NIV Adjustment Form


	Documentation Date

I__I__I__I__I / I__I__I/ I__I__I (yyyy/mm/dd)
Last Review Date 

I__I__I__I__I / I__I__I/ I__I__I (yyyy/mm/dd)
* Patient determined since last review

^ Clinician determined since last review
	Note: this form is updated using a date stamp each time patient is re-evaluated.

	Symptoms*
☐ Worse

☐ Unchanged

☐ Improved
	· Check if present

☐ Orthopnea          ☐ Dyspnea with ADLs         ☐ Poor sleep

☐ Morning headache 

☐ Excessive daytime sleepiness         ☐ Poor concentration


	PFTs^
☐ Worse

☐ Unchanged

☐ Improved
	· Check if recently performed

FVC: ☐ Yes ☐ No                         Overnight oximetry: ☐ Yes ☐ No

Blood gases: ☐ Yes ☐ No           Polysomnography: ☐ Yes ☐ No

	Equipment Change^ 

☐ Yes ☐ No
	Mask change: ☐ Yes ☐ No           Ventilator change: ☐ Yes ☐ No

(If Yes, update NIV Prescription Form)


	Monitoring Details

	Printout reviewed: ☐ Yes ☐ No

Average daily use: I__I__I hours 
Average VT: I__I__I__I mL
Average RR: I__I__I breaths/min 
Average VE: I__I__I. I__I L/min
	Room air gases: ☐ Yes ☐ No
Daytime PCO2: I__I__I mmHg             

Daytime SpO2: I__I__I__I %


	Prescription Details ON NIV
	Change made to parameters: ☐ Yes ☐ No

(If Yes, update NIV Prescription Form)

	Prescription Details OFF NIV
	Change made to parameters: ☐ Yes ☐ No

(If Yes, update NIV Prescription Form)

	Outcome
	NIV Prescription to be updated since last review: 

☐ Yes ☐ No


