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ACTIVITIES 

 

PHYSICAL TRAITS 

 

LAB PROCEDURES 

 

X-RAY PROCEDURES 

 

OTHER 

 
____ Bed Rest 

____ Dangle 

____ Chair 

____ Wheelchair 

____ Walker 

____ Up ad. lib 

 
____ Paraplegic 

____ Hemiplegic 

____ Blind 

____ Deaf 

____ Other 

(specify): 

________________ 

 
 

 
 

 
 

 

BOWEL/BLADDER 

 

PROSTHESIS 

 

HYGIENE 

 

ISOLATION (SPECIFY) 

 

RESTRAINTS 

____ Colostomy 

____ Incontinent 

____ Catheter 

____ Commode(BSC) 

____ Bathroom 

____ Catheter Care 

____ Dentures 

____ Contact(s) 

____ Glasses 

____ Eye 

____ Limb 

____ Other 

(Specify) 

________________ 

____ Bed Bath 

____ Partial Bath 

____ Self-Bath 

____ Assist Bath 

____ Tub 

____ Shower 

____ Respiratory 

____ Wound 

____ Contact 

____ Side rails 

____ Posey 

____ Soft Wrist 

____ Other 
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