Oregon RN Delegation Complete Instruction Manual
Streamlined instructions checklists and documentation examples
Resident assessment through ending authorization
Purpose
This manual follows the complete documentation workflow for Oregon RN delegation. Use each part with the corresponding form. Entries must remain resident specific, procedure specific, UAP specific when applicable, current, and supported by RN clinical judgment.
Important: Examples are prompts, not boilerplate. Replace them with the actual findings, people, procedure, dates, and actions.
Delegation workflow
	Step
	Form or record
	RN task

	1
	Resident assessment
	Assess condition, procedure, environment, safety criteria, and delegation suitability.

	2
	UAP competency validation
	Educate, provide instructions, evaluate the named UAP, and directly validate accurate performance.

	3
	Initial authorization
	Authorize the named UAP only after all prior steps are complete. Maximum 90 days.

	4
	Periodic evaluation and reauthorization
	Before expiration, reassess the resident, review documentation, address questions, directly observe the UAP, and reauthorize for no more than 180 days.

	5
	Ending authorization
	End promptly when a qualifying condition occurs. Stop unauthorized performance and maintain safe care.


Core documentation rules
☐ Only the RN makes the delegation, authorization, reauthorization, and ending decisions.
☐ Link every form to the same resident, exact procedure, current order, instructions, and named UAP.
☐ Use objective findings, direct observations, dates, values, trends, resident response, and RN conclusions.
☐ Do not leave blanks. Use None identified after assessment or Not applicable with the reason when accurate.
☐ Do not backdate. Maintain licensed or otherwise authorized care whenever delegation has not begun, has expired, or is unsafe.

