	JMH GENERAL TRANSFER REQUEST FORM
THIS FORM DOES NOT APPLY TO EMERGENCY TRANSFER REQUESTS

The JMH Transfer Request form is to be completed by a Transferring Facility clinician. Once completed fax the form to (305)326-7885 Attn:  JMH Transfer Center. Send original form with the copy of the patient’s medical record.

	PATIENT  DEMOGRAPHIC INFORMATION:             
Last Name

Mother’s Maiden Name

First Name

MI

     
     
     
     
Social Security #
Transferring  Facility Medical Record  #
Date of Birth

Age

   -  -    
     
  /  /    
     
Alien Registration  #
     
Race

 FORMCHECKBOX 
 African-American

 FORMCHECKBOX 
Hispanic

Gender

 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
 Caucasian

Address

Apartment Number

     
     
City

State

Zip Code

County or Country
     
     
     
     
Home Telephone #

Work Telephone #

Other Telephone #

(   )   -    
(   )   -    
(   )   -    
 FORMCHECKBOX 
 Private Residence   FORMCHECKBOX 
 SNF   FORMCHECKBOX 
 ALF           FORMCHECKBOX 
 Lives alone   FORMCHECKBOX 
 Lives with Caregiver/Family

NEXT OF KIN/GUARDIAN/POWER OF ATTORNEY/SIGNIFICANT OTHER INFORMATION:
Last Name

First Name

Relationship

     
     
     
Home Telephone #

Work Telephone #

Other Telephone #

     
     
     
Address   FORMCHECKBOX 
 Same as Patient
Apartment Number

     
     
City

State

Zip Code

County or Country

     
     
     
     

 FORMTEXT 
     
SENDING FACILITY INFORMATION:
Facility Name

Date of Request

Time of Request

     
4/11/2005 FORMTEXT 

1/28/2005

4:29:39 PM FORMTEXT 

9:49:30 AM

Address
City
State
Zip
County
     
     
     
     
     
Name of Individual completing form

Title

     
     
Telephone #

Extension

E-mail Address

     
     
     
Transferring  Physician

Medical Service

     
     
Telephone #

Pager #

E-mail Address

     
     
     
CLOSEST FACILITY AFFIRMATION: 

Sending facility affirms that JHS is the closest facility with the requested capability and capacity:

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If you answered No, list the name of the hospitals(s) that were closer to your facility  that you called/submitted a
                                  transfer request and were denied.
Name of Hospital

Contact Person

Telephone #
Reason for Denial

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
Comments:
PATIENT’S MEDICAL INFORMATION:

Admission Date

Current LOS
Current Patient Location

     
     days

 FORMCHECKBOX 
ED     FORMCHECKBOX 
ICU    FORMCHECKBOX 
Inpatient  
Rm. #       
JHS Bloodless Center

Patient accepts blood/blood components?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No
Primary Diagnosis
     
Secondary Diagnosis(s)
1.     
2.     
3.     
4.     
Allergies
     
OB/GYN

LMP     
EDC       
Gestational Age               wks
Gravida     
Para     
Requested Medical Service
 FORMCHECKBOX 
Burn

 FORMCHECKBOX 
Cardiology

 FORMCHECKBOX 
E.N.T

 FORMCHECKBOX 
Gen Surgery

 FORMCHECKBOX 
Gynecology

 FORMCHECKBOX 
Gyn  Onc

 FORMCHECKBOX 
Hem Onc

 FORMCHECKBOX 
Medicine

 FORMCHECKBOX 
Neurology

 FORMCHECKBOX 
Neuro Surg

 FORMCHECKBOX 
Newborn

 FORMCHECKBOX 
Obstetrics

 FORMCHECKBOX 
Oral Surg

 FORMCHECKBOX 
Orthopedics

 FORMCHECKBOX 
Pediatrics

 FORMCHECKBOX 
Pedi Surg

 FORMCHECKBOX 
Plastic Surg

 FORMCHECKBOX 
Rehab

 FORMCHECKBOX 
Thoracic Surg

 FORMCHECKBOX 
Transplant

 FORMCHECKBOX 
Trauma

 FORMCHECKBOX 
Urology

 FORMCHECKBOX 
Vascular

Requested Unit/Bed 

 FORMCHECKBOX 
Regular Bed

 FORMCHECKBOX 
Telemetry

 FORMCHECKBOX 
Intensive Care

 FORMCHECKBOX 
Ryder Trauma
 FORMCHECKBOX 
ED
 FORMCHECKBOX 
NICU
Requested Treatments/Procedures
1.     
2.     
3.     
4.     
Comments:     
CLINICAL ASSESSMENT:
Vital Signs (most recent)
Time:
T:

HR:

RR:

BP:

O2 Sat:

Fetal HR:

Pulses:

     
     
     
     
     /     
     %

     
     
     
     
     
     
     /     
     %

     
     
     
     
     
     
     /     
     %

     
     
     
     
     
     
     /     
     %

     
     
