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Facility:

(Affix identification label here)
URN:
Family name:
Given name(s):
Address:

Date of birth: Sex:
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The CH Transfer Form will be completed for adult inpatient admissions / transfers with reference to the CH Policy
(POL1581). To be completed in 2 stages: 1. Phone to phone handover between admitting person and receiving wards; 2.
Face to face handover at the bedside on arrival to the ward.
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Pt/ NOK / Carer notified: []Y [N
Specify:

BACKGROUND

] Advance Health Directive
] Acute Resuscitation Plan
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— Communication / Language: [ ] English  [] Other Interpreter: [ ]y [IN
— ] EMR updated Referrals:
——i Investigation / Procedures to be completed:

Valuables / Belongings: [ | Wallet [] Glasses [] Dentures []Phone []Clothing []Shoes []Keys
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: g PHONE HANDOVER BEDSIDE HANDOVER ON ADMISSION

E g FROM: TO: FROM: TO:

: § Name: Name: Name: Name:

=38 Signature: Signature: Signature: Signature:
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Figure 1. Checklist developed
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