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PATIENT TRANSFER FORM

HOSPITAL {INTER-AGENCY REFERRAL)
—~)1 . PATIENT'S LAST NAME FIRST NAME M 2. SEX 3. HEALTH ISURANCE GLAIM NUMBER
! aM aF
4, PATIENT'S AQDBRESS (Sireet Number, Lity, Stste, Zip Code) 5. DATE OF BIRTH RELIGION
7. DATE OF THIS TRANSFER B. FACKLITY NAME ANG ADORESS TRANSFERAING 1O 10. PHYSICIAN IN CHARGE AT TIME OF TRANSFER
L i
! s adminission
: : Will this physician care for patiert sfter ;
{ ‘ W rew clity? DYES DINO
11. DATES OF STAY AT FACILITY | 14, PAYMENT SOUF '
S OF STAY SOURCE FOR CHARGES TO PATIENT
ADMISSION DISCHARGE | A QSELFOR €. 2 BLUE CROSS/ €. 2 PUBLIC AGENCY
. FAMILY BLUE SHIELD {GMg nama)
1] 1 L] 4 L]
B. O PAIVATE D. 2 EMPLOYER . 7 OTHER
A INSURANGE O UNION "
124, RAME AND ADDRESS OF FACILITY TRANSFERRING FRCH 128, NAME AND OF ALL HOSPTTALS AND EXTENDED CARE
mm%mmwwmmamwmm

DATE OF LAST PHYGICAL EXAMMNATION

CLINIC APPOINTMENT DATE TIME  ATTAGH TLINIC
APPOINTMENT
CARD
ettt Hame. Address Phone Hombar
6. DIMGNGSES AT TBAE OF THANSEER EWLLTWENT FELATED A O YES  BaNO
{a) Primary
b} Sectrwiary ) B
(Check if present) DIET, DRUGS, AND OTHER THERAPY
éﬁiﬂm Ixnntiosnce at Tirma of Discharge
Amputation Bladidar ‘
Paralysis Bowel
Contraciure Saliva
imoaihments None
Mentality Moderate
(Physician, plosse sign balow)
Chest X-ray date result
C.B.C. dste result
Serology date rosult
Urinalysis date rasutt
SUGGESTIONS FOR ACTIVE CARE WEKIHT BEARNG by patiert PSS tamily :
BED Fufl Partiai MNone Oiher as outinoed below
Pasition in good body alignment and on oy Stand Min, timesiday.
change position every hrs.
Avoid position LOCOMOTION SOCIAL ACTIVITIES
Prone position timesiday as tolerated. Walk ; timesiday. Encowrage group individual
within outside home.
SITIN CHAIR EXERCISES
hrs. times/day. Range of motion times/ Transport: Ambulance ___ Car
day o Car {or handicapped Bus
Signature of Physician or Nurse Bate
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Hii. PATIENT INFORMATION

: £ & BELE-CARE STATUS
! 8 %g 2 (Check level of ability. Write § In space if needs
2| 22| 2 supervision only. Draw line across if Inapplicabie)
2| ~%| 2
g g Tums ADDITIONAL PERTINENT INFOF{MATION
Es {Explain nocessary details of care, diagnosls, medicalton, treaiments,
= Sits prognosis, teaching, habits, preference, elc. Therapists
Face, Hair Amms and social warkers add signature and title to notes.)
e “Trunk & Peri
11 Lower Exirecnies
ax Hhedder éﬁmﬁ
! Extromdics
H T
= Lowar s
3 Feoding
T8
B Siting
E L
ToRel
’g Wheekchair
§ Waking
Stairs

BED Low___ Matiress: Firm___ Reg.

Ciher
Side Ralls: Yes_ . No___

BEHAVIOR
%mnolic_ Belligerent___ Noisy___
enlle____ Suspicious___ Withdrawn____

MENTAL STATUS
Alert Forgetful__ Confused_

BAIN
Severity on /G {0-10);
Location:

COMMUNICATION ABILITY
Can speak

Can write

‘Understards speaking
Understands writing
Understands gestures
Unerstands English

If no, state language spoken:

BERERE
SERNRR

RIET
Regular____ Low Salt_ Diabatic

Bland___ Low Residue

Other V. SOCIAL INFORMATION

Faods self ____ Needs help___ {Adjustmant to disability, emotional support from family, meoftivation for
Pal___ Al solf care, sociallzing abiiity, financial plan, family health problem, etc.)

BATIENT USES

Appliance Catheter___
Calostomy Cang Cnutches
Prosthesis___ Walker Chair

YTHER EQUIPMENT

Title: : Date

Soelal Welfare Agencies Active: Signature:
NSC-434 B (Rev. 4/01) FATIENT INFORMATION




