RN Oversight Delegation
Of 

Specified Nursing Task

	Individuals Name:       
	ID Number:       

	Provider Agency Name:       
	Facility Name:       

	Delegated Task:       

	Purpose of Task:       


The following agency employees have been trained by a licensed person, demonstrated competency in all instructed procedures and are being delegated the task indicated above.  This delegation and individualized instruction is specific to this individual and may not be transferred to other individuals with similar needs within this or other agencies.

	Date of Delegation
	Name/Title
	Staff Signature
	Initials
	

	1.         
	1.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	2.         
	2.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	3.         
	3.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	4.         
	4.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	5.         
	5.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	6.         
	6.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	7.         
	7.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	8.         
	8.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	9.         
	9.         
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	10.       
	10.       
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	11.       
	11.       
	
	
	 FORMCHECKBOX 
  Rescinded Date:       

	12.       
	12.       
	
	
	 FORMCHECKBOX 
  Rescinded Date:       


The delegating RN is responsible for the provision of guidance and ongoing evaluation for the delegated nursing task including periodic inspection based at intervals determined by the delegating RN.  The delegating RN maintains authority to require corrective action or rescind delegation of this task.

	Task Rescinded:  
	 FORMCHECKBOX 
  Change in Health Status
	 FORMCHECKBOX 
  Other:       

	Delegating RN:       
                                  Signature & Title
	Date:       



	
	       of         Pages

	SPECIALIZED INSTRUCTION FOR DELEGATION

	PROCEDURES/Steps to follow to perform the task
	What to OBSERVE for and REPORT, what to DO, and WHOM to CONTACT.

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	*Attach any additional instructional documentation

	Instructional Licensed Medical Professional:
	     
Signature and Title

	Date:      
	Contact#     

	Delegating RN if different than Instructing Medical Professional: 
	     
Signature and Title

	Date:       
	Contact#       


Revised 5/22/2020


