Agivted Lo

ATTACHMENT A: PATIENT / MEDICAL RECORD & EQUIPMENT TRACKING SHEET

DsSedies $tanic Faciry # 2
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Disaster Struck Facility: Keep One Copy / 0 FAX 1 copy to RCC /O FAX 1 copy to Receiving Facility / 00 GIVE 1 copy to Transporters

Patient Accepting Facility: Have you communicated to RCC or Disaster Struck Facility that you received these residents? 0 YES / OO0 NO
Patient Accepting Facility: Print Name of Key Contact / Phone # / Fax:




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

racimy name OSE #2 ooy

resioent's NamgCRelodkit | pos 7/7//7‘/J
LANGUAGE(s) SPOKEN E"‘Z WI\  aBLETO COMMUNICATE@/ N
FAMlLYCONTAcﬂDOA‘,U\Lw PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

B S £ i A
TREATMENTS: Lapl, A’fﬁn (/(Y ) Wo( W"“‘"{
ALLERGIES: N L oA

FACILITY PHARMACY;OMW PHONE:

DNR ORDER: Y @ Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia: Y /
Alert Lethargic O Oriented O Confused: Mildly O Severely O

BEHAVIOR PROBLEMS / SAFETY RISK

None Wanders OO0 Verbally Aggressive 0 Physically Aggressive O
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES
Independ;r%ﬁ Supervision O Partial Assist 0 Total Assist O
Continen Incontinent Bladder OO Incontinent Bowel heter/ Ostomy [0
Blind O Glassesm Deaf [0 Hearing AlDenture@Contact LensO
DIET
Diabetic O Last Insulin Last Meal ZI ll!!f Kosher O

Thickened Liquids O Consistency:

NPO O Aspiration Precautions [0  Modified Diet

Tube Feed O Type Rate

é_ TRANSFERS
Independent Supervision 00 Partial Assist ___ of 1 2
Mechanical O Total O

MOBILITY
Independent% Supervision [0 Partial Assist__ of 1 2 Total O
EQUIPMENT: None 0 Cane Walker 0 Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease [ Type c-Dif O

Ventilator 0 Trach O Speaking Valved Dialysis O

Suction 0 How Often Seizure Precautions O

O, Rate Mask Cannula_____ Continuous ___ PRN_____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: ﬂﬁ(/ /Pr("

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FACILITY NAMEm“:"‘: 2 PHONE
RESIDENT’S NAMEA(/ Qeﬁ*d»’r = pos "’//9/ /1979

LANGUAGE(s) SPOKEN éﬁ U\ ABLETO COMMUNICAT@/ N

FAMILY CONTACT tDCw; (Ate.~ pHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

[ et PPN
Ui, rwD
TREATMENTS: m— 4‘. v@«-»q? o&»PW

ALLERGIES: A (/- ind/\
AN A

FACILITY PHARMACY:O"“’WW PHONE:

DNR ORDER: Y @ Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia: Y /
Alert O Lethargic O Oriented O Confused: Mildly O Severely O

O}»L(HAVIOR PROBLEMS / SAFETY RISK
None

Wanders [0 Verbally Aggressive 0 Physically Aggressive O
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

M%)L'S | APPLIANCES
Independent: Supervision 00 Partial Assist 0 Total Assist [0

Continent O Incontinent Bladder O Incontinent Bowel atheter/ Ostomy O
Blind O Glasses Kl Deaf [0 Hearing Aid L /R Dentures Contact LensO

DIET
Diabetic Ig/Last Insulin Last Meal W\ Kosher O

Thickened Liquids O Consistency:
NPO [0 Aspiration Precautions 0 Modified Diet
Tube Feed O Type Rate

E'ﬁANSFERs
Independent Supervision [0 Partial Assist __ of 1 2

Mechanical O Total OO

G/%BILITY
Independent Supervision O Partial Assist __ of 1 2 Total O

EQUIPMENT: None 0 Cane E%(er O Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVvO Access Type Infectious Disease [ Type c-Dif O

Ventilator 0 Trach O Speaking Valved  Dialysis O

Suction 0 How Often Seizure Precautions [0
O;Rate__ Mask___ Cannula___ Continuous___ PRN_____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: ﬁ‘i l - M/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FaciLITY Nave DS FES PHONE
rResibenT's Name AL Refstlst 5 pos #/3 /135

LANGUAGE(s) SPOKEN E‘% lqu”‘]l ABLE TO COMMUNICAT@/ N
FAMILY CONTACT QM PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

Gce mallt.

