mmunication Tool

Situation - Background - Assessment -

Patient Name

S — SITUATION

MR # /1D

Room / Bed Date

Provider

Time Notified

I am calling about:

Chief concern:

Current vital signs:

Mental status:

BP: / HR:

[1Alert &
oriented

[ 1 Confused

RR: SpO2: _ %

[ 1 Unresponsive

[ 1 Anxious

Pain: /1G

Temp:

[] Other

B — BACKGROUND

Admission diagnosis:

Relevant Hx / PMH:

Current medications:

Allergies:

Recent labs / results:

IV access / lines:

A — ASSESSMENT

Clinical impression:

| think the problem is:

Change from baseline:

Urgency level:

[ ] Deteriorating

[ 1 Emergent (immediate)

[] Stable

[ 1 Improving

[ 1 Urgent (< 30 min)

[ 1 Uncertain

[ 1 Non-urgent (can wait)




R — RECOMMENDATION

| am requesting:

Orders received:

Read-back completed: [1Yes [1No [1N/A

Follow-up plan:

Provider response / ETA:

Ccommunicating Cicense Callback
nurse: #: #:

SBAR is a standardized communication framework for healthcare professionals. This template does not substitute for clinical judgment. File in patient record per
facility policy.



