
CAREGIVER SHIFT TRANSITION 
Document ID: #TRANS-2024 

Patient Name 

Date 

Shift (AM/PM/Night) 

DONE CATEGORY TASK DETAILS & OBSERVATIONS 

 
Medication Verify doses administered, refills needed, and any side effects 

noted. 

 
Hygiene / Mobility Bathing, dressing, repositioning log, and skin integrity check. 

 
Nutrition / Fluids Last meal time, water intake total, and appetite quality. 

 
Vitals / Health Temp/BP/O2 levels if applicable. Pain levels (1-10). 

 
Environment Hazard check, equipment sanitized, supplies restocked for next 

shift. 

CRITICAL CONCERNS OR CHANGES IN BEHAVIOR  

Outgoing Caregiver Signature 

Incoming Caregiver Signature 