~~

;7
TREATMENTS: J?*Pa? Troa
ALLERGIES: Pfaw‘f‘:r

FACILITY PHARMACY:&“W‘ Gl PHONE:

DNR ORDER: Y I@ Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia@/ N)
Alert 0 Lethargic O Oriented O Confused: Mildly, Severely O

BEHAVIOR\PROBLEMS / SAFETY RISK
None 0O  Wanders Verbally Aggressive O . Bhysically Aggressive O
Severe Behaviors O Elopement/ Flight Ris Risk for Falls O

ADL’S / APPLIANCES
Independen Supervision 0 Partial Assist 0 Total Assist O
Continent Incoptinent Bladder O Ingq@ntinent Bowel O Catheter/ Ostomy [0
Blind O Glasse Deaf O Hearing AiDentures U/L ContactLensO

DIET ZA'“
Diabetic O Last Insulin Last Meal Kosher O

Thickened Liquids O0 Consistency:
NPO O Aspiration Precautions 0 Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independent}é. Supervision 0 Partial Assist ___ of 1 2
Mechanical O Total O

MOBILITY
Independent 0 Supervision/lll Partial Assist ___ of 1 2 Total O

EQUIPMENT: None 0 Cane O Walker Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease O Type C-Dif O

Ventilator 0 Trach O Speaking Valvedl  Dialysis O

Suction 0 How Often Seizure Precautions [
O,Rate__ Mask___ Cannula_____ Continuous __ PRN_____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: ﬂ‘a i /é(/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FACILITY NAME [XF& =2 PHONE

RESIDENT’S NAME/‘}'L zﬁf‘-lfb* Y DOB 2 /71/ / 1999
LANGUAGE(s) SPOKEN g\ Ll ABLE TO commumcx@ N

FAMILY CONTACT Ig\ﬁ PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:
TREATMENTS: M o e JM} L‘”& élc.pg Sl
ALLerGiEs: _ NK JF

FACILITY PHARMACY:< Z*_JWL PHONE:

DNR ORDER: Y /@ Other No Hospitalization
(attach MOLST Form)

MNTAL STATUS (Dementia: Y /@
Ale Lethargic O Oriented O Confused: Mildly O Severely O

EHAVIOR PROBLEMS / SAFETY RISK
None Wanders 00 Verbally Aggressive 0 Physically Aggressive O
Severe Behaviors [ Elopement/ Flight Risk O Risk for Falls O

ADL’S /| APPLIANCES
Independen Supervision 0 Partial Assist 0 Total Assist O

Continent 4" Incontinent Bladder O Wnt Bowel O Catheter/ Ostomy O

Blind [0 Glasses [0 Deaf [0 Hearing Ai Dentures U/L Contact LensO

T
Diabeticﬁ. Last Insulin % Last Mealml\ Kosher O

Thickened Liquids OO Consistency:

NPO O Aspiration Precautions 0  Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independent Supervision O Partial Assist __ of 1 2
Mechanical OO0 Total O

OBILITY
Independent Su:7¢ision O Partial Assist___ of 1 2 Total O
EQUIPMENT: None Cane O Walker O Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease O Type c-Dif O

Ventilator 0 Trach O Speaking ValveD  Dialysis O

Suction 0 How Often Seizure Precautions O
O;Rate___ Mask___ Cannula____ Continuous ___ PRN____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: KA"Z’ ﬁt

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FACILITY NAME Q(?:Jﬁ < PHONE
RESIDENT’S NAME@C@fS‘CQv*‘Kf/DOB 5’/‘90//"-7J>

