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	[image: image1.wmf]A    PATIENT TRANSFER AND CONTINUITY OF CARE


Hospital Admission/

Facility
Facility
Discharge Dates
To:_________________________________  From:_________________________________    ___________________
	
E

Social Sec. No.:____________________________________

Health Ins. Claim No.:_______________________________

Medicare Claim No.:________________________________

Medicaid Claim No.:_________________________________

Language:__________________________________________

	B    Patient’s DOB:  ______/______/______       Sex:__________          Race:________________
________________________________________________________________________________________________


Patient’s Last Name
First Name
Initial

________________________________________________________________________________________________


Patient’s Address
Phone

________________________________________________________________________________________________


Nearest Relative
Phone

PHYSICIAN INFORMATION:

Name: ________________________________________________________________  Phone: __________________
Will you care for Patient in NH?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If not, referred to: ______________________________
Principle Diagnosis: ____________________________________________________________________________
Secondary Diagnosis: ___________________________________________________________________________
Discharge Diagnosis: ___________________________________________________________________________
Surgery Performed & Date: ______________________________________________________________________
MEDICATION AND TREATMENT ORDERS (copies may be attached):
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

       FORMCHECKBOX 
 Immunizations Given:

     FORMCHECKBOX 
 Pneumococcal Vaccine; Date:_____________
    FORMCHECKBOX 
 Influenza Vaccine; Date:_____________
	

	
	ADVANCED  MEDICAL  DIRECTIVE:
F
    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No       FORMCHECKBOX 
 Copy Attached

Name of Surrogate:_____________________________________

	
	PHYSICAL  EXAM  (may attach)
G
Heent:_________________________________________________

_______________________________________________________

Neck:__________________________________________________

Cardiopulmonary:_______________________________________

_______________________________________________________

Abdomen:______________________________________________

Gu:____________________________________________________

Rectal:_________________________________________________

Extremities:____________________________________________

Neurological:___________________________________________

Allergy/Drug Sensitivity:_________________________________

Free from communicable diseases?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	BRIEF  MEDICAL  AND  MENTAL  HISTORY
H
(may attach progress notes) _____________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

MAJOR  TESTS  AND  RESULTS:  _______________________

_______________________________________________________

LABORATORY  FINDINGS:  (may attach reports)

Chest X-Ray:  Date: ____________________________________

     Results: ____________________________________________

C B C:  Date: __________________________________________

     Results: ____________________________________________

Urinalysis:  Date: ______________________________________

Albumin: ______________________________________________

Sugar: ________________________________________________

Acetone: ______________________________________________

TB Test:      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     Results: ____________________

	C  
1.
Is dementia the primary diagnosis?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


2.
Is there a diagnosis or presenting evidence of mental retardation, or has the client 
received MR services within the past 2 years?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


3.
Has the client received MI services within the past two years?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Is there any presenting evidence of mental illness such as (check all that apply):


____ Schizophrenia
____ Paranoia


____ Mood
____ Panic or severe anxiety disorder


____ Somatoform disorder
____ Personality disorder


____ Other psychotic or mental disorder leading to chronic disability


4.
Is the client a danger to self or others?      FORMCHECKBOX 
 Yes – please attach explanation      FORMCHECKBOX 
 No


5.
Is the client on any medication for the treatment of a major illness or 
psychiatric diagnosis?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


6.
If yes, is the mental illness or psychiatric diagnosis controlled with medication?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	D  


 FORMCHECKBOX 

OXYGEN


L/min:___________________

Nasal Cannula


Mask


PRN


Continuous

 FORMCHECKBOX 

SUCTIONING

Frequency:_______________ 

 FORMCHECKBOX 

TRACH CARE

Frequency: _______________

Size: _____________________
 FORMCHECKBOX 

OSTOMY CARE

Frequency: _______________
	 FORMCHECKBOX 

TUBE FEEDING

Frequency: _______________

Type of


  feeding: _________________
 FORMCHECKBOX 

CHANGE FEEDING TUBE

Frequency: _______________
 FORMCHECKBOX 

CATHETER

Date last 


  changed: ________________

Size: _____________________

Type: ____________________
 FORMCHECKBOX 

IRRIGATE CATHETER

Frequency: _______________

Solution: _________________
	 FORMCHECKBOX 

DRAINING WOUND


Cultured: ______________

Date: __________________

Results: _______________

 FORMCHECKBOX 

DRESSING

Type: __________________

Frequency: _____________

 FORMCHECKBOX 

DECUBITUS CARE

Site: __________________

Size: __________________

Stage: _________________

Medication/


   Solution: _____________
	TYPE  OF  CARE  RECOMMENDED:
I
 FORMCHECKBOX 
 Skilled Nursing (ECF):  Duration: ___________________
 FORMCHECKBOX 
 Intermediate Care:  Duration: ______________________
Rehab Potential (check one):    FORMCHECKBOX 
 Good  FORMCHECKBOX 
 Fair   FORMCHECKBOX 
 Poor 

Admission Date to Nursing Home:  ______/______/______
 FORMCHECKBOX 

I certify that this patient requires E.C.F. Nursing Home Care for the condition for which he/she received care during hospitalization.

 FORMCHECKBOX 
 I certify that this patient is in need of Medicaid Waiver    Services in lieu of Institutional placement.

Effective Date:  ______/______/______
_____________________________________    ________________

 Physician’s Signature (valid for both pages)
Date


___________________________________________________


Print Physician’s Name
___________________________________________________


Address
___________________________________________________


Phone Number


Federal law mandates the physician’s signature; all other signatures on this form are optional.
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