Admission Chart Audit
Part of Facility QAA/QI/QAPI
Resident Name: _________________________________ Room # _____________ Admit Date ______
Diagnoses________________________________________                                                                                         
Physician_________________________________________
· Cumulative Diagnosis List			___PASRR I with date signed
· PASRR II (if appropriate)				___3008 – signed/dated/complete
· Code Status					___BMF/psychoactive meds______
· Advance Directives                                                     ___ 14 day stop date for prn psycho actives
· H&P						___Dialysis Orders
· Anticoagulant Flow Sheet			___Admission Note
· Inventory					___ 48 Hour baseline     
· Section GG                                                                   ___ Receipt of resident/RP knowledge of CP
· Medication/verified diagnosis                                ___ POC current for C.N.A. staff
· Medication cart to card to order check
· Two nurse verification for narcotics
· ABT stop date and McGeer’s check for Dx
· Isolation
· Braden scale
·  Wound MD referrals as indicated>surface checks
· Enteral Feeding orders
· Foley Orders with appropriate diagnosis/cover
IV orders:
· Fall Risk Assessment
· BIMS
· Allergies
· B&B assessment>toileting pattern as indicated
· Elopement Risk Assessment
· AIMS – if indicated
· Smoking Assessment – if indicated
Special Information:
Fall Risk Interventions: ________________________________________________________________________________________________
Skin Interventions: ________________________________________________________________________________________________
Dietary Needs: 
________________________________________________________________________________________________
Equipment Needs: 
________________________________________________________________________________________________	
Dialysis Schedule/Location: ________________________________________________________________________________________________