Part 1
Resident Assessment
How to complete the Resident Client Assessment form
1 Assessment and procedure identification
Resident or Client
Complete: Enter the full legal name and a facility-approved second identifier.
Include: Date of birth or medical record number; verify identity before assessment.
Example: Jordan Lee, DOB 04/12/1942, MRN 004781
Assessment Date and Time
Complete: Record when the RN directly assessed the resident.
Include: Actual date/time; separately identify later record review when applicable.
Example: 08/19/2026 at 2:15 p.m.; MAR, glucose log, and progress notes reviewed the same date.
Assessment Type
Complete: Check Initial, Periodic, and/or Change in Condition as applicable.
Include: Reason for assessment and current authorization expiration date for periodic review.
Example: ☒ Periodic. Current authorization expires 08/30/2026; also reviewed after two fasting readings below baseline.
Medical Order and Nursing Procedure
Complete: Accurately transcribe the current order and name the exact procedure considered for delegation.
Include: Medication/task, dose, route/site, time/frequency, parameters, and order date.
Example: Order 07/30/2026: insulin glargine 10 units SQ at 8 p.m.; hold and notify RN for CBG <80 mg/dL. Procedure: evening CBG and insulin administration by pen.
2 Resident assessment and evaluation
Condition Related to Procedure
Complete: Describe the condition creating the need for the procedure and state whether it is stable and predictable.
Include: Diagnosis, duration, baseline, recent changes, relevant history, and RN conclusion.
Example: Type 2 diabetes on unchanged basal insulin since 07/30/2026. CBG 92–168 mg/dL from 08/01–08/19, except one 76 corrected per protocol. No acute illness or dose change. Pattern is stable and predictable at this time.
Current Relevant Findings
Complete: Document focused findings that affect safe performance and give the RN conclusion.
Include: Symptoms, measurements, cognition/cooperation, skin/site, intake, mobility/dexterity, labs/trends, and sources reviewed.
Example: Alert and cooperative; denies hypoglycemia symptoms; ate 75% of lunch; CBG 128 mg/dL; abdomen intact without injection-site concerns. Findings support use of current written instructions.
Response to Procedure or Treatment
Complete: Describe usual/recent response and whether outcomes are predictable.
Include: Desired effect, tolerance, adverse effects, complications, refusals, and supporting records.
Example: Tolerates fingerstick and glargine without distress or site reaction. One low reading responded to protocol, repeat CBG 101 after 15 minutes. Response is predictable when parameters are followed.
Other Health Problems Affecting Safety
Complete: Identify other factors and explain their effect and safeguards.
Include: Comorbidities, medications, cognition/behavior, nutrition, infection, organ impairment, falls, and sensory limits—or what was assessed if none.
Example: Mild cognitive impairment limits self-management but resident cooperates. Variable appetite increases hypoglycemia risk; confirm intake and report <50%. Apixaban increases bruising risk; use gentle technique and pressure.
Earlier Reassessment Triggers
Complete: List specific events requiring RN notification and reassessment before the planned date.
Include: Changes in condition, order, response, environment/equipment, UAP performance, staffing, or RN availability.
Example: Reassess for order change; symptomatic hypoglycemia; two CBGs <80 or >300 in 7 days; repeated refusal; acute illness; intake <50% for two meals; new confusion; site breakdown; equipment change; or UAP error.
3 Environment of care
Environment Assessment
Complete: Assess where and under what conditions the procedure will occur.
Include: Lighting, cleanliness, privacy, workspace, hand hygiene, storage, instructions/documentation, emergency access, and resident-specific factors.
Example: Locked, well-lit medication room with clean work surface and handwashing supplies. Resident-specific instructions, MAR, glucose log, and emergency contacts are accessible.
Equipment and Supplies
Complete: List required items and verify they are available and safe.
Include: Condition, cleanliness, labeling, expiration, storage, quality control/calibration, and disposal.
Example: Resident-labeled insulin pen, needles, meter, unexpired strips/lancets, gloves, sharps container, and hypoglycemia supplies present. QC check 08/18/2026 within range; insulin label and dates current.
Safety Concerns
Complete: Document hazards, their relevance, and safeguards. Do not write only “none.”
Include: Interruptions, lighting, missing supplies, storage, infection control, unavailable instructions, resident behavior, staffing, and emergency delays.
Example: No immediate barrier. Risks are medication-pass interruptions and variable intake. No-interruption zone used; UAP must complete label checks and confirm intake. Rescue supplies available.
UAP Availability
Complete: Confirm authorized coverage when the procedure is due, including backup.
Include: Schedule/coverage and contingency if no authorized UAP is available; evaluate each UAP separately for competency and willingness.
Example: Authorized evening UAP and backup are on the roster. If neither is available, staff contact the RN/administrator and use the licensed-nurse contingency plan.
Actions Needed Before Delegation
Complete: List each prerequisite, owner, and how the RN will verify completion.
Include: Order clarification, supplies/storage correction, written instructions, care-plan update, teaching, or competency validation—or why none are needed.
Example: Before authorization: RN updates hold/meal parameters and validates each UAP; medication manager replaces sharps container; service plan identifies both procedures. RN verifies completion before delegation begins.
4 Resident focused safety determinations
Mark Yes or No and add resident-specific evidence for every criterion. Criteria h and i are UAP-specific and belong on the separate UAP evaluation.
a Stable and predictable
