CONTINUITY OF CARE DOCUMENT

/

TRANSFER FROM (Facility/Program):

\

Place label here (Facility/Program)

\_

)

Universal Transfer Form (08/2007)

TRANSFER TO:

~

Date of transfer

-

/

PATIENT: LAST FIRST MI DOB LANGUAGE QEnglish
QOther:
DECISION MAKER: QsSelf QDurable POA (Health Care | DECISION MAKER INFORMATION: Phone (Day):
i N :
Proxy) QLegal Guardian OParent QUnknown ame Phone (Night):
If questions, call (hame): Phone: Physician Phone:
Name:
REASONS FOR TRANSFER: ( may include brief medical history )
FOLLOW-UP CARE: APPOINTMENTS:
DIAGNOSIS: PRIMARY:
(include mental Health) -
SECONDARY: QPacemaker Qinternal Cardiac
Defibrillator

VITAL Date Taken: | | Ht. Wt: BP: Temp: | Pulse: Resp: Pulse Pain: ONo QYes, Rating 0-10:
SIGNS: | Time Taken : QAM QPM | Ox: Pain Treatment:
DOCUMENTS MAR must be attached, #of Pages: UMedication Reconciliation UFace Sheet Qimmunization Records
ATTACHED: UCurrent Physician Orders #of pages: QOther: #of pages:
ADVANCED | Advanced Directive: DO NOT Resuscitate Out of Hospital DNR: DO NOT Intubate: DO NOT Hospitalize: Artificial Feeding:
CARE QYes, see attached. (DNR): QYes, see attached. QYes, see attached. QYes, see attached. QYes, see attached.

. ONo QYes, see attached. ONo ONo ONo ONo
PLANNING: QONo QuUnknown
AT RISK ALERTS: | QFall | OQHarm to self | OHarm to others | QSeizure QElopement OAspiration QOother:
GNone known QsSkin Failure (breakdown): Braden Score: Uimpaired safety awareness
ALLERGIES: (M)EDICATION (F)ooD (C)ONTACT ISOLATION/ _ UMRSA Date: Site:
UNone known (I)NHALANT (L)ATEX (O)THER EEECAUTION- QVRE Date: Site:

one
Type () Reaction: QContact: QESBL Date: Site:
_ UDroplet _

Type () Reaction: QAirborne UMDRO Date: Site:
Type () Reaction: QcC-Diff. Date:
Type () Reaction: QOther: Date: Site:
MENTAL/COGNITIVE: | Recent Changes: O No QYes, explain:
DECISION MAKING: QOindependent OModerately impaired (needs cues) QSeverely impaired
STATUS: QAlert QOriented dDementia QDelirium OLethargic dComatose QAgitated JAssaultive QWanders QConfused

COMMUNICATION:

Can SPEAK QYes UNo
Understands SPEAKING
OdYes ONo

Uses SIGNING QOYes ONo
Understands SIGN
OdYes ONo

Can WRITE QYes dNo
Understands WRITING
dYes ONo

Can GESTURE QYes QNo
Understands GESTURE
dYes ONo

SIGHT: | ONormal Qimpaired QBlind

OGlasses OContacts | HEARING: | ONormal Qimpaired ODeaf

UHearing Aid - AL/ AR

Top (white) copy goes with patient/resident upon transfer. Middle (yellow) copy keep with sending facility patient/resident records.
Bottom (Pink) copy for research pilot program.
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( See instructions on reverse side of this form)




PATIENT NAME: LAST

FIRST:

Mi

DOB

ADDRESS: Street

Apt.#

City:

State: | Zip:

Phone:

Social Security #:

MARITAL STATUS: QS OM OD QOw QODomestic Partner

RELIGION: QOCatholic QJewish OHindu QProtestant OMuslim QOther:

PAYOR: UMedicare # UOMedicaid # UNone UPending
OSee ONone QPAS Exempt: Medicaid pre-admission screening NOT done. Expected
attached length and skilled nursing facility stay 20 days or fewer.
HEALTH INSURANCE UNone Policy # Phone:
Company Name:
MEDICAL REPORTS, STUDY RESULTS: (x-ray, EKG, CT, MRI, Scan, etc.) UNone USee attached

VALUES, PROCEDURES:

(related to reasons for transfer) LAB VALUES: UNone QSee attached: SURGICAL PROCEDURES: (None USee attached

Comments:

IMMUNIZATION T.S.T. (PPD) Date: dUnknown Hepatitis A Date: duUnknown

STATUS: Influenza Date: QUnknown Hepatitis B Date: QUnknown

USee attached Pneumococcal Date: QUnknown Measles, Mumps, Rubella Date: QUnknown
history Meningococcal Date: duUnknown Varicela Date: duUnknown

D.T.P. Date: QUnknown Inactivated Poliovirus Date: QUnknown

RESPIRATORY: Delivery Device: QMask OCannula QCPAP QBPAP  QONebulizer  UOther:

QOxygen: Liters: % QSuction OTrach size: Type: OVentilator Settings:

BOWEL: QContinent Qlincontinent OOstomy QAppliance (type): Comments:

BLADDER: QContinent Qlncontinent QUrostomy OAppliance (type): Comments:

QSelf Cath  QOCatheter (type): Date last changed: Comments:

NUTRITION/ DIETARY INSTRUCTIONS: TUBE FEEDING (Type): QTPN

HYDRATION: PEG (length):

SUPPLEMENTS (type):

EATING: OSelf QOAssistance QOOther:

DENTURES: UNone

QUpper OLower QPartial

IV ACCESS: | aPIcC Size: Length: #of Lumens: | QHeparin Lock: | QPort-A-Catheter:
SKIN CARE/ ONo wounds QOTAR attached Preventive Devices/Measures/Comments:
ASSESSMENT: USee attached
WOUND SITE AND TYPE STAGE /SIZE CHARACTERISTICS TREATMENT PLAN RECENT STATUS
1 2 3 4 US Odor: QYes UNo QDate of on-set
Site: Drainage: QYes UONo _ I
OTear QTrauma QSurgical QVascular L W D Tunneling: QYes ONo Qimproving
QDiabetic QPressure related Wound Color: Qunchanged
Qworsening
1 2 3 4 US Odor: QYes UONo UDate of on-set
Site: L W D Drainage: QYes 0ONo A
UTear QTrauma QSurgical QVascular Tunneling: QYes UONo Qimproving
UDiabetic QOPressure related T W D Wound Color: Qunchanged
Qworsening

PHYSICAL
FUNCTIONS:

Recent Changes: U None QyYes, explain:

OBed Rest OBed / Chair | OAmbulation: QOAlone OAttendant QCane QCrutches OWalker QOther:

QWheelchair (type):

| OTransfer: QSelf OAssistance Q1 assistant 02 assistants

OAppliances: | QProsthesis: | OLifting Device:
UWeight Bearing: LEFT: QFull OPartial QNone | RIGHT: QFull QPartial QNone
THERAPY: aPT: aoT: QUSPEECH:
RESTRAINT: Types: Reasons for use:

PERSONAL ITEMS:

AUTHORIZATION

UCHECK IF EMERGENCY TRANSFER ( Complete all of page 1 and page 2 if time allows )

Contents Prepared Name:

Title:

Date:

‘ Time:

OAM QPM

and Completed By: Signature:

Unit:

Phone:

Top (white) copy goes with patient/resident upon transfer. Middle (yellow) copy keep with sending facility patient/resident records.
Bottom (Pink) copy for research pilot program.
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