
 
 
 
 
 
 
 
 
 
 

PATIENT: LAST FIRST MI DOB LANGUAGE  �English  
�Other: 

Phone (Day): DECISION MAKER: �Self   �Durable POA (Health Care 
Proxy)   �Legal Guardian     �Parent     �Unknown 
 

DECISION MAKER INFORMATION: 
Name: 

Phone (Night): 

If questions, call (name):                      Phone: Physician 
Name: 

Phone: 

REASONS FOR TRANSFER:  ( may include brief medical history ) 
 
 
 
 
 
 
 
 
 
 

FOLLOW-UP CARE:_____________________________________________________APPOINTMENTS:______________________________________ 

PRIMARY: DIAGNOSIS: 
(include mental Health) 

SECONDARY: �Pacemaker �Internal Cardiac 
   Defibrillator 

VITAL 
SIGNS: 

Date Taken: ____l____l____ 
Time Taken :_______�AM �PM 

Ht. Wt: BP: 
     l 

Temp: Pulse: Resp: Pulse 
Ox: 

Pain: �No �Yes, Rating 0-10: 
Pain Treatment:                      

MAR must be attached, #of Pages: �Medication Reconciliation �Face Sheet �Immunization Records DOCUMENTS 
ATTACHED: �Current Physician Orders #of pages: �Other:                                                                                          #of pages: 

ADVANCED 
CARE 
PLANNING: 

Advanced Directive: 
�Yes, see attached.   
�No 

DO NOT Resuscitate 
(DNR): 
�Yes, see attached. 
�No 

Out of Hospital DNR: 
�Yes, see attached. 
�No  

DO NOT Intubate: 
�Yes, see attached. 
�No 

DO NOT Hospitalize: 
�Yes, see attached. 
�No 

Artificial Feeding: 
�Yes, see attached.   
�No 
�Unknown      

       
�MRSA Date: Site: ALLERGIES: 

�None known 
(M)EDICATION   ( F)OOD    (C)ONTACT  
(I)NHALANT        ( L)ATEX   (O)THER �VRE Date: Site: 

Type (      ) Reaction: 
 

�ESBL Date: Site: 

Type (      ) Reaction: 
 

�MDRO Date: Site: 

Type (      ) Reaction: �C-Diff. Date: 

Type (      ) Reaction: 

ISOLATION/ 
PRECAUTION: 
�None 
�Contact: 
�Droplet 
�Airborne 

�Other: 
 

Date: Site: 
  

 
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. 
 

Continuity of Care Document/Universal Transfer Form, Page 1 of 2 
( See instructions on reverse side of this form ) 

 
 

�Fall �Harm to self �Harm to others �Seizure �Elopement �Aspiration AT RISK ALERTS: 
�None known �Skin Failure (breakdown):                      Braden Score: �Impaired safety awareness    

�Other: 

MENTAL/COGNITIVE: Recent Changes:  � No   �Yes, explain:  

DECISION MAKING:  �Independent   �Moderately impaired (needs cues)   �Severely impaired 
STATUS:  �Alert  �Oriented  �Dementia  �Delirium   �Lethargic   �Comatose  �Agitated  �Assaultive  �Wanders   �Confused 
COMMUNICATION:   Can SPEAK �Yes �No 

Understands SPEAKING 
�Yes �No 

Uses SIGNING �Yes �No 
Understands SIGN 
�Yes �No 

Can WRITE  �Yes �No 
Understands WRITING 
�Yes �No 

Can GESTURE �Yes �No 
Understands GESTURE 
�Yes �No 

SIGHT: �Normal  �Impaired  �Blind �Glasses   �Contacts  HEARING: �Normal  �Impaired  �Deaf �Hearing Aid - �L / �R    

Universal Transfer Form (08/2007)

TRANSFER TO: 
  
___________________________________________________
 
 
___________________________________________________
 
Date of transfer_____________________________________ 

CONTINUITY OF CARE DOCUMENT 
 

TRANSFER FROM (Facility/Program): 
 

__________________________________________________ 
 
 
__________________________________________________ 
 

Place label here (Facility/Program) 



 

  
T.S.T. (PPD) Date: �Unknown  Hepatitis A Date: �Unknown 
Influenza Date: �Unknown  Hepatitis B Date: �Unknown 
Pneumococcal Date: �Unknown  Measles, Mumps, Rubella Date: �Unknown 
Meningococcal Date: �Unknown  Varicela Date: �Unknown 

