Volunteer Checklist

Complete the tasks that the RN has checked on the left.  When you complete the task check the box on the right.

RN__________________ Volunteer_________________ Date__________ Time__________

Patient’s Name __________________
Last 4 SS# __________
DOB _________

Room # ___________

Weight ___________ 
Temperature ____________

Contact Precautions
Yes      /
No
__________________________________

	PATIENT GENERAL CONDITION

	
	Awake / Able to communicate / Confused     (Circle all that apply)
	

	
	In Bed / In Chair / Standing / In Bathroom     (Circle one)
	

	
	Bath – Bathed themselves                     Yes      /       No
	

	
	Bath – Bed bath given                            Yes      /      No
	

	
	Mouth Care given                                   Yes      /      No
	

	
	Walking – can walk without help for _______ minutes
	

	
	Walk with help for _______ minutes
	

	ASSISTANCE GIVEN TO PATIENT

	
	Bed to bathroom / commode                  Yes      /      No
	

	
	Out of bed to chair / wheelchair              Yes      /      No
	

	
	Out of bed walking                                  Yes      /      No
	

	
	Bedding Changed                                   Yes      /      No
	

	FEEDING

	
	Ice Chips given (I&O recorded)              Yes      /      No
	

	
	Meal Provided (I&O recorded)      Yes   /   No     Breakfast  /  Lunch  /  Dinner
	

	
	Help needed (I&O recorded)         Yes   /   No
	

	
	Patient ate 25%, 50% 75% or 100% of food on plate (Circle one)
	

	ELIMINATION

	
	Bowel movement                                   Yes      /      No
	

	
	Specimens taken to the Lab                  Yes      /      No
	

	
	To Where?
	

	
	Patient transport                                    Yes     /      No
	

	
	To Where?
	

	INTAKE/OUTPUT

	TIME
	LIQUID INTAKE
	URINE OUTPUT

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	TOTAL
	
	


