Patient Watch Checklist 
Room#_________
Patient Information:
First Name: ________________________    Preferred First Name:___________________
Gender:     ___M       ____F        ____M->F        ____F->M
Age: ______
Watch for:
Falls:  Complete Bedrest ___       Assist x(    )         Supervised Movement ___

Seizures ____    

Elopement ____    

Confused Behavior ____ 

Violent Behavior ______

Self Harm:     Cutting_____     Suicide_____    Other__________________________________

       Previous Attempts: _________________________________________________________

       Plan:_____________________________________________________________________

Other: _______________________________________________________________________

Additional Info.: _______________________________________________________________

Restrictions:
NPO: ___      Diet: ______________________________
Allergies:  _________________________________________________________________
Visitors:   __________________________________________________________________
Phone Calls: _______________________________________________________________
Bathroom: _________________________________________________________________
Clothing:  __________________________________________________________________
