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Plan	
  for	
  this	
  shift:	
  ______________________________________________________________________	
  
Issues	
  MDs	
  need	
  to	
  know:________________________________________________________________	
  
Needs	
  (Consults,	
  Meds,	
  Labs):_____________________________________________________________	
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   “What	
  questions	
  or	
  concerns	
  do	
  you	
  have	
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