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Pain 
Intensity 

Relief 
Acceptable (Y/N) 

                                          

Pulse Oximetry                                           

Weight        

N D E N D E N D E N D E N D E N D E N D E 

                     

                     

                     

                     

                     

                     

                     

                     

 

Blood Pressure 

24-Hour Total        

                     

                     

                     

                     

24-Hour Total        

• Oral 
+ Tympanic 
A Axillary 

 Rectal 

Temp °F       102 
 

                                   101 
 
                         100 
 
                      99 

 
                           98 

 
                           97 

 
                           96 

 
                      95 

10 
 

5 
 

0 

Oral 

Tube Feeding 

Supplements 

Intravenous 

Blood Products 

TPN/PPN/

8-Hour Total 

 
 
I 
N 
T 
A 
K 
E 

O 
U 
T 
P 
U 
T 

Urine 

Emesis/NG 

Stool 

8-Hour Total 

May be duplicated for use in clinical practice. Adapted with permission from McCaffery M, Pasero C, Pain: Clinical manual, p. 735, 1999 Mosby, Inc.  
 
This material is provided by North Dakota Health Care Review, Inc., Minot, ND, 701-852-4231, under contract #500-99-ND03 with the   
Centers for Medicare & Medicaid Services (CMS). The contents presented do not necessarily reflect CMS policy.                      August 2001 
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