LANGUAGE(s) SPOKEN gﬂg LW aBLETO COMMUNICAT@I N

FAMILY CONTACT ¢ ¢  PHONE

CRITICAL DIAGNOSIS AND GRITICAL MEDICATIONS:
Ste—Pp Reptact et
TREATMENTS: (élcoe, ﬁ\mLNM, Mot

ALLERGIES: NKOH

FACILITY PHARMACY: ( }""WV'L PHONE:

DNR ORDER: Y @ Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia: Y
Ale Lethargic O Oriented OO0 Confused: Mildly O Severely O

BEHAVIOR PROBLEMS / SAFETY RISK
None Wanders 00 Verbally Aggressive O Physically Aggressive O
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O
ADL’S / APPLIANCES
Independe Supervision O Partial Assist 0 Total Assist [J

Continen Incontinent Bladder 0 Incontinent Bowel theter/ Ostomy O
Blind O Glasses O Deaf O Hearing Aid L /R Denture Contact Lens

DIET g EQ(M
Diabetic O Last Insulin Last Meal Kosher O

Thickened Liquids O Consistency:
NPO O Aspiration Precautions 0 Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independent Supervision 00 Partial Assist __ of 1 2
Mechanical O Total O

MOBILITY
lndependent“d Supervision [0 Partial Assist__ of 1 2 Total O
EQUIPMENT: None 0 Cane O Walker Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease O Type c-pif O

Ventilator 0 Trach O Speaking ValveD  Dialysis O

Suction 0 How Often Seizure Precautions O
O;Rate___ Mask___ Cannula_____ Continuous__ PRN_____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: K‘ , 3 A{/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FACILITY NAME DF & > PHONE
RESIDENT’S NAMEA'{/ Pefsfnt 6 pos_¢° (31 (41

LANGUAGE(s) SPOKEN EEE (‘7 N\ ABLE TO COMMUNICAT@ N
FAMILY CONTACTDQA, l"-"“/ PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

)
TREATMENTS: M/\? /LQRQ? @pwa\.(;
ALLERGIES: pCN

FACILITY PHARMACY:‘ )!!}W PHONE:

DNR ORDE I N Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia N)
Alert O Lethargic O Oriented Confused: Mildly Severely O

BEHAVIORPROBLEMS / SAFETY RISK
None 0  Wanders Verbally Aggressive O p Physically Aggressive O
Severe Behaviors O Elopement/ Flight Risk Risk for Falls O

ADL’S / APPLIANCES
e Supervision O Partial Assist 0 Total Assist O

Independ

Continen In tinent Bladder O | inent Bowel theter/ Ostomy O

Blind O Iassesﬁ Deaf O Hearing Aj Denture Contact LensO
DIET -

Diabetic O Last Insulin Last Meal Kosher O

Thickened Liquids [0 Consistency:

NPO O Aspiration Precautions 0 Modified Diet

Tube Feed O '!’ype Rate

TRANSFERS
Independen% Supervision O Partial Assist ___ of 1 2
Mechanical Total O

, MOBILITY
Independen Supervision 00 Partial Assist ___ of 1 2 Total O
EQUIPMENT: None 0 Cane O Walke Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IV O Access Type Infectious Disease [ Type c-pDif O

Ventilator 0 Trach 0 Speaking Valvedl  Dialysis O

Suction 0  How Often Seizure Precautions O

O; Rate Mask Cannula_____ Continuous _____ PRN____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: /W - A’L/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

eaciLmy name OO #<2 prone
resioent's NameAt (efvelot 1 bos ”/‘5”//?-76

LANGUAGE(s) SPOKEN g livt‘- ABLE TO COMMUNICAT@ IN

FAMILY CONTACT OM Wt PHONE
CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:
TDPA Hrpo— e —Se I
1 ‘ 3
TREATMENTS: C(JM"N\-—? PR 2 et T
ALLERGIES: NEDA

FACILITY PHARMACY:&W PHONE:

DNR ORDER: Y Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia: Y @
Alert Lethargic O Oriented O onfused: Mildly O Severely O

BEHAVIOR PROBLEMS / SAFETY RISK
None Wanders 00 Verbally Aggressive 0 Physically Aggressive [
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES
Independw Supervision 00 Partial Assist 0 Total Assist O

