E-Chart Overview (paper items replaced)
Quick View (view of recent VS, I&O, bowel and bladder, alerts)
Activities (Activities Assessments) (Activities Tracking continues on paper)
Accidents/Injuries  REPLACES  paper Unusual Occurrence form

ADL (7-Day view of Meals, Mobility, Hygiene, Mood/Behavior-Yes or No, Continence)

Adm/Gen Observation

                Adminssion observation  REPLACES  paper green nursing admission form

                General observation  REPLACES  paper quarterly nursing progress note

Behaviors

                Incident Based  REPLACES  CNA/Nursing behavior documentation

                Summary Based  REPLACES  Social Services notes
Pain Management

Most Recent Pain Levels (from VS)


Most Recent Pain Levels (from Observation)


Pain Control Progress Notes  REPLACES  paper blue pain sheet
Progress Notes  REPLACES  paper nursing/interdisciplinary notes

Risk Assessments (View/Complete  AIMS, Bowel and Bladder, Braden, Dietary, Elopement, Falls, GDS, Med self admin, MMSE, Nutritional risk, PHQ-9, Smoking, TB risk)

Skin and Wound  (area where all skin conditions will be visible, documented, and healed)
Social Services- social history (non-behavior section)
