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MEDICAL /SURGICAL SKILLS CHECKLIST 
 

Directions: Please indicate your level of experience by placing a check ( ) in the box. Experience level: 
  1 No Experience  3 Moderately Experienced-requires initial review, 

then performs independently   
       2 Minimal Experience-requires 

supervision/assistance 
 4 Very Experienced- proficient 

     
 
A. NEUROLOGICAL 1  2 3 4       1 2 3 4  

1. Assessment        f. Thoracotomy      
 a. Glasgow coma scale        g. Tuberculosis      
 b. Level of consciousness      C. CARDIOVASCULAR  
2. Equipment & procedures        1. Assessment 
 a. Assist with lumbar puncture       a. Auscultation (rate, rhythm)     
3. Care of the patient with:        b. Blood pressure/non-invasive      
 a. Closed head injury      c. Doppler       
 b. Coma        d. Heart sounds/murmurs      
 c. CVA        e. Pulses/circulation checks     
 d. DTs       2. Care of patient with: 
 e. Meningitis        a. Abdominal aortic bypass     

  f. Post craniotomy        b. Aneurysm     
 g. Seizures         c. Angina     
 h. Spinal cord injury        d. Cardiac arrest     

B. PULMONARY        e. Congestive heart failure (CHF)     
1. Assessment        f. Femoral-popliteal bypass     
 a. Breath sounds        g. Post acute MI (24-48 hours)     
 b. Rate and work of breathing       3. Medications 
2. Equipment & procedures        a. Heparin drip     
 a. Airway management devices/ suctioning      b. Atropine      
  (1) Nasal airway/suctioning        c. Digoxin     
  (2) Oropharyngeal/suctioning         d. NTG       
  (3) Sputum specimen collection      D. GASTROINTESTINAL 
  (4) Tracheostomy/suctioning       1. Assessment 
 b. Assist with intubation        a. Abdominal/bowel sounds     
 c. Assist with thoracentesis        b. Fluid balance     

  d. Care of the patient with a chest tube       c. Nutritional     
  (1) Assist with set-up & insertion       2. Equipment & procedures   
  (2) Removal        a. Administration of tube feeding      
 e. Incentive spirometry        b. Mangement of:  
 f. O2 therapy & medication delivery systems       (1) Gastrostomy tube     
  (1) Bag and mask         (2) Jejunostomy tube     

   (2) External CPAP         (3) T-tube     
   (3) Face masks         (4) PPN (peripherial parenteral nutrition)     
   (4) Inhalers         (5) TPN (total parental nutrition)     

  (5) Nasal cannula        c. Placement of nasogastric tube     
  (6) Trach collar        d. Salem sump to suction     

  g. Oximetry       3. Care of the patient with:  
 3. Care of patient with:        a. Bowel obstruction      
  a. Bronchoscopy        b. Colostomy/ileostomy      
  b. COPD        c. GI bleeding     
  c. Fresh tracheostomy        d. GI surgery     
  d. Pneumonia        e. Hepatitis     
  e. Pulmonary embolism        f. Liver failure     
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    1 2 3 4       1 2 3 4  
E. RENAL/GENITOURINARY       2. Equipment & procedures      

1. Assessment        a. Continuous passive motion devices       
  a. A-V fistula/shunt        b. Traction     
  b. Fluid balance       3. Care of patient with: 
 2. Equipment & procedures        a. Amputation      
  a. Insertion & care of a Foley catheter        b. Arthroscopic surgery.     
   (1) Female        c. Cast       
   (2) Male         d. Rheumatic/arthritic disease       
  b. Bladder irrigations        e. Total hip replacement     
 3. Care of the patient with:        f. Total knee replacement     
  a. Hemodialysis      I. INFECTIOUS DISEASES  
  b. Nephrectomy       1. Equipment & procedures  
  c. Peritoneal dialysis        a. Isolation     
  d. Renal failure       2. Care of the patient with:  
  e. Renal transplant        a. AIDS      
  f. TURP        b. Hepatitis     
  g. ileal conduit        c. Sepsis     
F. ENDOCRINE/METABOLIC      J. WOUND MANAGEMENT  
 1. Equipment & procedures       1. Assessment 
  a. Blood glucose measuring        a. Skin for impending breakdown     
      device: type: ________________________________         b. Surgical wound healing     
 2. Care of patient with:       2. Equipment & procedures  
  a. Diabetes mellitus        a. Air fluidized, low airloss beds     
  b. Disorders of adrenal gland        b. Sterile dressing changes     
   (Addison’s disease)       3. Care of patient with:  
  c. Disorders of pituitary gland        a. Decuibitus     
   (Diabetes insipidus)        b. Surgical wounds with drain(s)     
  d. Hyperthyroidism (Grave’s desease)        c. Traumatic wounds     
  e. Hypothyroidism      K. PHLEBOTOMY/IV THERAPY  

