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Patient Sficker Here

Send Sheet of Patient Labels

TRANSPORT, TRANSFER, AND DischARGE
HAND OFF ConmumicaTION

Comments:

Date:

RN Name:

Extension / Time:

Two Indentifiers {Mame, Date of Birth}

O Yes — Transporter Inilials
O Yes — Description initials

O Yes — Transporier initials

S Sjtuation

Desfination

Mode of Transportation: 0 Cart I Wheelchair I Other:

WMultiple Tesls Ordered: OYes [ No

B Background .
Allergies OYes B No Isolation OYes O No

Type:
DNR OYes ONo Language Barrier OYes O No
Fall Risk OYes {ONo Telemetry OYes O No
Safe Exit Side [ Left 1 Right O See Owver
Other Precautions:

- A Assessment -

O IV Fluid I Restrains O NPO
O Pacemaker OC@ __ LitersO

Menlal Status: O Oriented 0O Disoriented

impairment: O None O Speech [OHearing O Vision

R RAecommendation

O Sfide Board 0O EZ Stand LI EZ Lifi O Other

Staff Needed: Assistanl{s); O 1 Staff 02 Staff O N/&

POST NOTE

Test Complete OYes [Neo

O Comments (over)

Mote: This Ferm is not part of the medical record