Complete: Compare the current pattern with baseline and explain why response can be predicted.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—Dose unchanged since 07/30; CBG trend and response remain within assessed baseline; no acute illness.
b No RN assessment during performance
Complete: Explain why fixed instructions are enough and identify stop/contact triggers.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—Routine observations and ordered CBG do not require an RN bedside assessment; symptoms, refusal, or readings outside parameters require stopping and calling the RN.
c No interpretation or independent decision making
Complete: Identify fixed parameters and actions that remove UAP discretion.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—UAP follows the exact order and algorithm; UAP does not select doses, change parameters, or interpret trends.
d Results reasonably predictable
Complete: State the expected result and evidence of consistent response.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—Resident consistently tolerates the same procedure and dose without acute reaction.
e Consequences not life threatening and risk minimal
Complete: Name actual risks and the safeguards that reduce them.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—Stable condition, fixed dose, hold/emergency parameters, resident-specific validation, label checks, secure storage, and rescue supplies reduce risk to minimal.
f Environment supports safety
Complete: Reference the assessed setting, supplies, instructions, records, and emergency access.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—Clean workspace, hand hygiene, secure medication, functioning meter, sharps disposal, MAR/instructions, and emergency contacts are available.
g Frequency supports safe performance
Complete: State frequency and how proficiency will be maintained.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—Procedure occurs daily; each authorized UAP performs it regularly. RN reassesses sooner if frequency decreases or concerns arise.
j RN resources and availability
Complete: Describe ongoing RN assessment, competency oversight, communication, and backup.
Include: Select Yes or No; cite concise evidence from this assessment.
Example: Yes—RN is available by phone, reviews exceptions, reassesses as indicated and before expiration, and directly observes UAP performance; backup RN coverage is identified.
If No: Document the barrier and safe interim care. Resolve and verify it before proceeding, defer the decision, or do not delegate.
5 RN clinical decision
Delegation Decision
Complete: Select Proceed only when all resident-focused criteria are met.
Include: This decision allows UAP teaching/evaluation to continue; it does not itself authorize a UAP.
Example: ☒ Safe to proceed based on current condition, environment, procedure, and safeguards. Complete UAP teaching and direct competency validation before authorization.
Decision Deferred or Not to Delegate
Complete: Select the applicable option and provide a safe interim plan.
Include: Specific barrier, immediate care plan, person notified, date, and follow-up.
Example: ☒ Deferred: order lacks instructions for CBG <80. Clarification requested 08/19/2026; administrator notified. Licensed nurse will perform procedure until clarified and delegation is completed.
Communication of Decision
Complete: Record who was informed and when.
Include: Name, role, date/time; include resident/representative and care team as appropriate.
Example: Communicated to Morgan Reyes, Administrator, and Taylor Chen, Medication Manager, on 08/19/2026; resident informed in understandable language.
RN Rationale and Plan
Complete: Summarize why the evidence supports the decision and what happens next.
Include: Key findings, unresolved risks, monitoring, owners, next steps, and earlier-review triggers.
Example: Diabetes is stable/predictable; fixed instructions require no UAP interpretation; expected outcomes are predictable; safeguards minimize risk; environment and RN resources are adequate. Finalize instructions, validate each UAP, issue time-limited authorizations, update service plan, and monitor exceptions.
Next Resident Assessment Due
Complete: Choose a date based on risk and before authorization expires.
Include: Initial authorization ≤90 days; reauthorization ≤180 days after periodic evaluation; reassess earlier for listed triggers.
Example: Due no later than 11/17/2026, before the planned 90-day authorization expires, or earlier for any listed change.
6 RN attestation
RN Printed Name
Complete: Enter the RN's full name and credential.
Include: Name must clearly identify the responsible RN.
Example: Avery Morgan, RN
RN Signature
Complete: Use an approved handwritten or authenticated electronic signature.
Include: Only the responsible RN signs.
Example: Avery Morgan, RN [authenticated electronic signature]
Date and Time
Complete: Record when the RN completed and attested to the assessment.
Include: Date/time should align with the workflow and precede UAP authorization.
Example: 08/19/2026 at 4:10 p.m.
Final RN checklist
☐ Resident identity, date/time, assessment type, current order, and exact procedure are clear.
☐ Baseline, focused findings, trends, resident response, and RN conclusions are documented.
☐ Other health problems and their effect on safety are analyzed.
☐ Earlier reassessment triggers are specific and measurable.
☐ Actual care environment, supplies, storage, infection control, coverage, and emergency access were assessed.
☐ Criteria a–g and j each have a Yes/No selection and resident-specific evidence.
☐ Criteria h–i, teaching, direct observation, competency, and UAP willingness/ability are on the UAP record.
☐ Decision matches the evidence; safe care is maintained if deferred or declined; appropriate people were notified.
☐ Assessment date precedes authorization expiration; RN name, signature, date, and time are complete.
☐ Written instructions are accessible; service plan is current; authorization is resident-specific, time-limited, and nontransferable.


