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 ¢ Inter-Facility Infection Control Transfer Form

Resident name:         Room #:   

This form must be filled out for transfer to accepting facility with information communicated prior to or with 
transfer

Please attach copies of latest culture reports with susceptibilities if available

Sending healthcare facility:

Patient/Resident last name First name Date of birth Medical record number

/ /

Name/Address of sending Facility Sending unit Sending facility phone

Sending facility contacts Name Phone Email

Case manager/Admin/SW

Infection prevention

Is the patient currently in isolation? ❏❏ No ❏❏ Yes

Type of Isolation (check all that apply) ❏❏ Contact ❏❏ Droplet ❏❏ Airborne ❏❏ Other:             

Does patient currently have an infection, colonization OR a history 
of positive culture of a multidrug-resistant organism (MDRO) or 
other organism of epidemiological significance?

Colonization or 
history 

Check if Yes

Active infection on 
Treatment 

Check if Yes

Methicillin-resistant Staphylococcus aureus (MRSA)

Vancomycin-resistant Enterococcus (VRE)

Clostridium difficile

Acinetobacter, multidrug-resistant*

E coli, Klebsiella, Proteus etc. w/Extended Spectrum  
B-Lactamase (ESBL)*

Carbapenemase resistant Enterobacteriaceae (CRE)*

Other:
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Does the patient/resident currently have any of the following?

❏❏ Cough or requires Suctioning ❏❏ Central line/PICC  
(Approx. date inserted      /     /           )

❏❏ Diarrhea ❏❏ hemodialysis catheter

❏❏ Vomiting ❏❏ Urinary catheter  
(Approx. date inserted      /     /           )

❏❏ Incontinent of urine or stool ❏❏ Suprapubic catheter

❏❏ Open wounds or wounds requiring dressing 
change

❏❏ PEG or gastronomy tube

❏❏ Drainage (source)                         ❏❏ Tracheostomy

Is the patient/resident currently on antibiotics?   No    Yes:

Antibiotic and dose Treatment for: Start date Anticipated stop date

Vaccine Date administered  
(If known)

Lot and Brand  
(If known)

Year administered (If 
exact date not known)

Does patient self-report 
receiving vaccine?

Influenza (seasonal) ❏❏ Yes ❏❏ No

Pneumococcal ❏❏ Yes ❏❏ No

Other:  ❏❏ Yes ❏❏ No

Printed name of person 
completing form

Signature Date If information communicated prior to transfer: 
Name and phone of individual at receiving 
facility

 ¢ Inter-Facility Infection Control Transfer Form (cont .)
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 ¢ Admission and Preadmission Screening of Individuals With VRE or MRSA1

Resident name:         Room #:   

Residents who are colonized with VRE or MRSA should not be denied entry to the  
facility strictly because of the presence of the VRE or MRSA pathogens. Use this form  
for preadmission screening and making recommendations.

Screening Information

Does the resident have a history of current or prior VRE or MRSA 
infection or colonization?

❏❏ Yes ❏❏ No

Results of C&S from the most recent hospitalization: Site:   Organism:

If the resident is currently positive for VRE or MRSA, do labs represent 
colonization or active infection?

❏❏ Colonization ❏❏ Infection

Is a private room necessary for resident’s care? ❏❏ Yes ❏❏ No

Can the resident be admitted to a room with another resident with 
the same infection? (MRSA may be cohorted with any strain; VRE is 
cohorted if both residents share the same strain)

❏❏ Yes ❏❏ No

Are transmission-based precautions necessary for resident care? If yes, 
specify type:

❏❏ Yes ❏❏ No

Is dedicated equipment (B/P cuff, stethoscope, glucometer, etc.) 
necessary for resident care? If yes, specify:

❏❏ Yes ❏❏ No

If the resident is currently positive for VRE or MRSA, can the infected 
material be easily contained?

❏❏ Yes ❏❏ No

If the resident is currently positive for VRE or MRSA, does he/she 
have the cognitive ability to follow instructions for personal hygiene to 
prevent transmission in common areas of the facility?

