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ATTACHMENT A: PATIENT / MEDICAL RECORD & EQUIPMENT TRACKING SHEET
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Disaster Struck Facility: Keep One Copy / 00 FAX 1 copy to RCC /O FAX 1 copy to Receiving Facility / 0 GIVE 1 copy to Transporters
Patient Accepting Facility: Have you communicated to RCC or Disaster Struck Facility that you received these residents? 00 YES /O NO

Patient Accepting Facility: Print Name of Key Contact / Phone # / Fax:




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

Facimy nave DSF B | puone

resioents name N eefw_iooe 10/ [(G70
LANGUAGE(s) SPOKEN Eing B ABLE TO COMMUNICATN
FAMILY CONTACT Qw, W€~ PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

i__Ci'”{ C /““
TREATMENTS:WT"! Ay, CTxe p i X PO~ fJovan-
ALLERGIES: VXD

FACILITY PHARMACY:GM’N 2 w€ PHONE:

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

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

BEHAVIOR PROBLEMS / SAFETY RISK
None 0  Wanders O Verbally Aggressive %sically Aggressive E/
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S /| APP CES
Independent 0 Supervision Partial Assist 0 Total Assist [0

Continent O Incontinent Bladder Incontinent Bowel [J_Catheter/ Ostomy O

Blind 00 Glasses ¥ Deaf [0 Hearing Aid L Dentures Contact LensO
DIET

Diabetic O Last Insulin Last Meal 5 ﬂM Kosher O

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

TRANSFER;/
Independent 0 Supervision Partial Assist___ of 1 2

Mechanical O Total O

MOBILITY /
Independent 0 Supervision Partial Assist ___ of 1 2 Total O
EQUIPMENT: None 0 Cane B/Walker O Wheelchair O

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

Ventilator 1 Trach O Speaking Valve[dl  Dialysis O

Suction 0 How Often Seizure Precautions O

O;Rate écplq;sk ___ Cannula _‘C Continuous__ PRN____
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: ﬁﬁp “N#

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

raciLiy name OSE 4 | PHONE
resiDenT's Name (\(H Be Ssdent D 5o 7/‘ //?STJ

LANGUAGE(s) SPOKEN {ﬂ {’7"‘ ABLE TO COMMUNICAT@N
FAMILY CONTACT ._Y-OV\ PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

— A IRJewn & ZoPonEx
TREATMENTS: UZZ-,, P'UU_; g/@ @'\,ﬁd’u
ALLERGIES: B MK DA

FACILITY PHARMACY: a"m-‘C%LPHONE:

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

NTAL STATUS (Dementia: Y
Alert )" Lethargic O Oriented O Confused: Mildly O Severely O

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

Continent O Incontinent Bladder Incontinent Bowel O Catheter/ Ostomy O
Blind O Glasses E’/Dz:\f O Hearing Aid L/R Dentures U/L Contact LensO]

DIET 29'/(""69 .
Diabetic 1 Last Insulin Last Meal Kosher O

Thickened Liquids O Consistency:

NPO O Aspiration Precautions 0  Modified Diet

Tube Feed O Type Rate
I/\/RANSFERS
Independent Supervision O Partial Assist___ of 1 2
Mechanical O Total O
MOBILITY

Independent 0 Supervision [0 Partial Assist ___ of 1 2 Total O
EQUIPMENT: None 0 Cane E%Iker O Wheelchair O

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

Ventilator 0 Trach O Speaking Valve[d Dialysis O

Suction 0 How Often Seizure Precautions O

0O, Rate Mask Cannula_____ Continuous__ PRN___
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: I; ; - N#

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 a”'ﬂ/ PHONE
RESIDENT’S NAMEW[‘J’W 3 bos SHAL (7T
LANGUAGE(s) SPOKEN é:‘;/’?“ J__ABLETO COMMUNICATE/ Y N

FAMILY CONTACT a'V} ()‘5"' PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

“ant B

4

TREATMENTS: 5;“ “"lf & o

ALLERGIES: p(ﬁw.)f J

FACILITY PHARMACYA‘%M PHONE:

DNR ORDER N Other No Hospitalization
(attach MOLST Form)

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

BEHAVIOR PROBLEMS / SAFETY RISK

None 0  Wanders Verbally Aggressive O PhySically Aggressive O
Severe Behaviors O Elopement/ Flight Risk ”" Risk for Falls O

ADL’S /| APPLIANCES D/
Independent 0 Supervision O PartiatAssist Total Assist O

Continent O Incontinent Bladder Incontinent Bowel O Catheter/ Ostomy OO0
Blind O Glasses O Deaf O Hearing Aid L/R Dentures U/L Contact Lens]

