
NEW JERSEY UNIVERSAL TRANSFER FORM
(Items 1 - 29 must be completed)

1. TRANSFERFROM:

TRANSFERTO: _

3. PATIENTNAME:
First Name and Nickname MILast

GENDER OM OF

PHONE

RELATIONSHIP

PATIENTDOB (mmlddlww):

5. PHYSICIANNAME

7. CONTACTPERSON

PHONE(Day) (Night) (Cell)
NAMEOF 0 HEALTHCARE REPRESENTATIVEIPROXY

OR 0 LEGAL GUARDIAN,IF NOTCONTACTPERSON:

PHONE(Day) (Cell)(Night)

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

2. DATEOFTRANSFER: _

TIMEOFTRANSFER:

4. LANGUAGE: 0 English 0 Other: _

DAM/OPM

6. CODESTATUS: 0 ONR 0 ONH DONI

o Out of Hospital ONR Attached

Check if Contact Person:
o Health Care Representative/Proxy 0 Legal Guardian

VIS: BP T PAIN: DNone DYes, Rating Site Treatment

20. AT RISKALERTS: ONone

DFalls oPressure Ulcer DAspiration

DWanders DElopement DSeizure

Harm to: ON/A oSelf DOthers

23. FUNCTION: Self WithHelp NotAble
Walk 0 0 0
Transfer 0 0 0

OSee Attached TAR Toilet 0 0 0
Feed o 0 0

P R

9. PRIMARYDIAGNOSIS _____________________________________0 Pacemaker

o InternalDefib.SecondaryDiagnosis

MentalHealthDiagnosis(if applicable)

10. RESTRAINTS: DNo DYes (describe) ----------------------------------
DNone DOxygen-Device Flow Rate -----------
DTrach DVent DRelated details attached DOther ---'---
DNone DMRSA OVRE DESBL DC·Diff 0 Other ---------

11. RESPIRATORYNEEDS:

DCPAP DBPAP

12. ISOLATION/PRECAUTION:

Site

13. ALLERGIES: DNone

14. SENSORY: Vision

Hearing

Speech

Comments DColonized

DYes, List

DGood DPoor DBlind

DGood oPoor DDeaf

DClear DDifficult OAphasia

DGlasses

HearingAid oLeft DRight

15. SKtN CONDtTION: DNoWounds

DYES, ~ressure, §urgical, ~ascular, Qiabetic, Qther

Type: DP OS DV DD DO

Site Size Stage (Pressure) Comment

Type: DP OS Dv DD DO

Site Size Stage (Pressure) Comment

16. DIET: oRegular DSpecial (describe): ---------------------------------
DTube feed DMechanically altered diet DThicken liquids

17. IVACCESS: DNone DplCC DSaline lock DIVAD DAV Shunt oOther: -----------
18. PERSONALITEMS SENTWITH PATIENT: DNone DGlasses DWalker DCane

Hearing Aid: DLeft DRight Dentures: DUpper/Partial oLower/Partial DOther: ------

Weight Bearing Status: DNone

Left Leg: DLimited DFull

Right Leg: oLimited DFull

21. MENTALSTATUS: DAlert DForgetful OOriented

DUnresponsive DDisoriented oDepressed

DOther

22. o PASRRLEVEL I COMPLETED

24. IMMUNIZATIONS/SCREENING:

DFluDate:

DPneumo Date:

DOlher:

DTetanus Date:----
DpPD +/- Date:----- -----

__________ Date:

25. BOWEL: DContinent Dlncontinent Date last BM ------
Comments: ---------------------------

26. BLADDER: DContinent Dlncontinenl DFoley Catheter

Comments: ---------------------------
19. ATTACHEDDOCUMENTS:MUST ATTACH CURRENT MEDICA TlON INFORMATlON 0Face Sheet DMAR DMedication Reconciliation OTAR Dpos DDiagnostic Studies

DLabs DOperative Report DRespiratory Care DAdvance Directive DCode Status DDischarge Summary OPT Note DOT Note OST Note DHXlPE

DOther:

27. SENDINGFACILITYCONTACT: Title Unit Phone

REC'G FACILITYCONTACT(if known) Title Unit Phone

28. FORMPREFILLEDBY (if applicable): Title Unit Phone

29. FORMCOMPLETEDBY: Title Phone
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