❏❏ Yes ❏❏ No

If resident has past history of VRE, have subsequent stool cultures (x3) 
and infection site cultures (where appropriate) been negative for VRE?

❏❏ Yes ❏❏ No

If resident has past history of MRSA, have all wounds been cultured 
and have nasal cultures been done?

❏❏ Yes ❏❏ No

If yes, what is the status?

Comments of nurse assessor:                                                                                                          
                                                                                                                                                  
                                                                                                                                                 

Recommendations of nurse assessor: ❏❏ Admit ❏❏ Do not 
admit
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Medical director comments:                                                                                                          
                                                                                                                                                 
                                                                                                                                                

Medical director recommendations: ❏❏ Admit ❏❏ Do not 
admit

Administrator comments:                                                                                                               
                                                                                                                                                 
                                                                                                                                                

Administrator admission decision ❏❏ Admit ❏❏ Do not 
admit

Signatures:

Nurse assessor:                                                                           

Medical director:                                                                          

Administrator:                                                                               

Date:

                         

                         

                         

1 

1 Modified from: American Medical Directors’ Association. (2006). Issues related to admission and pre-admission 
screening of individuals with VRE or MRSA. Clinical Corner. AMDA online. www.amda.com/clinical/infectioncontrol/
admissionissues.htm 

 ¢ Admission and Preadmission Screening of Individuals With  
 VRE or MRSA1 (cont .)
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 ¢ Admission/Readmission Checklist

Resident nam e:                                                   Date:                    Room #:        

Item Initials Date Comments

Resident ID band

HIPAA consents signed 
for name, photos, etc.

Note restrictions:

Bed (and/or door 
frame) labeled per 
policy

Showed resident how 
to use call signal

Admission nursing 
history complete

Complete skin check

Immunization history 
completed; consents 
signed

Personal inventory

Belongings labeled

Dentures marked

Jewelry described; 
release to keep at 
bedside signed or sent 
home/locked in safe

Note description of jewelry if release signed. If not, note 
disposition.

History and physical

Discharge summary

Transfer form

Advance directive

Consent-CPR/DNR

Consent-rails and 
restraints

Consent-smoking
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Item Initials Date Comments

Fall risk assessment

Skin risk assessment

Other assessment 
(specify)

Other assessment 
(specify)

Care plan initiated

Diet ordered

Admission Lab ordered

Give first step Mantoux; 
schedule reading

Chest x-ray ordered

Therapy consults 
requested, if indicated

Admission nursing note Document date and time of admission, from where, 
transportation, room number, overall condition, 
mental status, summary of primary diagnosis, 
skin condition, complete vital signs, allergies, 
notifications.

Schedule for nursing 
notes/vitals q shift x 
72h

Height/weight obtained

Schedule appointments

Add to bath schedule

Initiate intake and 
output monitoring, if 
indicated

Admission orders

Diagnosis Medications; include diagnosis for each

PRN Define PRN orders (for what, when); diagnosis for each

Diet Diet order

Activities Activities per plan of care

Rehab potential Rehab potential/prognosis

 ¢ Admission/Readmission Checklist (cont .)

Resident name:         Room #:   
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Item Initials Date Comments

Therapy Therapy evaluations, if indicated; treat per plan of care

Mantoux Two-step Mantoux testing or chest X-Ray

Pass May go on therapeutic pass with medications PRN, or as 
indicated

POD prn Podiatrist, optometrist, dentist PRN

Foley Foley catheter-size and orders to change; obtain order to 
remove, if indicated

Tube feeding Tube feeding type, size; orders to change for plugging 
or accidental dislodgment, if indicated; x-ray for 
placement check

Tube feeding solution, type of administration, time, 
amount, number of calories per day

Obtain orders for free water on all tube feeders, 
including 30 to 50 ml before and after each medication

Obtain orders for tube placement checks, residual 
checks

Measure and document length of tube

List HOB elevation, other special care on care plan

Obtain a physician’s order if the continuous tube feeding 
must be suspended for any reason; for example, a daily 
shower. (Or obtain an order to run continuous feeding 
23 hours a day to allow for ADL care)

Weight and vitals Specify frequency of weight and vital signs on physician 
order sheet

Communicable disease Note resident is free from communicable disease

Informed of condition Note that resident or legal representative have been 
apprised of resident’s condition

Fingerstick blood sugar If resident is diabetic, note frequency for blood sugar 
testing. Specify physician notification for blood sugar 
above 300 and below 70, or according to policy.

