
                                                                     Critical Care Report Sheet                      Date:  
           Shift:  7A-7P/7P-7A   
          Age: __________   Code Status: _______________                       Fall History Y/N 
Diagnosis: _______________________________________   Allergies: _____________________________Falls Score____ 
Physician/Consults: ______________________________________________________________________Alarm ON/OFF 
 
    
 
 
 
 

Neuro: 
LOC: _______          _        Neuro Checks: ______________ 
Pupils: _______    __        Sedation: ____                     _____ 
Restraints:  Y/N                Restraint Order Time: _________ 
Deficits: ____                                                                _____    
Epidural:______________________________________ 
 
Notes:                                                                                                                                                            
  
  

GI:  
Abdomen: ____     ___            TPN/TF:_______    ___ 
Bowel Sounds: ______            TF Goal: ___    _ _____cc/hr.____ 
NG/OG:___         @    _____cm    FMS: ____     _____ 
Diet: ___                    __            Last BM: __    ____     _ 
PEG_______________ 
Notes: 

GU:  
Voids: __ __           _      Foley: _______   Insert date:________ 
PureWick: _____      _   Condom Cath______________ 
Peri Care                    Dialysis___________________ 
Notes:  
 

Cardiovascular:  
BP: ______                                      HR: ____                 __ 
Rhythm: ___________                  Pulses: ___________ 
Pacer: ________________ 
Swan: ____________   @ ______ cm 
Notes:  
 
 
 

Skin:  
Incisions: ____     _____                                                          _ _    
Wounds: ___                                                                ________     
Dressing change: _____                                                         ___ 
Wound Care                  CHG Bath                 CHG Charted 
Notes:                             

POC/Activity/Goals: 
PT/OT:                                 Daily Weight:   ________ Kg  
Alarms On:    
Activity: ________                             ___    
Ambulate:__________    Dangle__________  Chair__________ 

Pulmonary:   
Lung Sounds: ___________ 
Spo2: ___________         __ 
O2/L: _________              __                 
Vent Settings: TV: _____ Rate: _____ Peep: ____ 
FiO2:_____ Mode: _____ Size: _____@: ____cm  
ET tube rotation______________ 
IS: _________     Wean/Extubation: __________ 
Chest Tubes:  R: _____   MS: ______     L:______               
Cm of Suction:   ______       Water Seal: _______ 
Notes: 

IV Sites:                                         IV Drips: 

 
 
 
 
 
 
Labs:                                              Glucometer: 

  

  

Past Medical History: 

 

 

 

 

Events this admit:  

Sepsis Screen Pos/Neg          RR called date: _________ 
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           Shift:  7A-7P/7P-7A   

 

Time                                                                Turn Side                                              TO DO LIST 
 
 
 

07/19 

   

 
 
 

08/20 

  

 
 
 

09/21 

  

 
 
 

10/22 

  

 
 
 

11/23_ 

  

 
 
 

12/00_ 

  

 
 
 

13/01_ 

  

 
 
 

14/02 

  

 
 
 

15/03_ 

  

 
 
 
16/04_ 

  

 
 
 
17/05_ 

  

 
 
 

18/06_ 
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