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INR Flow Sheet
	Date Warfarin started: 
	
	Patient’s Preferred Method Of Notification

Check one of the following:

	
	(YYYY/MM/DD)
	 FORMCHECKBOX 
  Phone  _______________
     (Speak directly with me     (Leave a message    (Do not leave a message

	Diagnosis:
	
	 FORMCHECKBOX 
  Email  ____________________________________________

	DX Duration:
	
	 FORMCHECKBOX 
  Through pharmacy  _________________________________

	
	
	

	Primary Provider:
	
	
	
	

	
	
	Patient Signature
	
	Date


	Date
	INR
	Current

Dose
	Comment /Dose Change
	Patient Notified
	Signature

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


                 I, Dr.___________________________ delegate Anticoagulation Therapy as per Clinical 

                Guidelines and Care Map 2008 to the Registered Nurse. (per signed Delegation of Function)
                                            Signed: __________________________

                                            Dated:  ___________________________




Patient Label
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