Medication monitoring If resident is on Coumadin (warfarin), note frequency for 
INR and protime testing

 ¢ Admission/Readmission Checklist (cont .)
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Item Initials Date Comments

Inquire about specific laboratory testing related to 
medications (e.g., digoxin, anti-seizure medications, 
lithium, etc.)

Ancillary orders Obtain routine orders per facility policy (laxative, 
medication for pain/fever, skin tear treatment, etc.)

Treatment orders Obtain specific treatment orders (area, frequency, stop 
order or until healed)

Oxygen If resident is using oxygen, note liter flow, method, and 
frequency

Restraints, including 
siderails

Type, time, reason, release.

Physician contacted; 
Orders verified

Allergies documented 
on MAR, chart cover, 
and as indicated

ADL Sheet started

Pharmaceuticals 
ordered

MAR started

Treatment record 
started

Other, according to 
facility policy:

Adm ission/Readmission Checklist

Item Date Obtained Initials Comments

History and physical

CBC

Hemoglobin

Hematocrit

Chemistry

Glucose

BUN

 ¢ Admission/Readmission Checklist (cont .)
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Item Date Obtained Initials Comments

Creatinine

Urinalysis

Stool for occult blood

PPD step 1

PPD step 2

Chest x-ray

Vision exam

Hearing exam

Dental exam

Immunizations - Pneumovax  
(5 years)

Immunizations - Influenza

Immunizations - DT (10 years)

Other Assessment (Specify)

Other Assessment (Specify)

 ¢ Admission/Readmission Checklist (cont .)
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 ¢ Resident Personal Belongings Inventory

Resident name:         Room #:   
Instructions:  Provider or resident manager completes upon admission. The Provider/Resident manager 

and the resident or the resident’s guardian or agent sign. File in the resident’s record. Records 
and information concerning each person in care shall be maintained in such a manner as to 
preserve confidentiality.

Name of resident’s guardian Date of admission

Contact lenses Dentures

Eye glasses Hearing aid

Jewelry Watch

Money/checkbook/credit cards Other

Clothing list

Number Item Description

Bathrobe

Belt

Blouse

Brassiere

Coat

Dress

Girdle/spanx, or similar 
undergarment

Gloves

Handkerchief

Hat

House coat

Necktie
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Clothing list

Number Item Description

Nightgown

Pajamas

Pants

Shirts

Shoes

Skirts

Slippers

Slips

Socks

Stockings

Suit

Suspenders

Sweater

Undershirt

Underpants/panties/shorts

Underwear - long

Vests

Other:

Miscellaneous

Number Item Description

Brush

Cane or crutches

Clock

Luggage

Radio

 ¢ Resident Personal Belongings Inventory (cont .)
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Miscellaneous

Number Item Description

Television (model and serial 
number)

Walker

Wheelchair (model and serial 
number)

Other:

Statement: I have read and agree that this is an accurate list of my belongings .

