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Self/Assist/Bedrest 
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Staff Initials    Staff Initials    

Legend:   IPN=Integrated Progress Notes; CNS=Central nervous System; LOC=Level of consciousness; A&Ox3 = Alert & oriented to person, place & time; 
A/E=air entry; DB&C=Deep breathing & coughing; CWCM=Colour, Warmth, Capillary refill, Movement; VTE=Venous thromboembolism; CVAD=Central Venous 
Access Device; NPO=Nothing by mouth; PO=By mouth; NG=nasogastric; J-PEG=jejunal-percutaneous endoscopic gastrostomy; Bkft=Breakfast; LUQ=Left 
upper quadrant; LLQ=Left lower quadrant; RUQ=Right upper quadrant; RLQ=Right lower quadrant;  Bil.=Bilaterally; Lt=left; Rt=right; ACF=antecubital fossa; 
Amt=amount; N/A=not applicable; G-U=Genito-Urinary; qs=quantity sufficient; WC = Wheel chair; PSYCH-SOC = Psychological-social; Abd=abdomen 
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