Nursing report sheet
Room ______


   
Ht. _____   in/cm
 Dr. ____________ Specialty________
Patient Initials ___


Wt._____   lb/kg  
 Dr. ___________                  ________  

MR #___________                                                                  Dr. ___________                 ________      

Age___ Sex M / F
DX: ________________________     


Allergies: _________________

Past History:__________________



Activity:  _________________

____________________________



Diet: _________

____________________________



Discharge date: ____________



Notes from Previous Shift:



V/S: Time:_____

B/P ______  HR _____  RR _____  T _____  O2 _____  O2 sat: _____  Pain _____  EF% _____
IV #1 location ____  type: _______________gauge ____ date started _________ flushed NS / HEP

      #2 location ____ type: _______________gauge ____ date started _________ flushed NS / HEP

      #3 location ____ type: _______________gauge ____ date started _________ flushed NS / HEP

I/O   voids     BSC   BRP    ACCUCHEK: Y / N     
TIME/Blood sugar /Units given     
        Foley                            INSULIN TYPE: _____






        Tubes 


AC/HS or __________







INCISIONS:






ASSESSMENT: Neuro: 

Location

Appearance







                 Cardiac: 
Drainage








     


Steri strips                                                                                                            Respiratory: 
Staples









      

Describe/draw                                                                                                      GI:
MEDICATIONS:                                                                                               GU:
1900
2100
2300
0100 
0300
0500







      










                  Skin:














      Musc:




Mars done_____   A.M. Lab labels__________  Nursing Notes charted______ Labels on flow sheet_____






