
 

 

 

 

INTER-FACILITY INFECTION CONTROL TRANSFER FORM  

FOR STATES ESTABLISHING HAI PREVENTION COLLABORATIVES 

 

This example Inter-facility Infection Control patient transfer form can assist in fostering communication during 

transitions of care. This concept and draft was developed by the Utah Healthcare–associated Infection (HAI) 

working group and shared with Centers for Disease Control and Prevention (CDC) and state partners courtesy of 

the Utah State Department of Health. 

This tool can be modified and adapted by facilities and other quality improvement groups engaged in patient 

safety activities. 
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ANY YES: :   
Check Req quired PPE 

A LL NO: 
Ju ust sign form m  

 

 

  

Pers son completin g form: _____ ___________ __________ 
 
Role e: __________ _________ D Date_____/__ ____/______ 
Version n  1.6    4/23/2014 – e.v version  

H INFECTTION CONTROL TTRANSFEER FORMM 
(Dischargingg Facility to commplete form annd communicatee information too Receiving Faacility) 

D
em

o
g

ra
p

h
ic

s me i 
Date of f Birth:  MRN: Discharge e Date: 

        Last Nam                            First Name  

     

Sending Fa acility Name : Contact Name:  Contact Ph hone:  

   

Receiving Facility Nam me: 

 

P
re

ca
u

ti
o

n
s  

 
Currently  in Isolation n Precaution ns?         Y es    No  
    Iso olation 
If Yes chec ck:    Conta act     Dropl et Airborn ne  Other r:__________ _________  Prec autions  

 

 

Curre nt Infection n,  
Did or doe es have (se nd docume entation):  

History,  or Ruling O Out*   
 

Multiple Dr rug Resistan nt Organism ( (MDRO):    Yes   

MR RSA     
 

VR E   No   

O
rg

an
is

m
s Know wn MDRO 

Aci netobacter no ot susceptible e to carbapen ems  or 
Comm municable 

E. c coli or Klebsi ella not susce eptible to carb bapenems       Dis seases 

Significant t communica able disease: :    Yes  

C.  d diff  

Oth

 

her±: _______ ___________ ___________ ______     
 ±e.g.; lice, s scabies, dissem minated shingle es, norovirus, fl lu, TB, etc.  (current t or ruling out t) 

*Additiona l info if know wn:  

   

es s to any tha a

S
ym

p
to

m
s

Check y t currently  apply*):  
 No   Cough/u uncontrolled r respiratory se ecretions        Acute diarr rhea or incont tinent of stool l  

Symp ptoms or 
  Incontin nent of urine        Draining  w wounds PP PE not 
  Vomitin g      Other unco ontained body y fluid/drainag ge requ uired as  

“co tained” n n    Concerning g rash (e.g.; v vesicular) 
 

*NOTE: Ap ppropriate PP PE required ONLY if inco ontinent/drai inage/rash N NOT containe ed  

Patient t/Resident 
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