Part 2
UAP Competency Validation
How to complete the UAP Competency Validation form
1 Identification
UAP Printed Name
Complete: Enter the full legal or employee name of the UAP being evaluated.
Include: Use the name that clearly links to personnel and authorization records.
Example: Keeley Sayers
Competency Validation Date and Time
Complete: Record when the RN completed observation and reached the determination.
Include: Actual date and time. Do not use the later authorization time.
Example: 08/18/2026 at 2:30 p.m.
Nursing Procedure
Complete: Name the exact resident specific procedure.
Include: Resident, medication/task, dose or method, device, route/site, time, and instruction date when applicable.
Example: Jordan Lee: CBG by facility glucometer and insulin glargine 10 units SQ by insulin pen at 8 p.m., per instructions dated 08/18/2026.
Validation Type
Complete: Select Initial, Periodic, or Repeat Following Deficiency.
Include: Explain combined or unusual circumstances in the RN findings.
Example: ☒ Initial. UAP has not previously been authorized by this RN for this resident and procedure.
Method Used
Complete: Select With Resident or Simulation.
Include: Periodic evaluation requires direct observation. For initial simulation, reproduce resident specific equipment, sequence, risks, and instructions.
Example: ☒ With Resident. RN directly observed the full procedure during the scheduled 8 p.m. medication pass.
2 Required UAP determinations
Necessary Skills Education and Instructions
Complete: Confirm education and current resident specific instructions were provided before performance evaluation.
Include: Topics, materials, instruction date, and how the RN checked understanding.
Example: Yes. RN reviewed purpose, baseline, ordered parameters, pen steps, infection control, signs requiring action, emergency response, and MAR documentation using instructions dated 08/18/2026. UAP completed teach back accurately.
Necessary Skills Ability to Learn and Perform
Complete: Document objective evidence that the UAP can learn and safely complete the procedure.
Include: Communication, reading, calculations/device use, sequence, identification, infection control, observation, reporting, and documentation.
Example: Yes. UAP explained instructions, identified resident/order, set the correct dose, selected and rotated the site, disposed of the needle safely, stated hold/report parameters, and documented without cueing.
Willing and Able
Complete: Record the UAP's own statement of willingness and ability.
Include: Questions, limitations, concerns, and commitment to follow instructions and contact the RN rather than deviate.
Example: UAP stated, “I am willing and able to perform this procedure for Jordan Lee as instructed and will contact the RN for any uncertainty.” No limitation identified.
3 Initial performance evaluation
RN Directly Observed Performance
Complete: Mark Yes only when the RN observed the method documented on the form.
Include: Setting, resident/equipment used, completeness, and level of prompting.
Example: Yes. RN observed the complete procedure at 8 p.m. using Jordan Lee's insulin pen and current MAR. UAP completed all steps without prompting.
Procedure Performed Accurately
Complete: Compare every step with the written instructions.
Include: Correct steps, errors, cues, repeat attempts, critical safety behaviors, and any instruction change.
Example: Yes. UAP completed identification, hand hygiene, order/label/dose checks, CBG review, pen priming, 10 unit dose, site rotation, injection, disposal, monitoring, and MAR entry accurately.
Questions Addressed
Complete: Offer the UAP and resident an opportunity to ask questions, then document the response.
Include: Question or concern, RN answer/action, and instruction update when needed. Use None raised only after asking.
Example: UAP asked when to hold insulin for reduced intake. RN reviewed the order and stop/contact instructions. Resident specific instructions were updated before authorization.
