Date: / /
Lo Io N %&?’D Linking Information Necessary for Care

Transirioning  To: [ Hospital; A SNF;, L 1cF;, D 1CFMR; O Swing Bed; A RCF/ALE; W LTeH; O
From: [ Hospital;  SNF; A 1CF; L ICFMR; [ Swing Bed; [ RCF/ALF, U LTCH; U

Name: (Last) (First) MI) (DOB) MRN:

Transferring Facility: Transferred to: Date:

; Time: -

Contact/Title: ; Unit Phone:
Reason for Transfer: [ Cardiac; (] Respiratory; [ GI; U Psy; U Fall/Fx; L LOC Status Change; [ Other:
Current Vitals: BP ;T ;P iR ; Pulse Ox ; Time : Height  ft. inches.

Allergies: [ No Known; [ Yes. If “Yes” List All:

Transported by: (4 EMS; [ Family; (d Care Facility; Verbal Report Given by: (print name/title)
Name of Healthcare Decision Maker and/or Local Contact to be Notified:

Advance Directives: [J Yes; [ No. If “Yes” Indicate Type: [ Living Will; [ Power of At
Able to Communicate: [ Yes; [ No. If “No” Explain:
Speaks English: [ Yes; [ No. If “No” Specify Native Language:
Religious/Cultural/Literacy/Other Issues: [ Yes; [ No. If “Yes” Please Identify:
Admission to Other Hospital/LTC Facility in Past 30 Days: [ None; [ Unknown;

Admission:

Special Power of Attorney; Sent with

“Yes” List: Reason, Date & Location of Previous

Skin Intact: [ Yes; [ No. If “No” Identify each non-intact area
number and describe site and care belo

#1 Site: R

Care: ! {‘]

#2 Sic ]/ ; W

ite: AR |

Care: £ Tl i {1\#

are: lw/ A / i
ol

#3 Site: ,-’ ﬂ> (l

Care: \ U( \] f/

Other uncontained body fluids, ) P,

CHECK ALL THAT APPLY:

Mental Status: [ Dicnted; 1; @ Unresponsive; [ Confused; [ Disruptive; [ Withdrawn; (] Depressed; [ Uncooperative;

No; [ Yes. If marked “Yes” to either Attach Appropriate Infection Form.
Fall Hi: /. Did Fall Result in Injury: [ Yes; (4 No. If “Yes” Describe:
Bowel: 4 G ; A Involuntary; [ Diarrhea; [ Ostomy- Type: , Changed /| |

Bladder: [ Con
IV: @ Bpe/location
Assisted Devices: [ Noné
Appetite/Nutrition: [ Diet/Type: ;[ Good; [ Fair; [ Feeding Tube Type ; Inserted/Changed — //; Dentures Sent: QQ Yes; O Noj;

Safety Concerns: [ None; [ Aspiration; [ Skin Breakdown; [ Seizures; [ Isolation; ] Wander/Elope; [ High Risk for Falls; [

atheter/Urostomy/Type ,Inserted  / /  ;DsgChanged /| [

L [V Therapy: Medication- ; Frequency ; Last Dose Given_/ / ; Next Dose Due /|
ane; [ Walker; ([ Wheelchair; [ Crutches; [ Other ; Sent with Person O Yes; O No;

Space intentionally left blank for facility identification
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Name: (continued from page 1)

Most Recent Immunizations: [ None; [ Influenza _ /  / ; [ Pnewumonia _ / / ; QTetanus _ / / ; (A TBSkinTest /| /

Impairments: [ None;

4 Mental: ; O Speech: ;
O Hearing: Hearing Aid Sent with Person O Yes; Q No;
] Vision: Glasses Sent with Person O Yes; O No;

4 Sensation:
O Amputation: Q Yes; O No.  If “Yes” Does Person Have Prosthesis 1 Yes; Q No.  If “Yes” was Prosthesis Sent with Person 0
4 Contracture:
A Paralysis:

Treatments Received Within Last 14 Days: - Date Administered: Activities of Daily Living,
QO Chemotherapy /) eds Help Not Able
QO Radiation ] Walking a
* [ Oxygen Therapy A Toileting d
* [ Tracheotomy Care ] (|
* [ Ventilator ] (M |
O Transfusion(s) ] d
* [ Dialysis ] a
O Isolation / Infection A 4
%[ BiPap/CPAP e
[ Hospice Care ]
* O Suctioning; Type_ ; Frequency_ /) Frequency ; Last Received: /| /
(1 None of the Above Treatments or Procedures Received Frequency ; Last Received: /|
* Only complete for persons transferring to Skilled Nursing level of care. ; Last Received: /|

are not recorded, the last 14 days of nurse notes and MARS must be sg

The following items are REQUIRED to be sent

v’ Face Sheet: With payer sources y - A Yes; 4 No
v Medication Admin Record: Send most current and complete MAR 10 and PO medie and flushes, blood transfusions 4 Yes; 4 No
and chemothezapy. If person is transferring d treatment dates are not recorded in the above section,
send la,

v  H&D: ign/date* (*for LTC use only) | Yes; a No
Physician Orders / a copy to the receiving facility when completed. Note to 4 Yes; 4 No
Discharge Summary: is not received within 7 days, or to receive additional patient

ids department should be faxed
Nursing Assessment/Notes: e \ eatment dates are not recorded in above section, send last U Yes; LA No
Consult Reports 4 Yes; 4 No
PT/OT/ST/Woue apy: U Yes; d No
M| Yes; U No
A, C&Ss, CBC, glucose, electrolytes, and labs used in dosing meds (ie. Theophylline, a Yes; d No
)

a Yes; O No

iliation Record
ective-DPOA-Life w/ Dignity 4 Yes; 4 No
4 Yes; 4 No

quirements, the following MAY need to be sent. Check with each facility PRIOR to discharge.

v de swallowing studies, MRIs, CT Scans, ultrasounds, EKG, stress test, echo, etc. a Yes; O No
Studies Reports:

v" Operative Reports: For all major surgeries U ves; L No

v Preadmission Screening Complete screening for patients who are suspected of having mental illness (MI), developmental disabilities/mental O ves; L No
Annual Resident Review retardation (DD/MR), and/or related conditions and who are going to a Medicaid-certified LTC facility
(PASARR):

L.LLN.C. Form Completed By: Date:
b A\ d i3 3 / A ) /
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