 NURSING MONTHLY CHECKLIST

List Quarterly Nursing Assessmts to do & HCP’s rv’d

Annual Assessments Due: HART, SAMS, HCPs 

1.





Done □
1.





Done □

2.





Done □
2.





Done □
3.





Done □
3.





Done □
4.





Done □
4.





Done □
5.





Done □
5.





Done □
6.





Done □
6.





Done □
7.





Done □
7.





Done □

8.





Done □
8.





Done □
9.





Done □
9.





Done □
10.





Done □
10.





Done □
11.





Done □
11. 





Done □
12.





Done □
12.





Done □
***Check MARs for holes at Monthly Med Check in and mid-month in each location.       
 Done □
***A minimum of 2 Random Med Observations completed this month:                               
 Done □


Location:                  



Date:


Time:


Location:




Date:


Time:

MONTHLY MEDICAL TRAINING COMPLETED ALL LOCATIONS:

*list any additional consumer-specific education/training done

Location:

Date completed:

Addt’l training topics:

If not done, reason why












& date rescheduled?

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

***Consumer Hospitalization Form completed and attached.





Done □
***Medical & Office Supplies needed to supervisor by (date) _________________


Done □
Other tasks this month:

1.

2.

3.

4.

5.

6.

7.
















NURSES MONTHLY HAND-IN STUFF


□
Health Care Coordination monthly documentation sheets (turned in by noon on the 2nd)

□
Med Pass Observations (Nurse must do 2 total during the month)

□
HART packets due from schedule for previous month






*
HART

*
Special HCPs:  Dietary, Seizure + Hx, Pneumonia, Choking

*
SAMS












*
HCPs












*
Dietary Assessment









*
Meds (from same month as HART)

□
Monthly Medical Training—attendance sheets and signed training verification sheets

□
Time Off Requests (if any)

□
450-B copies done in previous month

□
Health Care Coordination monthly documentation sheets (turned in by the 2nd)

□
Meal Observations (Nurse must do 1 per month in assigned area)

□
Infection Control Log (can either be cumulative form kept by nurse, or copies of forms from 
all sites)

□
Consumer Hospitalization/ER Visit Form

□

□

□

□

□

□




Name: ________________________________________________





Month/Year: ___________________________________________








