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LONG TERM CARE (Nursing Home) RECORD 

CONTENT and CHECKLIST

	Title of Form
	
	
	Comments

	1) Administrative 
	
	
	Multiple forms in LTC admission

	a. Admission Authorization
	
	
	

	b. Transfer records
	
	
	

	c. DNR preference / status
	
	
	

	d. Admission form includes resident personal information, emergency contact person(s), hospital preference, funeral home designation
	
	
	

	e. Inventory of Personal Effects
	
	
	

	f. Health care proxy / guardianship / Durable Power of Attorney
	
	
	

	g. Personal Items 
	
	
	Checklist of items brought in upon admission

	2) Physician’s Orders
	
	
	Completed on monthly basis, computerized

	3) Telephone Physician Orders
	
	
	Usually hand-written, may be multiple written between monthly computerized physician’s orders

	4) Progress Notes
	
	
	May be infrequent

	5) Pharmacy Monthly Report
	
	
	Pharmacist must review medications on monthly bases on each resident

	6) Nursing Admission Assessment
	
	
	

	7) Nursing Progress Notes
	
	
	Will not see daily charting

	8) Daily Nurses Notes
	
	
	24 hours charting, each shift (as specified, usually for limited time frame)

	9) MDS Forms
	
	
	

	10)  Care Plans
	
	
	

	11)  Monthly Nursing Summaries


	
	
	Sometimes missing and/or inconsistent

	12)  Medication
	
	
	

	a. Medication Administration form
	
	
	Monthly form

	b. Individual Patient Narcotic Record
	
	
	One sheet for each type narcotic, schedule type drugs; antibiotics may also have a separate form

	13)  Flow Sheets
	
	
	Multiple types, laid out in monthly format

	a. Behavioral Modification form
	
	
	

	b. Treatment Form
	
	
	May include all types of treatments, including dietary supplements

	c. Activities of Daily Living form or ADL Flowsheet / Worksheet
	
	
	In some facilities may be called CNA form

	d. Vital Sign & Weight form
	
	
	May or may not be on separate forms 

	e. Intake / Output
	
	
	Tube feedings may be recorded on this form or special form made

	f. Braden Scale form
	
	
	

	g. Pressure Ulcer Risk Form
	
	
	

	14)  Wound Care Forms
	
	
	Should include photos of wound(s)

	15)  Dietary 
	
	
	

	a.   Nutritional Assessment   Form / Nutritional Risk Assessment
	
	
	Should be initial dietician (RD) assessment completed 

	   b.  Dietary Progress Notes
	
	
	Usually by dietary aide, technician and/or monthly dietician assessment

	   c.  Daily food intake record
	
	
	May be included on ADL or treatment form

	16) Therapy
	
	
	All therapies should have an initial assessment form and progress notes 

	a. Restorative
	
	
	Usually done by a trained aide; hopefully instructed by physical therapist or oversight

	b. Physical Therapy 
	
	
	

	c. Occupational Therapy
	
	
	

	d. Speech Therapy
	
	
	

	e. Recreational Therapy
	
	
	

	17) Social Services Assessment and Progress Notes
	
	
	

	18) Activities Assessment & Progress Notes
	
	
	

	19) Miscellaneous
	
	
	


TIP: There will be variation in record content depending upon type of facility and services offered to resident (referred to as “residents” not “patients” in long term care facility).
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