D|ET/f2ﬁ\ﬂ‘-—

Diabetic O Last Insulin Last Meal Kosher O
Thickened Liquids O Consistency:
NPO O Aspiration Precautions mdiﬁed Diet

Tube Feed O Type Rate

TRANSFER;/
Independent 0 Supervision Partial Assist %2
Mechanical O Total O

MOBILITY

Independent 00 Supervision Partial Assist of1 2 Total O
EQUIPMENT: None 0 Cane O Walker & Wheelchair O
dz/‘f’ECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT

IVE&” Access Type Infectious Disease [ Type c-bif O

Ventilator 0 Trach O Speaking Valved  Dialysis O

Suction 0 How Often Seizure Precautions O

O, Rate i Mask ____ Cannula ™ Continuous__ PRN___
Restraint: Type When Last Released

OTHER:

g, s W
RESIDENT ACCEPTING FACILITY: K ﬂ’ ad

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 OsF# | PHONE
resipent's name U e Sidats Hoos_ it /Qb/ 19 7€
LANGUAGE(s) SPOKEN Evg (T4 [ ABLETO COMMUNICAT@N

Spe-l.
FAMILY CONTACT_ (g PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:
TREATMENTS: fom EI\J\\M’.’. w G (Qt( Aot
ALLERGIES: /U’"[LJA—

FACILITY PHARMACY:é)“‘MW PHONE:

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

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

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

ADL’S / APPLIANCES E!/
Independent 00 Supervision O P Assnst O Total Assist
Continent O Incgynent BIadder n oniinent Bowel@heter/ Ostomy O
Blind O Glasses & Deaf [0 Hearing A| Dentures Contact LensO
piet K1 “‘"@4‘,‘
Diabetic O Last Insulin Last Meal Kosher O

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

TRANSFERé//
Independent 0 Supervision Partial Assist ___ of 1 2

Mechanical O Total O

MOBILITY
Independent 0 Supervision Partial Assist___ of 1 2 Total O0

EQUIPMENT: None 0 Cane O Walker [B’/TAylzeelchair m]

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

Ventilator 0 Trach O Speaking Valve[d  Dialysis O

Suction 0 How Often Seizure Precautions [
O, Rate Mask Cannula Continuous PRN
Restraint: Type When Last Released

OTHER:

N -
RESIDENT ACCEPTING FACILITY: Kﬂ’f/ — Mt

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 OSE 4 | PHONE (

l
resipent's Name DU LeSiplaat S pos_l© (711 [a¢
LANGUAGE(s) SPOKEN 6~2 WILL  ABLE TO COMMUNICATE Y/N

FAMILY CONTACT___ Sow PHONE —

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

TREATMENTS: Eloc-c! \)abu\....’, Is T,
ALLERGIES: __ NIECWA

FACILITY PHARMACY: @‘M‘“v-‘ PHONE:

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

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

\Z/@AVIOR PROBLEMS / SAFETY RISK
Noné Wanders 00 Verbally Aggressive 0 Physically Aggressive O
Severe Behaviors [0 Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES B/
Independent Supervision 00 Partial Assist otal Assist O

Continent Incg»mﬁnt Bladder O Incontinent Bowel 0 Catheter/ Ostomy [0
Blind O Glasses Deaf 00 Hearing Aid L/R Dentures U/L Contact LensO

DIET P e

Diabetic O Last Insulin Last Meal Kosher O

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

Tube Feed O Type Rate

TRANSFERS
Independent 0 Supervision OO Partial Assist;\-/t;ﬂ 2
Mechanical O Total O

MOBILITY /

Independent O Supervision 00 Partial Assist of1 2 Total O
EQUIPMENT: None O Cane O Walker%eelchalr/

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT

IVO Access Type Infectious Disease O Type C-Dif O

Ventilator 0 Trach O Speaking Valve[d Dialysis [0

Suction 0 How Often Seizure Precautions O
O,Rate___ Mask____ Cannula_____ Continuous__ PRN___
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: ﬂ ﬁ F N H’

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#( PHONE
resioens name/VH Lefidar & o F/%/IYJLP

LANGUAGE(s) SPOKEN EEQL'JL ABLE TO commumcmm

FAMILY CONTACT S:) “m PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

TREATMENTS: WA, L&PCQ Rl'f Pfupb( Movplinrs
ALLERGIES: ,Yh{(ﬁ'rL PCM

& L oRAT TR
FACILITY PHARMACY:ﬂ\ PHONE:

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

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

BEHAVIOR PROBLEMS / SAFETY RISK

None 0 Wanders O Verbally Aggressive 0 Physically Aggressivﬁ/
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls &1~

ADL’S / APPLIANCES [B/
IndependentEl SupervisionD P jat Assist 0 Total Assist

Continent O Incontinent Bl ontinent Bowel [J Catheter/ Ostomy O
Blind O Glasse Deaf earing An@@entures /@Iontact LensO