Continen Incontinent Bladder O Incontinent Bowel OO0 Catheter/ Ostomy O
Blind O Glasses O Deaf O Hearing Aid L/R Dentures U/L Contact LensO

Diabetic&( Last Insulinm Last Meal 22!' ' Kosher O

Thickened Liquids 0 Consistency:

NPO O Aspiration Precautions 0 Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independen% Supervision O Partial Assist ___ of 1 2
Mechanical Total O

MOBILITY

Independent O Supervision 00 Partial Assist ___ of 1 2 Total O
EQUIPMENT: None 0 Can Walker 0 Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease O Type c-Dif O

Ventilator 0 TrachO Speaking Valved  Dialysis O

=

Suction 0 How Often eizure Precaution

O,Rate__ Mask_____ Cannula__ Continuous ____ PRN__
Restraint: Type When Last Released

OTHER:

D
RESIDENT ACCEPTING FACILITY: I(‘ “ - ﬂ’(/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

eaciLiy name OSFEE S prone
resioent's name 3L ReSselast S pos \5///7/ (P3Y

LANGUAGE(s) SPOKEN L"V‘\ ABLE TO COMMUNICA@ N
o

FAMILY CONTACT .S o w PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:
T a5
’, Vi ! 4
TREATMENTS: Shafsbn,, IC7 ! /b&f’ﬁvu—.\“ leti2 | ATH

L
ALLERGIES: N W
FACILITY PHARMACY: l ?MWPHONE:

DNR ORDER: Y / N Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia: Y @
Alert Lethargic O Oriented O onfused: Mildly O Severely O

E BEHAVIOR PROBLEMS / SAFETY RISK

Non
Seve

Wanders O Verbally Aggressive 0 Physically Aggressive [J
ehaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES
Independe Supervision O Partial Assist 0 Total Assist O

Continen Incontinent Bladder 0 Incontinent Bowel [0 Catheter/ Ostomy [
Blind O Glasses [0 Deaf [0 Hearing Aid L/R Dentures U/L Contact Le%

T
Diabetic%\ Last Insulin& Last Meal m Kosher O

Thickened Liquids OO0 Consistency:
NPO O Aspiration Precautions 0  Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independen Supervision 00 Partial Assist ___ of 1 2
Mechanical Total O

MOBILITY
Independen Supervision O Partial Assist ___ of 1 2 Total O

EQUIPMENT: None O Cane& Walker 0 Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVvO Access Type Infectious Disease [ Type c-bif O

Ventilator 0 Trach O Speaking Valve[dl Dialysis D/{ l’ﬂ*{j&.

Suction 0 How Often Seizure Precautions [
O,Rate___ Mask__ Cannula_____ Continuous _____ PRN__
Restraint: Type When Last Released

OTHER:

(P
RESIDENT ACCEPTING FACILITY: /{M A((/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FACILITY NAME W‘B' 2 PHONE

p - —
RESIDENT’S NAMEA(’ W DOB 3/’ /77JJ
LANGUAGE(s) SPOKEN g LT ABLE TO COMMUNICA@ N

FAMILY CONTACT <) 0 un PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:
: I A - b
TREATMENTS: PN& “ Uo\..@, (__6,, flv,[ Qw.. O\l

ALLERGIES: _NW

FACILITY PHARMACY: MW&HONE:

DNR ORDER: Y Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementia: Y / N)
Alert Lethargic O Oriented O Confused: Mildly O Severely O

BEHAVIOR PROBLEMS / SAFETY RISK
Non Wanders 0 Verbally Aggressive 0 Physically Aggressive O
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES

Independen SuperVISIon O Partial Assnst O Total Assist O
Continent tment Bladder O | nent Bowel atheter/ Ostomy O
Blind O Glasses Deaf O Hearing Ai ﬁ Denture Contact Lensd

Diabetic&~ Last Insulin% Last Meal ig i!!!‘ Kosher O

Thickened Liquids O Consistency:

NPO O Aspiration Precautions 0 Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independen#\ Supervision O Partial Assist __ of 1 2
Mechanical Total O

