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SAMPLE CONTROLLED SUBSTANCES SHIFT CHANGE COUNT - CHECK - SHEET_________________ 

 

Controlled Substances 
SHIFT CHANGE 

COUNT – CHECK – SHEET 
 
MONTH    Year 
FACILITY: STATION: 

 
Nurse 

 
Nurse 

 
Nurse 

(Initials) (Initials) (Initials) 

Date Time 
# of 

PKGS    ON OFF Date Time 
# of 

PKGS ON OFF Date Time 
# of 

PKGS ON OFF 

1 
7    

11 
7    

21 
7    

3    3    3    
11    11    11    

2 
7    

12 
7    

22 
7    

3    3    3    
11    11    11    

3 
7    

13 
7    

23 
7    

3    3    3    
11    11    11    

4 
7    

14 
7    

24 
7    

3    3    3    
11    11    11    

5 
7    

15 
7    

25 
7    

3    3    3    
11    11    11    

6 
7    

16 
7    

26 
7    

3    3    3    
11    11    11    

7 
7    

17 
7    

27 
7    

3    3    3    
11    11    11    

8 
7    

18 
7    

28 
7    

3    3    3    
11    11    11    

9 
7    

19 
7    

29 
7    

3    3    3    
11    11    11    

10 
7    

20 
7    

30 
7    

3    3    3    
11    11    11    

Note:  Time indicates the hour when the shift starts. 31 
7    
3    
11    

IRREGULARITIES MUST BE REPORTED IMMEDIATELY TO THE DIRECTOR OF NURSES 

NAME        SIGNATURE INITIALS 
NAME                
SIGNATURE INITIALS 

NAME                
SIGNATURE INITIALS 

1   5   9   
2   6   10   
3   7   11   
4   8   12   

 
Please return completed form to nursing office at end of month 

 