Neurological           
Motor

Verbal

Eyes

 FORMCHECKBOX 
Obeys Command

 FORMCHECKBOX 
 Oriented

 FORMCHECKBOX 
 Spontaneously

 FORMCHECKBOX 
Localizes Pain

 FORMCHECKBOX 
 Confused

 FORMCHECKBOX 
 To Speech

 FORMCHECKBOX 
 Withdraw

 FORMCHECKBOX 
 Inappropriate Words

 FORMCHECKBOX 
 To Pain

 FORMCHECKBOX 
 Flexion to Pain

 FORMCHECKBOX 
 Incompetent Sounds

 FORMCHECKBOX 
 None:
 FORMCHECKBOX 
 Extension to Pain

 FORMCHECKBOX 
 None:
 FORMCHECKBOX 
 None:
Level of Mobility:  FORMCHECKBOX 
Ambulatory  FORMCHECKBOX 
Ambulatory with assist   FORMCHECKBOX 
Walker   FORMCHECKBOX 
Cane   FORMCHECKBOX 
Wheel Chair   FORMCHECKBOX 
Bedbound
Comments:     
Cardiovascular       
EKG Rhythm
 FORMCHECKBOX 
Sinus Rhythm    FORMCHECKBOX 
Sinus Tach   FORMCHECKBOX 
Sinus Brady   FORMCHECKBOX 
A Fib  FORMCHECKBOX 
A Flutter  FORMCHECKBOX 
Other:
Pacemaker
 FORMCHECKBOX 
None  FORMCHECKBOX 
 Temporary  FORMCHECKBOX 
 Permanent
Settings
A     
V     
T.V.     
Comments:     
Respiratory            
Oxygen Rate
     liters

Vent Settings
FiO2:     
IMV:     
TV:     
PIP/PEEP:     
Intubated:     FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
Tracheal Tube Type and Size:     
Comments:     
Gastrointestinal     
 FORMCHECKBOX 
 NG

 FORMCHECKBOX 
 OG

 FORMCHECKBOX 
 ND

 FORMCHECKBOX 
 GT

 FORMCHECKBOX 
 JT

 FORMCHECKBOX 
 None

Size:     
Enteral Nutrition:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No    FORMCHECKBOX 
Continuous    FORMCHECKBOX 
Bolus
TPN/HPN:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No    FORMCHECKBOX 
Continuous    FORMCHECKBOX 
Bolus
Comments:     
Genitourinary        
Voids:    FORMCHECKBOX 
Diaper   FORMCHECKBOX 
Urinal   FORMCHECKBOX 
Bedpan   FORMCHECKBOX 
BSC   FORMCHECKBOX 
Catheter  Type:     
Dialysis:  FORMCHECKBOX 
Peritoneal   FORMCHECKBOX 
Hemodialysis   Date/Time of Last Dialysis:           
Comments:     
Skin Integrity        
Incisions/Wounds  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No        Location/Description:     
Decubitus Ulcer   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  Stage     FORMCHECKBOX 
I   FORMCHECKBOX 
II   FORMCHECKBOX 
III   FORMCHECKBOX 
IV   FORMCHECKBOX 
V     Location:
Comments:     
Central Lines/IV Access (Type, Size, Location and date inserted)
     
Current Medications: (List name, dose, route and time administered)
Name of Medication

Dose

Route

Time Administered

1.     
     
     
     
2.     
     
     
     
3.     
     
     
     
4.     
     
     
     
5.     
     
     
     
6.     
     
     
     
Continuous Intravenous Drips

Name of Medication

Dose

Solution

Rate

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
Blood Gas Values

Blood Gas 1

 FORMCHECKBOX 
Arterial   FORMCHECKBOX 
Venous   FORMCHECKBOX 
Mixed  FORMCHECKBOX 
CAP

 FORMCHECKBOX 
Cord       FORMCHECKBOX 
ET          FORMCHECKBOX 
NCAP          

 Blood Gas 2
 FORMCHECKBOX 
Arterial   FORMCHECKBOX 
Venous   FORMCHECKBOX 
Mixed  FORMCHECKBOX 
CAP

 FORMCHECKBOX 
Cord       FORMCHECKBOX 
ET          FORMCHECKBOX 
NCAP          
 Blood Gas 3
 FORMCHECKBOX 
Arterial   FORMCHECKBOX 
Venous   FORMCHECKBOX 
Mixed  FORMCHECKBOX 
CAP

 FORMCHECKBOX 
Cord       FORMCHECKBOX 
ET          FORMCHECKBOX 
NCAP          
Date:      
Time:     
Date:      
Time:     
Date:      
Time:     
pH     
pO2     
pH     
pO2     
pH     
pO2     
pCO2     
BE     
pCO2     
BE     
pCO2     
BE     
Cardiac Panel (initial sample, 6 hr sample, 12 hr sample)
Date:       Time:     
Date:          Time:     
Date:          Time:     
Troponin T:     
Troponin T:     
Troponin T:     
CK:     
CK:     
CK:     
CKMB:     
CKMB:     
CKMB:     
Blood Chemistry (list most current values)
Random Urine

CSF

Cultures

Na:     
Ca:     
WBC:     
Amy:     
C Count:     
Bld:     
K:     
TP:     
Plt:     
Creat:     
Glu:     
ETT:     
Cl:     
Alb:     
Hct:     
Glu:     
Prot::     
CSF:     
CO2:     
TBil:     
Hgb:     
Osm:     
VDRL:     
Urine:     
BUN:     
ALT (SGPT):     
PT:     
Urea:     
CSF Ind:     
Other:     
Glu:     
AST:     
PT INR:     
Na:     
Creat:     
Alk Phos:     
APTT:     
K:     
Diagnostic Tests/Procedures (Briefly describe significant findings)
Stress Test:     
X-rays:     
CT:     
Echocardiogram:     
MRI:     
EKG:     
US:     
Other:     
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