
Bedside Question & Answer Form 
 
Please fill out this form with any questions or concerns you might have for the doctor or 
nurse who is taking care of you.  Please date and time all questions for the timeliest 
response possible. 
 
 
PATIENT  
 
Question/Concern: ______________________________________________________ 
    
   ______________________________________________________ 
 
   ______________________________________________________ 
   
   ______________________________________________________ 
 
Date/Time:  Month/Day/Year: __________________Time:_______________ 
 
 
 
 
 
PHYSICIAN / NURSE 
 
Name:             ___________________________________________________________ 
 
Date/Time:  Month/Day/Year:  ___________________ Time:___________________ 
 
Response: ____________________________________________________________ 
 
  ____________________________________________________________ 
 
  ____________________________________________________________ 
 
  ____________________________________________________________ 
 
 
 
 
 

 

     It’s OK to ASK Campaign 


