
McLAREN FLINT
FLINT, MICHIGAN

DISCHARGE BY TRANSFER

I. PATIENT INFORMATION (Attach corrected face sheet):
 Patient admitted to McLaren Flint  on (date): ______ / ______ / ______

 Date of Transfer: ______/______/______ From (unit/room):  _____________________________________________________________
         

 Destination: (Hospital, extended care facility, agency, etc.):  _________________________________________

II. PHYSICIAN ORDERS (Complete and Sign):

1. Diagnosis at the time of transfer:   

          

2. Surgeries (include date):

3. Allergies:

4. Diet:

5. Therapies: Yes    No                                 Yes    No Weight Bearing: Full ❑   Partial ❑   None ❑   R.   L.  (circle)

Physical:     ❑     ❑ Occupational:  ❑     ❑ 

Speech:   ❑     ❑      Respiratory:   ❑     ❑
    

6. Hemodialysis: Site: _______________ Schedule: _______________  Transportation: _________________

7. O2 needed at: _______________________

8. Other Instructions:

9. Medication (Dose, Route, Frequency):  ❑ Discharge Medication List Attached

❑ McLaren Visiting Nurse & Hospice to assess home care needs at ECF.

Physician’s Signature:  ________________________________ Date: ____ / ____ / ____ Time: ___________

PT.

MR.#/RM.

DR.
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To Follow Yes ❑    No ❑                                                      

060B