IMMUNIZATION 
STATUS: 
�See attached 
   history 

D.T. P. Date: �Unknown  Inactivated  Poliovirus Date: �Unknown       
RESPIRATORY: Delivery Device:  �Mask    �Cannula    �CPAP     �BPAP      �Nebulizer      �Other:     

�Oxygen:                Liters:                % �Suction �Trach size:             Type:     �Ventilator Settings:                                   

BOWEL:   �Continent    �Incontinent    �Ostomy       �Appliance (type): Comments:                          

BLADDER:  �Continent    �Incontinent    �Urostomy    �Appliance (type): Comments:                          

�Self Cath     �Catheter (type):                                                      Date last changed: Comments:                         
NUTRITION/ 
HYDRATION:  

DIETARY INSTRUCTIONS: 
 

TUBE FEEDING (Type):                      
PEG (length): 

�TPN 

SUPPLEMENTS (type): EATING:  �Self   �Assistance   �Other:        DENTURES: �None 
�Upper   �Lower   �Partial    

IV ACCESS:  �PICC                   Size:               Length:                 #of Lumens: �Heparin Lock:   �Port-A-Catheter:        
SKIN CARE/ 
ASSESSMENT: 

�No wounds    �TAR attached 
�See attached 

Preventive Devices/Measures/Comments: 

WOUND SITE AND TYPE STAGE / SIZE CHARACTERISTICS TREATMENT PLAN RECENT STATUS 
1    2    3   4   US  

Site:______________________________ 
�Tear  �Trauma  �Surgical  �Vascular  
�Diabetic  �Pressure related 

L W D 

Odor:         �Yes   �No 
Drainage:   �Yes   �No 
Tunneling:  �Yes   �No 
Wound Color:________ 

 
 
 
 

�Date of on-set 
    ___/____/____    
�improving 
�unchanged 
�worsening 

1    2    3   4   US 

L W D 

 
Site:_____________________________ 
�Tear  �Trauma  �Surgical  �Vascular  
�Diabetic   �Pressure related L W D 

Odor:         �Yes   �No 
Drainage:   �Yes   �No 
Tunneling:  �Yes   �No 
Wound Color:________ 

 �Date of on-set 
     ___/____/____   
�improving 
�unchanged 
�worsening 

        
PHYSICAL 
FUNCTIONS: 

Recent Changes:  � None   �Yes, explain: 
 

�Bed Rest   �Bed / Chair   �Ambulation:   �Alone   �Attendant   �Cane   �Crutches   �Walker �Other: 
�Wheelchair  (type):                                                         �Transfer:  �Self  �Assistance  �1 assistant  �2 assistants 
�Appliances: �Prosthesis: �Lifting Device: 
�Weight Bearing:  LEFT:  �Full    �Partial    �None      RIGHT:  �Full    �Partial    �None     

THERAPY: �PT:                                                              �OT:                                                                       �SPEECH:    

RESTRAINT:  Types:  
 

Reasons for use: 

PERSONAL ITEMS:         
AUTHORIZATION           �CHECK IF EMERGENCY TRANSFER  ( Complete all of page 1 and page 2 if time allows ) 

Name: Title: Date: Time:         �AM �PM Contents Prepared 
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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( See instructions on reverse side of this form ) 
 
 

PATIENT NAME: LAST FIRST: 
 

MI DOB 

ADDRESS: Street Apt.# City: State: Zip: Phone: Social Security #: 
            I              I 

MARITAL STATUS:  �S   �M  �D   �W  �Domestic Partner RELIGION:  �Catholic  �Jewish  �Hindu  �Protestant  �Muslim �Other: 
�Medicare #                                                                            
�None 

�Medicaid #                                                                    �None  �Pending  
�PAS Exempt: Medicaid pre-admission screening NOT done. Expected 
length and skilled nursing facility stay 20 days or fewer. 

PAYOR: 
�See 
   attached 

HEALTH INSURANCE   �None 
Company Name:   

Policy # Phone: 

STUDY RESULTS: (x-ray, EKG, CT, MRI, Scan, etc.)     �None   �See attached MEDICAL REPORTS, 
VALUES, PROCEDURES: 
(related to reasons for transfer) LAB VALUES:    �None  �See attached: SURGICAL PROCEDURES: �None  �See attached 

Comments: 
 


