Nurse Report Sheet


Patient’s Name: _________________________

Conducted On: __________________________

Patient’s Room: _________________________

Completed On: __________________________
[bookmark: _GoBack]
Audit – _______________

General Information

Date of Birth	: _______________________________
Gender	: ________________________________

Patient Report

Diagnosis			: _________________________________________
Allergies (if any)		: _________________________________________
Details of Allergies		: _________________________________________
Patient Medical History	: _________________________________________
Code Status			: _________________________________________

Patient Monitoring – Vital Signs

Patient Check No			: _________________________________________
Time Check				: _________________________________________
Blood Pressure			: _________________________________________
Heart Rate				: _________________________________________
Temperature 				: _________________________________________
Oxygen Saturation			: _________________________________________
Oxygen 				: _________________________________________
Respiratory Rate			: _________________________________________
Pain					: _________________________________________
Blood Sugar				: _________________________________________
Dispensed Medications (if any)	: _________________________________________
Med Pass Timing			: _________________________________________

Intake

Breakfast	: __________________________________________________
Lunch		: __________________________________________________
Supper		: __________________________________________________
Other		: __________________________________________________

Output

Foley 		: __________________________________________________
BM		: __________________________________________________
Emesis		: __________________________________________________
Drains 	: __________________________________________________
Tubes		: __________________________________________________
Ostomy Bag	: __________________________________________________

Labs and Needed Procedures

Lab Results (if any)			: ____________________________________________
Required Lab Results			: ____________________________________________
Details of Future Procedures		: ____________________________________________

Shift Completion

Name of Nurse Attendee	: _________________________________________
Shift Date and Time		: _________________________________________
Signature : 