 f. Insulin shock       1. Equipment & procedures 
  g. Thyroidectomy        a. Administration of blood/blood products 
 3.  Medications (administration and teaching)       (1) Packed red blood cells     
  a. Insulin         (2) Platelets     
  b. Insulin drip        b. Drawing blood from central line     
  c. Oral hypoglycemics        c. Drawing venous blood      
  d. Steroids        d. Starting IV’s     
  e. Thyroid          (1) Heparin lock     
G. ONCOLOGY       2. Care of patient with:  
 1. Assessment        a. Central line/catheter/dressing  
  a. Nutritional status         (1) Hickman     
  b. Pain control         (2) Portacath     
 2. Equipment & procedures        b. Peripheral line/dressing      
  a. Reverse isolation      L. PAIN MANAGEMENT    

3. Care of the patient with:       1. Assessment of pain level/tolerance      
 a. Bone marrow transplant       2. Care of patient with: 
 b. Inpatient chemotherapy        a. Epidural anesthesia/analgesia     
 c. Inpatient hospice        b. IV conscious sedation     
 d. Leukemia        c. Patient controlled analgesia (PCA pump)      
 e. Radiation implant      M. Miscellaneous 
 4. Medications: Chemotherapy certification? Yes  No  1. Interpretation of lab values 

H. ORTHOPEDICS        a. Blood chemistry     
1. Assessment        b. Blood hemotology     
 a. Circulation checks        c. Blood gases     
 b. Range of motion       2. Computerised charting     
             Type:_________________________________________ 



Page 3                    MEDICAL /SURGICAL SKILLS CHECKLIST 
 

    ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן    ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן     ן
First Name              Last Name 
 
Please check the boxes below for each age group for which you have expertise in providing age-appropriate nursing care. 
 
Age Specific Criteria 

 

A. Newborn/Neonatal (birth –30 days) B. Infant (30 days-1 year) C. Toddler (1-3 years) 
D. Preschool (3-5 years) E. School Age Children (5-12 years) F. Adolescent (12-18 years) 
G. Young Adults (18-39 years) H. Middle Adults (39-64 years) I. Older Adults (64+ years) 

EXPERIENCE WITH AGE GROUPS:   A B C D E F G H  I 
1. Able to assess age appropriate behavior, motor skills          
    and physiological norms. 
 
2. Able to adapt care according to normal growth and            
    development. 
 
3. Able to communicate and instruct patient according           
    to their age, maturity and comprehension ability. 
 
4. Able to provide a safe environment according to the            
    specific needs of various age groups. 
 
 
 
MY EXPERIENCE IS PRIMARILY IN: 
 
Oncology _______years Cardiac Care _______years  Gynecology  _______years 
 
Neurology _______years G.I.  _______years  Medical  _______years 
  
Surgical _______years Pulmonary  _______years   Orthopedics  _______years 
 
Rehabilitation _______years Telemetry  _______years 
 
    
 
CERTIFICATIONS:                            (MM/DD/YY)                                                                   (MM/DD/YY)   
                               
Arrhythmia Course Date      ____/____/____ ACLS  Exp. Date ____/____/____ 
 
Oncology Course Date      ____/____/____ BCLS  Exp. Date ____/____/____ 
  
Chemotherapy Course Date      ____/____/____   
 

 
 
 
 

This profile is for use by Medical/Surgical Nurses with more than one year’s experience in their 
specialty.   

Please return to Nurses in Partnership, Inc.  
By Mail: River Oaks Plaza, 28118 Agoura Road, Suite 100, Agoura Hills, CA 91301 

 OR 
By Fax: (800) 978-8556 
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