
NURSERY
SKILLS CHECKLIST

Date ______________________________________________

Name _____________________________________________

Signature __________________________________________

Please select the column that most accurately describes your proficiency level...

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

NURSERY TECHNIQUE:__________________________________________
Handwashing__________________________________________
Gowning__________________________________________
Precautions / Isolation__________________________________________

ADMISSION:__________________________________________
Admit Assessment:__________________________________________

Identification Documentation__________________________________________
Vital Signs__________________________________________
Dextrostix__________________________________________
Circumference__________________________________________
Umbilical Cord Care__________________________________________
Apgar Scoring__________________________________________
Aquamephyton__________________________________________
Silver Nitrate / EES__________________________________________
Thermoregulation__________________________________________
Bulb Syringe Suctioning__________________________________________
Weight__________________________________________
Phototherapy__________________________________________

NUTRITIONAL SUPPORT:__________________________________________
First Feeding__________________________________________
Nipple Feeding__________________________________________
Breast Feeding__________________________________________
Tube Feeding__________________________________________
Nasogastric__________________________________________
Oral Gastric__________________________________________

MISCELLANEOUS:__________________________________________
Assist With Circumcision__________________________________________
Knowledge of Rooming In__________________________________________
Family Teaching__________________________________________
Discharge to Home__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

NEUROLOGY:__________________________________________
Neurological Assessment:__________________________________________

Recognition of Neurologically suspect
Infant__________________________________________
Minimal Stimulation Programs__________________________________________
Intracranial Hemorrhage__________________________________________

CARDIOVASCULAR:__________________________________________
Cardiovascular Assessment__________________________________________

Cardiac Monitors__________________________________________
Care of the Infant With:__________________________________________

Congenital Cardiac Defects__________________________________________
MEDICATION ADMINISTRATION:__________________________________________

PO__________________________________________
IM__________________________________________
IVP__________________________________________
IV Admixture__________________________________________
Calculation of Neonatal Doses__________________________________________
MCG/KG__________________________________________
MCG/KG/MIN__________________________________________
MG/KG__________________________________________
Units/HR__________________________________________
CC/HR__________________________________________
Administration of Blood & Blood Products__________________________________________
IV Therapy__________________________________________
Initiation and Care of:__________________________________________

Peripheral IV__________________________________________
Heparin Lock__________________________________________

Level of Proficiency
When completing this checklist, please indicate your level of proficiency
in each area according to the scale below. Place a check mark in the
column to the right which best describes your expertise with each skill.

1. No experience
2. Knowledgeable / Moderate experience
3. Competent / Proficient



Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

MEDICATION ADMINISTRATION:__________________________________________
Antibiotics__________________________________________
Antihypertensives__________________________________________
Cervical Ripening Agents__________________________________________
Epidural Anesthesia__________________________________________
Heparin__________________________________________
Indomethacin__________________________________________
Infant Meds__________________________________________

a. Aquamephyton__________________________________________
b. Erythromycin ointment__________________________________________

Insulin__________________________________________
Magnesium Sulfate__________________________________________
Narcotics__________________________________________
Oxytocin__________________________________________
Procardia__________________________________________
Prostin Gel__________________________________________
Prostin Suppositories__________________________________________
Ritrodrine__________________________________________
Terbutaline__________________________________________
Continuous IV Administration__________________________________________
Eye Instillations__________________________________________
IM Injections__________________________________________
IV Push__________________________________________
SQ Injections__________________________________________
Z-Tract Injections__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

EQUIPMENT:__________________________________________
Breast Pump__________________________________________

a. Electric__________________________________________
b. Manual__________________________________________

Cardiac Monitor__________________________________________
Glucometer__________________________________________
Oxygen Flow Meter__________________________________________
Pulse Oximeter__________________________________________

NURSERY Skills Checklist Continued...
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