
NIGHT NURSE REPORT SHEET

Pt Name/ID:________________
Baseline Vitals:

Procedure:________________                                          ASC Recovery Nurse:_____________
1. BP______________

2. HR______________
3. O2 Sat___________

4. RR______________

Name and Phone # of Surgeon:_______________________ Call office first at #208-777-2122.
                                                                                                  Surgeon Cell #________________
Special Concerns:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Equipment Sent to Night Nurse:

⁯ O2 Portable/Suction

⁯ Oximeter

⁯ BP/Stethoscope
---------------------------------------------------------------------------------------------------------------------

NIGHT NURSE REPORT: (Complete and return with patient for next post-op day)
Vital Signs Q4H:  BP______ HR______ O2 Sats______ RR______ 
                   
BP______ HR______ O2 Sats______ RR______

                    
BP______ HR______ O2 Sats______ RR______  
            Fluids Taken:__________ ⁯ IV Checked/Flushed Q4H  ⁯ Ice Applied/HOB elevated                                                                                    

Teaching Completed With Family: Home Medications⁯ Use of Feeding Syringes⁯ 
All Liberty Oral and Facial Surgery equipment sent with patient to post-op appointment ⁯

Special Concerns:__________________________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
RN Signature:_____________________ Date:____________                              