Provider’s/Resident manager’s signature:                                                                Date:                     

Resident’s or guardian’s signature:                                                                          Date:                     

 ¢ Resident Personal Belongings Inventory (cont .)
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 ¢ Discharge Education Tool

Resident name:         Room #:   

Medical record #                           

Name:                                                                    Phone number:                                          

Admission date:                      Discharge date:                       Days in the facility:                       

Primary care doctor:                                                Phone number:                                           

Consultant doctor:                                                    Phone number:                                           

Other doctor:                                                           Specialty:                                                

Other doctor:                                                           Specialty:                                                

Other doctor:                                                           Specialty:                                                

Diagnosis 

I had to stay in the facility because:                                                                                               

                                                                                                                                                       

The medical word for this condition is:                                                                                           

                                                                                                                                                       

I also have these medical conditions:                                                                                             

                                                                                                                                                       

Tests

While I was in the facility I had these tests: which showed:

Medical record #                           
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Treatment

While I was in the facility I was treated with: The purpose of this treatment was:

Follow-up appointments

             After leaving the facility, I will follow up with my doctors.
(initials)

Primary care doctor:                                                     Phone number:                                     

Date:                      ,              , 20       Time:        :             m

Specialist Doctor:                                                          Phone number:                                     

Date:                      ,              , 20       Time:        :             m

Follow-up tests

             After leaving the facility, I will show up for my tests.
(initials)

Tests Location Date Time

             ,             , 20                  m

                 m

                 m

Medical record #                           

 ¢ Discharge Education Tool (cont .)
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Call your primary care doctor for the following: 

Warning signs

1) 4)

2) 5)

3) 6)

Lifestyle changes

             After leaving the facility, I will make these changes in my activity and diet.
(initials)

Activity:                                                                                , because                                      

Diet:                                                                                     , because                                        

Smoking:
❏❏ Non-smoker
❏❏ Smoker- plan for quitting:                                                                                                  

Follow-up phone call date:                      ,              , 20        Time:        :             m

Patient signature:                                                                    

Doctor or nurse case manager signature:                                             Date:         /        / 20       

Medications
When I go home, I will be taking the medicines on my prescription form.
             I will stop the medicines I took before I came to the facility.

(initials)       (If applicable)

             I understand the medicines I will continue taking and new medicines I will take.
(initials)

             I understand why and when I need to take each medicine.
(initials)

             I understand which side effects to watch for.
(initials)

Please bring all of your medicines to your follow-up appointments .

 ¢ Discharge Education Tool (cont .)
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 ¢ Discharge Plan

Resident name:         Room #:   

§483.15(g)(1) The facility must provide medically-related social services to attain or maintain the highest 
practicable physical, mental, and psychosocial well-being of each resident. Discharge planning services 
include helping to place a resident on a waiting list for community congregate living, arranging intake 
for home care services for residents returning home, and assisting with transfer arrangements to other 
facilities.

Dear Doctor: Please complete the (tentative) discharge plan on your resident,                                        
within seven days and return it to us by:                          . Thank you!

Discharge plan Yes No

Resident will be discharging to:

a. Own home or home of a relative

b. Intermediate care facility

c. Sheltered or residential care facility

d. Other, specify:

e. Prolonged or permanent placement in this facility anticipated

If resident is discharging to home, he or she will need:

Personal care

Nursing services

Housekeeping assistance

Adaptive equipment or medical supplies

Assistance with psychosocial or emotional adjustment

Dietitian

Physical therapy

Occupational therapy

Speech therapy

Respiratory therapy

Community resources or services (specify):

Financial assistance
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Discharge plan Yes No

Other, specify:

Other, specify:

None of the above

I will be making discharge plans and providing related services to this patient.

I would appreciate facility staff assistance with discharge planning.

Physician signature Date:

 ¢ Discharge Plan (cont .)
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 ¢ Wound Assessment Tool

Resident Name:         Room #:   

  Pressure                           Other

Location:                                                                         

Date: Initial assessment

Length (cm)

Width (cm)

Depth (cm)

Stage

Undermining/tunneling (cm)

Wound base

Ulcer margins

Exudate

Odor

Peri-wound skin

Pain

Pressure reduction interventions
1. Pressure-reducing mattress
2. W/C cushion
3. Specialty bed
4. Other                              

Debridement (yes/no, type)

PUSH Tool score

Improved, same, deteriorated

Treatment appropriate (yes/no)

Last change in treatment (date)

MD notified of change (date)

Family notified of change (date)

Nurse’s initials

Nurse signature/title
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