NEW JERSEY UNIVERSAL TRANSFER FORM

(Items 1 — 29 must be completed)

1. TRANSFER FROM: 2. DATE OF TRANSFER:

TRANSFER TO: TIME OF TRANSFER: Oam/dPM

3. PATIENT NAME: 4. LANGUAGE: [ English [] Other:

Last First Name and Nickname MI
PATIENT DOB (mm/dd/yyyy): GENDER [M [IF 6. CODESTATUS: [JDNR [J]DNH [JDNI

5. PHYSICIAN NAME PHONE [] out of Hospital DNR Attached

7. CONTACT PERSON RELATIONSHIP Check if Contact Person:

PHONE (Day) (Night) (cel) [ Health Care Representative/Proxy [] Legal Guardian
NAME OF [J HEALTH CARE REPRESENTATIVE/PROXY

OR [J LEGAL GUARDIAN, IF NOT CONTACT PERSON:
PHONE (Day) (Night) (Cell)

8. REASONS FOR TRANSFER: (Must include brief medical history and recent changes in physical function or cognition.)

V/S: BP P R T PAIN: [INone []Yes, Rating Site Treatment

9. PRIMARY DIAGNOSIS [J Pacemaker 20. AT RISK ALERTS: [CINone
Secondary Diagnosis [ Internal Defib. Cralls [dPressure Ulcer [CJAspiration
Mental Health Diagnosis (if applicable) Clwanders  [IElopement Cseizure

10. RESTRAINTS: [No [JYes (describe) Harm to: CONnA - [dself [others

11. RESPIRATORY NEEDS: [INone  [JOxygen-Device Flow Rate Weight Bearing Status: [CINone
[Icpap [OBPAP  [Trach [IVent [Related details attached ~ [JOther Left Leg: [CLimited CJFull

12. ISOLATION/PRECAUTION: [INone [JMRSA [JVRE [JESBL []C-Diff [ Other Right Leg: [CLimited CJFull
Site Comments [CcColonized 21. MENTAL STATUS: [JAlert [JForgetful [JOriented

13. ALLERGIES: [None [JYes, List [Junresponsive [IDisoriented [JDepressed

14. SENSORY: Vision OGood Opoor [OBlind OGlasses [Cother

Hearing  []Good pPoor [JDeaf Hearing Aid  [JLeft [JRight 22. [J PASRR LEVEL | COMPLETED
Speech  [IClear [Coifficult [CJAphasia 23. FUNCTION: Self With Help Not Able
15. SKIN CONDITION: - [INo Wounds Walk = = =
Transfer O O O
[YES, Pressure, Surgical, Vascular, Diabetic, Other [JSee Attached TAR Toilet 0 0 0
Twe: P Os Ov Oo o Feed O O O
Site Size Stage (Pressure) Comment 24. IMMUNIZATIONS/SCREENING:
e Op Os Ov Ob [Oo [JFlu Date: [Tetanus Date:
Site Size Stage (Pressure) Comment [JPneumo Date: [JPPD +/- Date:

16. DIET: [JRegular [JSpecial (describe): [other: Date:

[ITube feed [CIMechanically altered diet [Thicken liquids 25. BOWEL: [IContinent [Jincontinent Date last BM

17. IVACCESS: [INone [PICC [JSalinelock [JIVAD [JAV Shunt [JOther: Comments:

18. PERSONAL ITEMS SENT WITH PATIENT: [INone [Glasses [IWalker [JCane 26. BLADDER: [Continent [incontinent [JFoley Catheter
Hearing Aid: [JLeft [JRight Dentures: [JUpper/Partial [JLower/Partial  []Other: Comments:

19. ATTACHED DOCUMENTS: MUST ATTACH CURRENT MEDICATION INFORMATION  [JFace Sheet [JMAR [ IMedication Reconciliation [JTAR [JPOS []Diagnostic Studies
[JLabs [JOperative Report  [JRespiratory Care  [JAdvance Directive [JCode Status ~ []Discharge Summary  [JPTNote [JOT Note [JST Note [JHX/PE
[other:

27. SENDING FACILITY CONTACT: Title Unit Phone
REC’'G FACILITY CONTACT (if known): Title Unit Phone

28. FORM PREFILLED BY (if applicable): Title Unit Phone

29. FORM COMPLETED BY: Title Phone
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