4 Periodic performance evaluation
Documentation Verified
Complete: Review the UAP's documentation since the prior authorization.
Include: Records and dates reviewed, completeness, accuracy, exceptions, notifications, follow up, and corrections.
Example: MAR and CBG entries from 10/20 to 11/05 reviewed. Values, dose, site, exceptions, notifications, and follow up were complete and accurate. No late or missing entry identified.
Questions or Concerns Addressed
Complete: Ask both the UAP and resident when possible.
Include: Concern, resolution, instruction/order clarification, and date.
Example: UAP reported no equipment concern. Resident stated the procedure is explained and tolerated. RN clarified the new provider parameter and replaced the instruction sheet before observation.
Direct Observation of Accurate Performance
Complete: Directly observe the complete procedure during periodic evaluation.
Include: Resident, setting, equipment, steps, cueing/correction, and response.
Example: RN observed the full scheduled procedure with the resident on 11/05/2026. UAP followed current instructions without prompting or deviation; resident tolerated the procedure.
Skills and Willingness Continue
Complete: Reassess both necessary skills and willingness/ability.
Include: Current technique, recognition of reporting triggers, documentation, limitations, and UAP statement.
Example: UAP demonstrated correct technique, identified reporting triggers, documented accurately, and confirmed willingness and ability to continue for this resident.
5 RN competency determination
Validated Accurate Performance
Complete: Select only when all required evidence supports competency.
Include: Reference the UAP, resident, procedure, validation type, and separate authorization step.
Example: ☒ RN validated accurate performance. Separate initial authorization completed effective 08/18/2026 at 3 p.m.
Not Demonstrated or Incomplete
Complete: Select the most accurate outcome when the UAP does not meet requirements.
Include: Deficiency, immediate safety action, retraining, repeat observation, notifications, and interim care provider.
Example: ☒ Not demonstrated. UAP selected an incorrect dose during simulation and did not detect the error. UAP may not perform. RN retrained the UAP, arranged licensed nurse coverage, and scheduled repeat observation for 08/20/2026.
Nursing Rationale and Follow Up
Complete: Summarize the evidence and next steps.
Include: Prompting level, critical steps, resident specific risks/triggers, documentation, determination, authorization plan, and earlier review triggers.
Example: UAP completed all critical steps without prompting, stated risks/reporting triggers, and documented correctly. Competency validated for this resident and procedure. RN will issue separate time limited authorization and reevaluate earlier for any error, order/procedure change, concern, or reduced practice frequency.
Communication of Determination
Complete: Record who received the determination and when.
Include: UAP and appropriate administrator, medication manager, resident/representative, or care team when applicable.
Example: Determination communicated to Keeley Sayers and Morgan Reyes, Administrator, on 08/18/2026.
6 RN attestation
RN Printed Name
Complete: Enter the responsible RN's full name and credential.
Include: Name must identify the RN who completed the evaluation.
Example: Avery Morgan, RN
RN Signature
Complete: Sign only after evaluation and findings are complete.
Include: Use an approved handwritten or authenticated electronic signature. No one else signs for the RN.
Example: Avery Morgan, RN [authenticated electronic signature]
Date and Time
Complete: Record when the RN completed and attested to the form.
Include: The sequence should show validation before authorization or reauthorization.
Example: 08/18/2026 at 2:30 p.m.
Initial and periodic requirements
	Type
	Required evidence
	After validation

