BKR Product Audit Form Poge ol —

INSTALLATIONS

Facility Name / Location :

Suite # / Department Name: Floor Number:

Contact Name: Phone #: Email:
Patient care hours:
Best / Requested times:

Product #1 Product #2 Product #3
Please let us know if provided [ A]=Actual / Physically Counted
numbers are... [ E] = Estimated / Not Physically Counted
. . Convert New [X] Convert New [X] Convert New [X]
Instruction / Notes Locations
/ Qy. Qy. AE Qy Qy. AE Qy Qy AE
Inside Rooms

Hallway / Open Area
Medication Room
Soiled Utility

Crash / Other Carts
Other:

TOTAL




