
RN Delegation Rescinded 
 
 

Client Name______________________________ Date of Birth__________________ Apt #___________ 

Facility/Community___________________________________________ Phone #__________________ 

Reason for Rescinding Delegation (Check all that apply) 

 Client died 

 Client’s condition changed 

 Client/authorized representative requested 

 UAP unwilling to perform task 

 UAP no longer working with client 

 UAP not able to perform task correctly 

 Rescinding facility including clients and unlicensed assistive personnel.  

 Other__________________________________________________________________________ 

Task(s) 

Recinded:_____________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Name(s) of Unlicensed Assistive Personnel             All Tasks              Specific Tasks 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 Administrator Notified_________________________________   Date:________ Time:________ 

Alternative Plan for Continuing 

Task_________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

RN_____________________________ Contact #__________________________ Date______________ 


