
 
 

 

                                                            
 

TRA NSITION PLA NNING CHECK LIST  

Name of Individual:    DOB: Sex:  Height:  Weight:  

Does this person have a guardian: If so, please include name/contact information:  
  

Reason for transfer/Current Medical/Psychiatric Condition:  

Is transfer considered:   Elective or Urgent/Emergency  (Please circle one)  

PA ST MEDICA L A ND PSYCHIA TRIC CONDITIONS/DIA GNOSIS: 

 

 

MOST RECENT HOSPITLA ZA TION (MEDICA L/PSYCHIATRIC)-DATE A ND REA SON:  

 

PA ST SURGERIES-INCLUDE A NY META L IMPLA NTS 

 

A LLERGIES-PLEASE INCLUDE FOOD, ENVIROMENTA L A ND DRUG A LLERGIES: 

 

DNR STA TUS: 

Check here ONLY IF Ohio DNR-CC or DNR-CCA  is attached________  (a properly authorized DNR-DNR-CC must be attached to be valid)  

MEDICA TIONS-INCLUDE ROUTE A ND PLEA SE A TTACH A  COPY OF MEDICA TIONS: 

DIET/SPECIA L TEXTURE/FEEDING TUBE: 

 

RESPIRA TORY CONDITIONS-SLEEP A PNEA . INCLUDE OXYGEN OR OTHER EQUIPTMENT USE:  

BEHA VIORA L-PLEASE INCLUDE PICA , SIB, ELOPMENT, A NXIETY A ND A NY BEHA VIORA L SUPPORT STRA TEGIES  

 

MOBILITY/A MBULATION- IS THE PERSON A T RISK OF FA LLING?                                             

LIST A NY A DAPTIVE EQUIPMENT NEEDS:  



 
 

 

SPECIA L SENSES-VISION, HEA RING-PLEA SE INCLUDE A DA PTIVE EQUIPTMENT NEEDS: 

 

COMMUNICA TION (BEST METHOD): 

MY MEDICA L A ND HEA LTH INFO: 

DA TE/COPY OF MOST CURRENT HISTORY A ND PHYSICA L: 

IMMUNIZA TION RECORDS: 

IMMUNIZATIONS: DA TE  LAST 
GIVEN: 

DA TE  NEXT 
DUE:  

IMMUNIZATIONS: DA TE  LAST 
GIVEN: 

DA TE  NEXT 
DUE:  

IMMUNIZATIONS: DA TE  LAST 
GIVEN: 

DA TE  NEXT 
DUE:  

D.P .T    Hep . B   P .P .D.   

Sh ing les   F lu    P neumonia   

D.T./T.T.          

LA B A BNORMA LITIES:  

PREVENTA TIVE CA RE: 

SC REENINGS  DA TE  LAST 
GIVEN: 

DA TE  NEXT 
DUE:  

REC OMMENDED 
F O LLOW UP  

SC REENING  DA TE  LAST 
GIVEN: 

DA TE  NEXT 
DUE:  

REC OMMENDED FOLLOW U P  

C O LONSCOPY    MA MMOGRAM    

VIS ION    PA P  SMEAR    

HEA RING     PSA     

 

 

 
 
_____________________________________    ______________  _____________________________________    ______________  Dev . 9/2015 

Person submitting information   Date               Person receiving information                  Date 

WHA T IS IMPORTA NT TO ME:  WHATS IMPORTANT FOR ME: 

    
 
 
 
 

 
 

IMPORTA NT CONTA CT: IMPORTANT CONTACT: 

  
 
 