	Initial
	Education and resident specific instructions; UAP questions; direct evaluation; accurate performance; willingness and ability.
	Complete a separate authorization for no more than 90 days and update the plan of care.

	Periodic
	Documentation review; UAP/resident questions or concerns; direct observation; continued skills and willingness/ability.
	Complete separate reauthorization for no more than 180 days or do not reauthorize.


Final RN checklist
☐ Form clearly links to the correct resident, UAP, exact procedure, and current instructions.
☐ Resident assessment and medical order are current; education and instructions came before evaluation.
☐ Necessary skills and willingness/ability include objective evidence and the UAP's own statement.
☐ All required initial or periodic elements are documented for the selected validation type.
☐ Periodic evaluation includes documentation review, questions or concerns, and direct observation.
☐ Any error or deficiency includes a stop action, safe interim care, retraining, and repeat observation plan.
☐ RN determination matches the findings and was communicated to appropriate people.
☐ Authorization or reauthorization is separate, begins after validation, and contains exact effective and expiration dates.
☐ RN printed name, signature, date, and time are complete.


Part 3
Initial Authorization
How to complete the Initial RN Delegation UAP Authorization form
Complete this form only after the resident assessment, UAP education, resident specific instructions, questions, performance evaluation, and accurate performance validation are complete. Initial authorization may not exceed 90 days.
Resident or Client
Complete: Enter the resident's full legal name and an approved second identifier.
Include: Match the assessment, instructions, service plan, and competency record.
Example: Jordan Lee, DOB 04/12/1942, MRN 004781
Delegated Nursing Procedure
Complete: Name the exact ordered procedure being authorized.
Include: Medication/task, dose or method, route/site, time, order date, and instruction date when applicable.
Example: Evening CBG and insulin glargine 10 units SQ by insulin pen at 8 p.m., per order 07/30/2026 and instructions 08/19/2026.
UAP Printed Name
Complete: Enter each UAP individually. One line equals one authorization.
Include: Full legal or employee name. Never use all med techs or a group name.
Example: Keeley Sayers
UAP Signature
Complete: Obtain after the UAP reviews instructions, asks questions, and agrees to follow directions.
Include: Approved signature and signing date/time if the form allows.
Example: Keeley Sayers [signature], 08/19/2026 at 4:05 p.m.
Effective Date and Time RN Only
Complete: Enter when the named UAP's authority begins.
Include: Must follow completion of assessment, education, instructions, evaluation, validation, and the RN decision.
Example: 08/19/2026 at 4:15 p.m.
Expiration Date RN Only
Complete: Enter the exact end date, no more than 90 days after the initial authorization begins.
Include: Choose a shorter period when resident risk, procedure risk, UAP performance, frequency, or RN familiarity warrants.
Example: 11/17/2026 at 4:15 p.m. Periodic evaluation scheduled no later than 11/10/2026.
RN Initials Each UAP Line
Complete: Initial only after independently authorizing that named UAP.
Include: Use consistent initials matching the RN signature record.
Example: AM
RN Printed Name Signature and Initials
Complete: Identify and sign as the RN responsible for all authorization lines.
Include: Full name/credential, approved signature, and matching initials.
Example: Avery Morgan, RN [authenticated signature], initials AM
After authorization
☐ Current resident specific instructions are accessible to the UAP.
☐ Service plan identifies the delegated procedure.
☐ Authorized UAP list and contingency plan are communicated.
☐ Periodic resident assessment and UAP observation are scheduled before expiration.
☐ Authorization ends sooner if a qualifying condition occurs.
Initial authorization checklist
☐ Resident and procedure match all companion records.
☐ Every UAP completed education, evaluation, questions, and accurate performance validation before the effective time.
☐ Each effective date/time and expiration date was completed by the RN and does not exceed 90 days.
☐ RN initials appear on every line and match the RN signature record.
☐ Instructions are accessible, service plan is updated, and periodic review is scheduled.


