
NURSING 5 DAY BED RAIL MONITORING
         Medical 
Resident ___________________________________ Record # __________________ 
          Head      Type of 
Room _________   Measurement _____________      Bed Rail  ____________________ 
 ***Device measurements are taken with the Resident in bed.*** 
 Please see back of form for picture of bed and exact areas to measure. 
 Bed# ____________ Mattress #______________ Bed Rail #__________________ 
 

 Day 1: Day 2: Day 3: Day 4: Day 5: 
 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd

#1-Left Side                
#1-Right Side                
#2-Head                
#2-Foot                
#3-Slats                
#4-Triangle                
 
 
 
 
 
Corrective 
Action, if 
necessary 
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Quarterly Review : ___________________________________________________________________ 
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