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RESPIRATORY THERAPY MONITORING FLOWSHEET IBW: __________ DATE: ____________ 
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PLACE LABEL HERE. 

IF LABEL NOT AVAILABLE, WRITE IN PT NAME & MR# 
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DATE: _______________ VENT TYPE: ____________ VENT NO: _____________ 

Bag & Mask at Bedside: ____AM ___PM      Apnea Settings:  ___AM ___PM      

Vent Alarms Audible and Functioning: ___AM ___PM   

 
IBW Calculations      Print Name     Initials 

Males = 50 + 2.3 [height (inches)-60]  ________________________________________                    _____________ 

Females = 45.5 +2.3 [height (inches)-60] ________________________________________                    _____________ 
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