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Student Nurse’s Check List

Is your assessment complete without blanks?

Does your assessment form identify nursing diagnosis?

Is your assessment form signed and inifialed in all
appropriate spaces?

Was your care plan initiated upon admission?

Can your patient verbalize their plan of care?

Are you documenting according to care plan?

Are your care plans updated as patient condition
changes? Are problems resolved on care plan?

Does your teaching plan identify patient’s response and
teaching approach?

Are all entries signed, dated, and legible?

Did you use hospital acceptable abbreviations?

If you made an error did you draw a single line through,
write error and inifial?

If meds are held did you document why on med sheets?
Are all PRN meds effectiveness documented?
Are injection sites documented? Q
Woas discharge plans initiated? -4
Are discharge plans noted on care p|on?ﬂ
Is the hourly rounds chart initialed?

Is the MAR chart signed at bottom, and initialed by drug
- given?

Are Intakes and Outputs all documented?

Does your patient have their water container filled (if not
NPO, efc.)?

Is your patient’s bed area clean when you leave?

Did you report off to your nurse?

Bed down, rails up x2, call light within reach, brake on?



