
  



Fax the form to receiving hospital prior to patient transfer. A copy should accompany the patient and the original form should be filed in the patient medical record.  

  Patient transfer form           

Facility name                                                                                                                                        Date  
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Specialty-specific information   (Affix patient label here)  
Referring facility URN   

  
Surname                                 Given names   
  

Address  
  
Postcode                                             DOB    
  

Gender         Male          Female                         

Alerts – none                             _____________________  

Alerts – bariatric patient   _____________________  

Alerts – falls risk   _____________________  

Alerts – infectious risk   _____________________  

Alerts – pressure ulcer risk   _____________________  

Alerts – smoker   _____________________  

Advance care directives         Yes        No     Unknown   

NFR / limitation of medical treatment order  

                                                Yes        No     Unknown  
Alerts – other:   

 

Personal                          Accompanying               Sent with 
items                 N/A               patient                        family        

Clothing                                                                     

Glasses                                                                      

Dentures                                                                   

Hearing aid                                                                 

Medications                                                                

Equipment                           __________________      _      _     

Valuables                                

List valuables_____________________________________  
  
___________________________________________    ___  
  
Other                         
  
If an air-ambulance transfer, luggage has to be less than 5 kgs  

Patient ID band on patient      Yes    

  

Attached copy of documentation: ( where applicable )  
Doctor’s letter                               Cognitive assessment tool         

Allied health letter                        *Advance care directives            

Observation chart                         Nursing care plan / pathway      

Medications chart                        Fluid balance chart                     
IV orders                                      Behaviour management plan       

Wound chart                                *Involuntary treatment order       

*NFR / limitation of medical treatment order        

Investigation results:   X-rays                        ECG                                       
Pathology report    

Other   
  
  

 *  Where these exist, a copy must accompany the patient  

 

Receiving facility (RF)                                                                          Appropriate time for transfer agreed      Yes      No                  

RF name                                                                                                         RF ward name   

Acceptance by receiving medical practitioner  Yes     No      
  
Date                                        Time  

Receiving medical practitioner / unit name  

  
_____________________________  

Receiving practitioner / unit phone no. and pager  
  
  

Acceptance by receiving facility bed coordinator    Yes     No      
  
Date                                       Time  

Receiving bed coordinator name  
  
  
_________________________________________  
Receiving bed coordinator phone no. and pager  
  

Treating allied health contact details  (if applicable)  

Discipline  Name  Pager/phone  Discipline  Name  Pager/phone  

Occupational  
therapist  

    Dietitian      

Physiotherapist      Social  worker      

Speech  
pathologist  

    Other      

Form completed by (print name and job designation ) :   
  
  

Signature:  

Patient transport provider (TP) service name  _____________________ Date and time booked   
  

Handover received  Yes        No                                                             Accompanying documentation received    Yes        No     

Receiving transport provider name (print)                                                Signature  

Handover provided: by referring staff  Yes    No   :  by TP  Yes    No  .      

Accompanying documentation provided Yes    No                                                    Accompanying items checked     Yes    No      

                                                                                                                                                                                                                      
Receiving clinical staff name (print)                                                                        Signature                                                                      