Part 4
Periodic Evaluation and Reauthorization
How to complete the RN Delegation UAP Reauthorization form
Complete periodic inspection and evaluation before the current authorization expires. Confirm the resident and environment remain safe, review UAP documentation, address questions or concerns, and directly observe each UAP being reauthorized. Reauthorization may not exceed 180 days from the periodic evaluation date.
Required before using the form
☐ Resident reassessed in the actual environment of care.
☐ Safety criteria a through j continue to be met.
☐ UAP documentation reviewed for completeness, accuracy, and exceptions.
☐ Resident and UAP questions or concerns addressed.
☐ RN directly observed accurate performance by each UAP.
☐ Current instructions are accessible and amended when needed.
Resident or Client
Complete: Enter the resident's full name and approved second identifier.
Include: Match the periodic assessment, observation, and prior authorization.
Example: Jordan Lee, DOB 04/12/1942, MRN 004781
Delegated Nursing Procedure
Complete: Identify the exact unchanged procedure evaluated.
Include: If the order or procedure materially changed, complete needed reassessment, instruction, and validation rather than treating it as unchanged.
Example: Evening CBG and insulin glargine 10 units SQ by pen at 8 p.m.; current order verified 11/05/2026.
UAP Printed Name and Signature
Complete: Reauthorize only each UAP personally evaluated and directly observed.
Include: Individual full name; signature after current instructions and questions are reviewed.
Example: Keeley Sayers [signature], 11/05/2026 at 3:35 p.m.
Effective Date and Time RN Only
Complete: Enter the start of the new authorization period after periodic evaluation is complete.
Include: Avoid a gap, but never backdate.
Example: 11/05/2026 at 3:45 p.m., immediately after completed periodic evaluation.
Expiration Date RN Only
Complete: Enter the exact end date based on clinical judgment.
Include: No more than 180 days from the periodic evaluation date, even when the effective date is later.
Example: 05/04/2027 at 3:45 p.m., 180 days from evaluation on 11/05/2026. Next review due before expiration.
RN Initials and Signature Record
Complete: Initial each UAP line and complete the responsible RN signature record.
Include: Printed name/credential, approved signature, date/time, and matching initials.
Example: Avery Morgan, RN [authenticated signature], 11/05/2026 at 3:45 p.m.; initials AM
Supporting Clinical Rationale
Complete: Document why the selected reauthorization period is appropriate in the supporting periodic record.
Include: Resident baseline, order changes, documentation review, observation, frequency, risks, and earlier review triggers.
Example: Resident remains at baseline; order unchanged; documentation complete; UAP performed all steps accurately and stated reporting triggers. Procedure occurs five shifts weekly. RN selected 180 days with earlier review for condition, order, performance, staffing, or environment changes.
Reauthorization checklist
☐ Periodic evaluation completed before the prior authorization expired.
☐ Resident assessment, safety criteria, documentation review, questions, and direct observation are documented.
☐ Every reauthorized UAP demonstrated accurate performance and remains willing and able.
☐ Expiration is no more than 180 days from the periodic evaluation date.
☐ Current instructions are accessible and the next review is scheduled before expiration.