MOBILITY
Independen Supervision [0 Partial Assist __ of 1 2 Total O

EQUIPMENT: None Cane 0 Walker 0 Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease [0 Type c-bif O

Ventilator 0 TrachO Speaking Valved  Dialysis O

Suctiond How Often Seizure Precautions [

O, Rate Mask Cannula_____ Continuous_____ PRN____
Restraint: Type When Last Released

OTHER: ) A

—
RESIDENT ACCEPTING FACILITY: W H/L/

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

Faciy nae DSC# 2 prone
resipen's NameAHL Befidud-(0 pos_ /6 //7//7.70
LANGUAGE(s) SPOKEN & :_‘5 WI'W  aBLETO COMMUNICA@N

FAMILY CONTACT dn PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

01 AN A\ )|

/7T ; | s~ N QK
TREATMENTS: ,?.Ma. L Cola ce, S;MM.‘J
ALLERGIES: W IEL A

FACILITY PHARMACY:W PHONE:

DNR ORDE@ N  Other No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Demential N)
Alert O Lethargic O Oriented Confused: Mildl Severely [0

BEHAVIOR PROBLEMS / SAFETY RISK
None 0 @ Wanders Verbally Aggressive O fysically Aggressive O

Severe Behaviors O Elopement/ Flight Risk Risk for Falls O
ADL’S / APPLIANCES
Independen Supervision 0 Partial Assist 0 Total Assist O

Continent O Incontinent Bladder O Incontinent Bowel O Catheter/ Ostomy O
Blind O Glasses [0 Deaf [0 Hearing Aid L/R Dentures U/L Contact Lens

DIET
Diabetic O Last Insulin Last Meal Kosher O

Thickened Liquids O Consistency:
NPO O Aspiration Precautions 0 Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independent Supervision O Partial Assist ___ of 1 2
Mechanical Total O

MOBILITY
Independentw Supervision 00 Partial Assist __ of 1 2 Total O
EQUIPMENT: None 0 Cane O Walker Wheelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IVO Access Type Infectious Disease O Type c-bif O

Ventilator 0 Trach 0 Speaking Valvel  Dialysis O

Suction 0 How Often Seizure Precautions [J
O;Rate__ Mask___ Cannula_____ Continuous PRN____
Restraint: Type When Last Released

OTHER:

A NN
e — RC
RESIDENT ACCEPTING FACILITY:

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT C: INFLUX OF PATIENTS LOG

(Accounting for Incoming Patients and Equipment)

Make additional copies prior to use

1. FACILITY NAME 2. DATE/TIME PREPARED 3. INCIDENT DESCRIPTION
4. TRIAGE AREA (for entry into the facility)

Original | Meds & Family Notified: PCP Notified: Time Left

Chart MAR Name, Date, Name, Date, Triage/

Arrival Facility MRN# / . DOB/ |Received |Received| Equipment Time, Phone Time, Phone Destination
Time | Received From Triage # PtName (Last, First) | Sex Age w/ w/ Received Number w/ Area Number w/ Area

Resident |Resident Code Code

YY) (N(Y) (N)

YN Y N
5. SUBMITTED BY 6. PHONE NUMBER 7. DATE/TIME SUBMITTED

Revised: December 2020 81




ATTACHMENT C: INFLUX OF PATIENTS LOG

(Accounting for Incoming Patients and Equipment)

Make additional copies prior to use

1. FACILITY NAME 2. DATE/TIME PREPARED 3. INCIDENT DESCRIPTION
4. TRIAGE AREA (for entry into the facility)
Original | Meds & Family Notified: PCP Notified: | Time Left
Chart MAR Name, Date, Name, Date, | Triage/
Arrival Facility MRN# / . DOB/ |Received |Received| Equipment Time, Phone Time, Phone Destination
Time | Received From Triage # Pt Name (Last, First) | Sex Age w/ w/ Received Number w/ Area Number w/ Area
Resident |Resident Code Code
) (N(Y) (N)
Y| N Y N
|
|
|
é
i
5. SUBMITTED BY 6. PHONE NUMBER 7. DATE/TIME SUBMITTED

Revised: December 2020

81