\ Kz/ DIET
D C Last Insulin Last Meal Kosher O

Thickened Liquids Qénsistency:
NPO O Aspiration Brecautions ET//Modified Diet

Tube Feed O Type Rate

TRANSFERS
Independent 0 Supervisio Partial Assist ___ of 1 2
Mechanical O Total

MOBILITY /
Independent 0 Supervision 00 Partial Assist ___ of 1 2 Total

EQUIPMENT: None 0 Cane O Walker O WheelchairE/

SPECIAL PRECAUTIONS / PROCEDURE;///EEUIPMENT
Type

/Mﬂrﬁ' C-Dif O

Ventilator O TrachO Speaking Valvedl Dialysis O

IV O Access Type Infectious Disease

Suction 0 How Often Seizure Precautions [

O, Rate i Mask___ Cannula \i Continuous __ PRN___
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: /Qﬂ"P -

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

FACILITY NAMEEXF + PHONE
resipent's name NH €ehidet T pos ?/-9‘—(/(3%?

LANGUAGE(s) SPOKEN i{"i W aAsLeTO commumcm@ N

FAMILY CONTACT (ke PHONE

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

l § § e @EI}\QQ

1 4 i cwess
TREATMENTS: PTIOT{ C\(M%‘ Iz epoia (e
aLLeraiEs: M V&

FACILITY PHARMACY: C)\sMPHONE:

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

B/M/ENTAL STATUS (Dementia: Y / N)
Alert Lethargic O Oriented O Confused: Mildly O Severely O

Il1}24WIOR PROBLEMS / SAFETY RISK
None Wanders 0 Verbally Aggressive 0 Physically Aggressive O

Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES E/
Independent 0 Supervision O I;Lrt‘;aVAssist O Total Assist
Continent O Incgyme/nt Bladder B Incontinent Bowel theter/ Ostomy O
Blind O Glasses & Deaf [0 Hearing Aid L /R Denture@Contact LensO

DIET d}ﬂm
Diabetic O Last Insulin Last Meal Kosher O

Thickened Liquids & Consistency:

NPO O Aspiration Precautions 00  Modified Diet

Tube Feed O Type Rate
TRANSFERESu/

Independent 0 Supervision Partial Assist ___ of 1 2

Mechanical O Total O

MOBILITY 19/
Independent 00 Supervision Partial Assist___ of 1 2 Total O
EQUIPMENT: None O Cane O WalkerZ/VGwelchair O

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT

IVO AccessType__Infectious Disease [ Type c-pif O
Ventilator 0 Trach O Speaking Valved  Dialysis O
Suction 0 How Often Seizure Precautionsg/
O, Rate Mask Cannula___ Continuous__ PRN___
Restraint: Type When Last Released
OTHER:

RESIDENT ACCEPTING FACILITY: ﬂﬁ' /C —N

PHONE # CONTACT

Document all care
provided to Resident
DURING TRANSFER

and/or concerns in the

space below




ATTACHMENT B: RESIDENT EMERGENCY EVACUATION TAG

eaciry name OF # C prone
resipents name [\ [ [Cassdet pos “(9( (9§D

LANGUAGE(s) SPOKEN (ﬁ\ Wiy ABLE TO COMMUNICATE@\I
PoUI [N Z?N‘“"i

FAMILY CONTACT__ > PHO
CRITICAL DIAGNOSIS?M:[‘)’?:RITICAL MEDICATIONS:

fetose; W, O™l S5J
TREATMENTS: (/'r(,»f.}h\-.? K'r Meal—@m.’s La/ir. Ak
ALLERGIES: _ LD A Dial., §55 u«[w [F

FACILITY PHARMAcY;MM PHONE:

DNR ORDER: Y 67 Other No Hospitalization
(attach MOLST Form)

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

BEHAVIORDPR)){LEMS | SAFETY RISK

None 0  Wanders Verbally Aggressive O Ph/ysi/ally Aggressive [
Severe Behaviors O Elopement/ Flight Risk{J”~ Risk for Falls O

ADL'S / APPLIANCES /
Independen Supervision D P ial Assist Total Assist O
Contine nconti t Bla Incontinent Bowel theter/ Ostomy O
Blind Glassesﬁfﬁue‘g; eanng Ai -a Dentures Contact LensO
Diabetic Z//Las’t Insulin %Last Meal _& Kosher O

Thickened Liquids 00 Consistency:

NPO 0 Aspiration Precautions 0 Modified Diet

Tube Feed O Type Rate
TRANSFER;/

Independent 0 Supervision Partial Assist ___ of 1 2

Mechanical O Total O

MOBILITY m/
Independent 0 Supervision Partial Assist _ of 1 2 Total'T

EQUIPMENT: None O Cane O Walker m/ﬁﬁelchair o

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

Ventilator O Trach O Speaking Valve[l Dialysis D/;m[(,«/ { F

Suction 0 How Often Seizure Precautions [0

O, Rate Mask Cannula___ Continuous__ PRN___
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: R A F _-Nh‘

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 DS\F& [ PHONE
T— L &SDM Q pos It HI 1939

LANGUAGE(s) SPOKEN W, ABLE TO comm umcm@ N
p‘,’%ﬁ_. el (P n-onmg)

FAMILY CONTACT__ >, PHONE
) U=

CRITICAL DIAGNOSIS AND CRITICAL MEDICATIONS:

O Rhereater Ftksks AR)

TREATMENTS:ﬁ{OT], pwr)\mﬂw-e} L‘*"@
ALLERGIES: MC(PA’

FACILITY PHARMACY: ( DW PHONE:

DNR ORDE@( N Other \DNZC No Hospitalization ‘/

(attach MOLST Form)

Q/M/ENTAL STATUS (Dementia: Y / N)
Alert Lethargic O Oriented O Confused: Mildly O Severely O

[H/B'gAVIOR PROBLEMS / SAFETY RISK
None Wanders 00 Verbally Aggressive 0 Physically Aggressive O

Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O

ADL’S / APPLIANCES
Independent 0 Supervision I3 Partial Assist 0 Total Assist [
Continent O Inconti)we/nt Bladder'@” Incontinent Bowel [0 Catheter/ Ostomy [
Blind O Glasses'*Deaf [0 Hearing Aid L/R Dentures U/L Contact LensO

eSS
DIET
Diabetic [ Last Insulin Last Meal £ ;/I" \ Kosher O

Thickened Liquids OO0 Consistency:
NPO [0 Aspiration Precautions 0 Modified Diet
Tube Feed O Type Rate

TRANSFETS/
Independent 0 Supervision Partial Assist ____ of 1 2

Mechanical OO Total O

MOBILITY D//
Independent O Supervision/artialAssist_ of1 2 Total O
EQUIPMENT: None O Cane Walker 0 Wheelchair O

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

Ventilator 0 Trach O Speaking Valve[d  Dialysis O

Suction 0 How Often Seizure Precautions [0
O,Rate_ Mask__ Cannula____ Continuous __ PRN___
Restraint: Type When Last Released

OTHER:

RESIDENT ACCEPTING FACILITY: QU l g _NH/

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 OSF & PHONE 7 ;W-
resioents name /U €e5dar |0 og ;{j .k 7/7/'9‘/8/

LANGUAGE(s) SPOKEN (M~ ABLETO COMMUNICAT

FAMILY CONTACT XD\A— PHONE

CRITICAL AGNSIS AND CRITICAL MEDICATIONS:

TREATMENTS: Y, O’r K(,TM.'\ GJ (C\"ﬁ Fartheodd
ALLERGIES: NKM

FACILITY PHARMACY:O\WMPHONE:

DNR ORDER: Other (0’\*2 No Hospitalization
(attach MOLST Form)

MENTAL STATUS (Dementi@N) B/
Alert O Lethargic O Oriented Confused: Mildly Severely O

BEHAVIOR PROBLEMS / SAFETY RISK
None 0  Wanders O Verbally Aggressiv Physically Aggressive O
Severe Behaviors O Elopement/ Flight Risk O Risk for Falls O
ADL’S | APPLIANCES /
Independent 0 Supervision O Partjal Assist 0 Total Assist
Continent O Incgltégymladder Incontinent Bowel atheter/ Ostomy O
Blind O Glasses eaf O Hearing Aid L/R Dentures L) Contact LensO
DIET Kq'j\'

Diabetic O Last Insulin Last Meal ylgl Kosher O

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

Tube Feed O Type Rate

TRANSFERS,
Independent O Superwsm/n/ Partial Assist____ of 1 2
Mechanical O Total

MOBILITY /
Independent 00 Supervision [0 Partial Assist of 1 2 Total

EQUIPMENT: None 0 CaneO Walkerﬂ/heelchalrEl

SPECIAL PRECAUTIONS / PROCEDURES / EQUIPMENT
IV O Access Type Infectious Disease [0 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: ZZ/ ; i VN H—

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 # Pt Name (Last, First) | Sex Age w/ w/ Received Number w/ Area Number w/ Area
Resident |Resident Code Code
()  (N[(Y) (N) :
YN Y N I‘
i
|
|
;
i
|
|
&
1
i
|
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
(YY) (N)[(Y) (N)
YN YN
|
|
;
l
5. SUBMITTED BY 6. PHONE NUMBER 7. DATE/TIME SUBMITTED

Revised: December 2020 81