Part 5
Ending Authorization
How to complete the Ending RN Delegation UAP Authorization form
End authorization when the qualifying circumstance occurs or is identified. Do not wait for the expiration date. When safety is in question, immediately stop UAP performance and arrange a safe method for delivering the ordered care.
Resident or Client
Complete: Enter the resident's full name and approved second identifier.
Include: Match the authorization being ended.
Example: Jordan Lee, DOB 04/12/1942, MRN 004781
Delegated Nursing Procedure
Complete: Identify the exact procedure whose authorization is ending.
Include: If only part of a combined authorization ends, state what remains active.
Example: Insulin glargine 10 units SQ at 8 p.m. CBG authorization remains active unless separately ended.
Reason authorization is ending
Medical order discontinued
Complete: Select when applicable and document the reason.
Include: Record the order date/time and verification source.
Example: Signed order dated 09/02/2026 at 10:15 a.m.; verified in eMAR.
UAP no longer works with resident
Complete: Select when applicable and document the reason.
Include: Document termination, transfer, role or assignment change, or last shift.
Example: UAP's last shift serving resident was 09/01/2026; employment ended 09/02/2026.
RN cannot provide ongoing oversight
Complete: Select when applicable and document the reason.
Include: Explain loss of RN availability/resources and the transition plan.
Example: RN contract ends 09/15/2026; successor RN has not assumed oversight. Licensed nurse coverage arranged effective 09/15/2026.
Delegation no longer safe
Complete: Select when applicable and document the reason.
Include: Describe the resident, order, procedure, environment, or UAP change causing criteria to fail.
Example: Resident developed recurrent symptomatic hypoglycemia and variable dosing requiring RN interpretation. Authorization ended pending reassessment and clarification.
RN professional relationship ended
Complete: Select when applicable and document the reason.
Include: Record discharge, transfer, RN departure, or other end of relationship.
Example: Resident discharged to skilled nursing on 09/08/2026 at 1 p.m.; RN relationship ended at discharge.
UAP no longer capable or other reason
Complete: Select when applicable and document the reason.
Include: Use objective evidence and explain how the facts affect safety or RN duties.
Example: UAP omitted dose verification after retraining. Delegation no longer safe; authorization ended and UAP removed from assignment.
UAP Authorizations Ended
Complete: List every UAP whose authorization ends.
Include: Individual full name, actual effective ended date/time, and RN initials. Attach a named roster if more space is needed.
Example: Keeley Sayers; ended 09/03/2026 at 2:20 p.m.; AM
Care Team Notification
Complete: Notify everyone who needs to prevent unauthorized performance and maintain continuity.
Include: Name/role, method, receipt when relevant, notified date/time, and RN initials.
Example: Morgan Reyes, Administrator, notified by verbal handoff at 2:25 p.m.; Taylor Chen, Medication Manager, secure EHR message at 2:30 p.m.; AM
RN Signature Record
Complete: Complete after the reason, affected UAPs, timing, and notifications are documented.
Include: Printed name/credential, approved signature, and initials matching all lines.
Example: Avery Morgan, RN [authenticated signature]; initials AM
Continuity and record cleanup
☐ Document who will perform the procedure and the effective date/time of coverage.
☐ Update service plan, MAR/TAR assignments, active roster, instructions, and communication tools.
☐ Remove or clearly mark obsolete active copies while retaining the historical record.
☐ If delegation may resume later, complete required reassessment, remediation, validation, and a new authorization. Do not reactivate the old line.
Ending authorization checklist
☐ Resident, procedure, reason, action, and exact ended date/time are clear.
☐ Every affected UAP is individually identified.
☐ Unsafe performance stopped immediately and continuity is documented.
☐ Required care team notifications include method and date/time.
☐ Active systems no longer show invalid authorization.
☐ RN name, signature, and initials are complete and consistent.


Complete Delegation Record Audit
☐ Current order clearly supports the exact nursing procedure.
☐ Resident assessment supports every applicable safety criterion and includes earlier reassessment triggers.
☐ Resident specific written instructions are current and accessible.
☐ Each named UAP has education, questions addressed, objective skill evidence, direct performance validation, and willingness/ability documented.
☐ Authorization began only after required steps and includes exact dates within the allowed period.
☐ Service plan, staff assignments, active roster, MAR/TAR, and contingency coverage agree with the authorization record.
☐ Periodic evaluation occurs before expiration and includes resident assessment, record review, questions, and direct UAP observation.
☐ Changes, errors, or unsafe conditions trigger prompt reassessment, remediation, or ending authorization.
☐ All forms identify the responsible RN and create a clear chronological record.
Common problems to avoid
	Avoid
	Use instead

	Signature pages as sole evidence
	Linked assessment, instructions, education, observation, competency, decision, and follow up records.

	Generic or copied rationale
	Resident, procedure, UAP, current findings, RN conclusion, action, and date/time.

	Experience as competency proof
	Current direct observation of accurate resident specific performance.

	Blank fields
	Assessed finding, None identified, or justified Not applicable.

	Backdated or expired authorization
	Exact dates showing completion before authorization and timely periodic review.

	Unsafe continuity gap
	Named licensed or authorized person providing care while delegation is unavailable.

	Old authorization reused
	New assessment, validation, and authorization when delegation resumes after ending.


Official Oregon sources
OAR 851-047-0030 General Provisions: https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=316613
OAR 851-047-0045 Initial Delegation: https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=316621
OAR 851-047-0050 Periodic Inspection and Evaluation: https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=316622
OAR 851-047-0060 Ending Authorization: https://secure.sos.state.or.us/oard/displayDivisionRules.action?selectedDivision=3931
Reference status: Based on Oregon administrative rules cited in the source manuals. Confirm current rules and agency guidance. This operational guide does not replace RN clinical judgment or legal advice.
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