
DOC 140301A (R 9/17) 

Airborne Infection Isolation Room Checklist 
Facility:  ________________________________   Month & Year:  ______________ 
 
• Place a “X” with the correlating days when the Isolation Room is NOT in use 
 
• Place your initials in the correlating days when room is tested AND passes testing 
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 Initial     Signature   Initial   Signature                           Initial    Signature 
_____________________           _______________________           _______________________ 
 
_____________________  _______________________     _______________________ 
 
 


