................................... 

3. Pola istirahat tidur 

...................................................................................................................... 

4. Pola aktivitas dan latihan 

...................................................................................................................... 

5. Pola eliminnasi 

...................................................................................................................... 

6. Pola kognitif 

...................................................................................................................... 

7. Pola konsep diri 

...................................................................................................................... 

8. Pola koping 

...................................................................................................................... 

9. Pola peran — hubungan 

...................................................................................................................... 

10. Pola Reproduksi seksualitas 

...................................................................................................................... 
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11. Pola nilai-keyakinan 

..................................................................................................................... 

I. PEMERIKSAAN FISIK 

Tinggi Badan :.............................. 

Berat Badan :.............................. 

Lila  :............................. 

Keadaan Umum  : ............TD :..............., Suhu :........., Nadi :.................... 

1. Mata  

a. Konjungtiva :     pucat     normal 

b. Sklera           :     putih     kuning  

2. Thorax  

a. Paru  

1) Bentuk :     normal     barrel chest        pigeont chest  

2) Ekspansi :     simestris   tidak simestris  

3) Suara nafas :    sonor    hipersonor frekuensi :.....x/menit 

4) Suara tambahan :   ronchi     rales        wheezing  

                                                            Tidak ada  

b. Mammae  

1) Bentuk  :    simestris        asimetris 

2) Puting susu :    menonjol        datar  

3) Pengeluaran  :    tidak ada         ada  

4) Kebersihan :     cukup          kurang  

5) Kelainan  :      lecet         bengkok  

c. Jantung  

1) Inspeksi :      ictus cordis     tidak ada  

2) Palpasi :  lemah      kuat     tidak teraba 

3) Auskultasi : bunyi jantung     tunggal    ganda  

                                                   Reguler       ireguler  

                                                  Bunyi jantung tambahan         gallop rythm  

                                                          Murmur  
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3. Abdomen  

a. TFU :.............. Letak............................ His............................ 

b. Leoplod I :..........................................................................  

c. Leoplod II :.......................................................................... 

d. Leoplod III :.......................................................................... 

e. Leoplod IV :.......................................................................... 

f. Nyeri tekan :    tidak ada   ada   Ada, lokasi.................... 

g. Bising usus :   ada   tidak ada  

h. Denyut jantung janin (DJJ)  :.................................x/menit  

4. Pervaginam  

a. Inspekulo Vagina  

1) Vagina : kelainan :   tidak ada  ada  fistel   condiloma  

                                                             Spetum      varises  lainnya................. 

2) Hymen :  utuh      robek        sampai dasar 

Arah robekan (jam)................... 

3) Portio :    utuh       rapuh          lainnya................... 

4) Cavum douglasi : menonjol :     tidak   ya  

5) Vagina toucher (VT) oleh.....................tanggal/jam................ 

5. Ekstermitas  

                      Reflek patella :   positif     negatif  

6. Perhitungan balance cairan  

a. Input cairan :                Air (makanan+minum) :.................. 

b. Cairan infus :....................................cc 

c. Therapy injeksi :...................................cc 

d. Air metabolisme :....................cc (hitung AM = 5cc/kg/BB/hari) 

e. Output cairan :   urine :........................cc 

f. Feses   :................cc (kondisi normal 1 BAB feses = 100cc) 

g. Muntah/perdarahan :...............cc 

h. Iwl  : ......................cc (hitung IWL = 15cc/kg/BB/hari) 

7. Pemeriksaan Laboratorium  
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.............................................................................................................. 

8. Terapi yang didapat  

............................................................................................................. 

J. Analisa Data  

Nama    :..........................  

No.Rekam Medik :.......................... 

No  Data   Etiologi  Problem  
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K. Diagnosa Keperawatan  

Nama   :.....................................  

No.Rekam medik :..................................... 

No  Tanggal/jam  Diagnosa Keperawatan  Paraf  
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L. Perencanaan  

Nama klien  :...................................... 

No.Rekam medik :....................................... 

No 
Diagnosa 

Keperawatan 
Rencana tindakan Rasional Paraf 
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M. Pelaksanaan  

Nama   :....................................  

No.Rekam Medik :.................................... 

Hari 

ke- 

Tangga

l/jam 
Tidakan Paraf 
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N. Evaluasi  

Nama   :....................................... 

No.Rekam Medik :....................................... 

Hari 

ke- 

Tangga

l/jam 
Catatan perkembangan Paraf 

    

 


