San Diego County Mental Health Services
VITAL SIGNS/WEIGHT/HEIGHT RECORD
*Client Name:      

*Case #:      
*Program Name:      
*Date:  
     


*Time:       
	Temperature:
	     

	Pulse:
	     

	Respiration:
	     

	Weight
	     

	Height
	     

	Blood Pressure
	     


Reason Taken:       
Signature of MD, RN or LVN: 

______________________________________  

     

     
Signature






Date

Time

Printed Name:       

Staff ID Number:        
Signature of Staff:

______________________________________  

     

     
Signature






Date

Time

Printed Name:       

Staff ID Number:        
