
Universal Patient Transfer Form 
 
Q. What is the Universal Patient Transfer Form? 
A. It is form that all licensed NJ health care facilities are required to use beginning on October 
30, 2011.  The purpose of the Universal Transfer Form is to communicate pertinent, accurate 
clinical patient care information at the time of an emergency call to a facility or a patient transfer 
between health care facilities or programs. Examples of health care facilities and programs can 
include hospitals, nursing homes, assisted living facilities, dialysis centers, ambulatory surgical 
centers or a 911 call from a home health staff member at a patient’s home.    
 
Q. What will be documented on the Universal Transfer Form? 
A. The form will document patient demographics, sending facility name, receiving facility name, 
vital signs, diagnosis, primary care physician, medications, allergies, respiratory needs, and 
cardiac arrest resuscitation status (DNR). 
 
Q. Does the Universal Patient Transfer Form replace a DNR? 
A. NO. The form will acknowledge if a DNR exists, but proper documentation of a DNR will still 
need to be supplied to EMS. 
 
Q. What is the responsibility of EMS to obtain the form? 
A. Upon arrival at a health care facility EMS is to request the form along with all other pertinent 
medical forms.  It is not the responsibility of EMS personnel to complete this form. 
 
Q. What happens if the form is not available? 
A. EMS is to provide treatment and transportation to the hospital without delay. Upon arrival at 
the hospital, EMS is to notify the receiving RN that the form was not available, and it will be the 
responsibility of the receiving facility to contact the transferring facility to obtain the form.  The 
absence of the Universal Transfer Form should be noted on the EMS patient care report. 
 
Q.  Does this form replace the EMS Patient Care Report or EMS Consent for Transport? 
A.  NO. Agencies will still be required to complete their EMS Patient Care Report along with the 
Consent for Transport. 
 
Q. Is EMS required to keep a copy of this form? 
A. NO. EMS is responsible for handing form to the receiving facility and documenting transfer of 
form. 
 
Q. Is EMS required to document their vital signs or anything else on this form? 
A. NO. All EMS documentation should be handled in the EMS Patient Care Report. No 
documentation is required by EMS on the Universal Patient Transfer Form. 
 
 
 
 



NEW JERSEY UNIVERSAL TRANSFER FORM
(Items 1 - 29 must be completed)

1. TRANSFER FROM:

TRANSFER TO:

3. PATIENT NAME:
Last First Name and Nickname MI

PATIENT DOB (mmidd/yyyy): GENDER OM OF

5. PHYSICIAN NAME PHONE

7. CONTACT PERSON RELATIONSHIP

PHONE (Day)
NAME OF

OR

PHONE (Day)

(Night)
o HEALTH CARE REPRESENTATIVE/PROXYo LEGAL GUARDIAN, IF NOT CONTACT PERSON:

(Night)

(Cell)

(Cell)

8. REASONS FOR TRANSFER: (Must include brief medical history and recent changes in physical function or cognition.)

2. DATE OF TRANSFER: _

TIME OF TRANSFER:

4. LANGUAGE: 0 English 0 Other: _

OAM/DpM

6. CODE STATUS: 0 DNR 0 DNH 0 DNI

o Out of Hospital DNR Attached

Check if Contact Person:
o Health Care Representative/Proxy 0 Legal Guardian

PAIN: ONone DYes, Rating Treatment _VIS: BP P R T _ Site _

9. PRIMARY DIAGNOSIS ___________________ 0 Pacemaker

o Intemal Defib.Secondary Diagnosis

Mental Health Diagnosis (if applicable)

10. RESTRAINTS: DNo DYes (describe)

11. RESPIRATORY NEEDS: DNone oOxygen-Device Flow Rate ------
DCPAP DBPAP DTrach OVent DRelated details attached DOther ------

12. ISOLATION/PRECAUTION: DNone OMRSA OVRE DESBL DC-Diff 0 Other ----
OColonizedSite Comments

13. ALLERGIES: ONone DYes, List

14. SENSORY: Vision DGood DPoor OBlind

Hearing DGood DPoor oDeaf

Speech DClear oDifficult DAphasia

DGlasses

Hearing Aid oLeft DRight

DNone

DPressure Ulcer

oElopement

DN/A DSeif

20. AT RISK ALERTS:

oFalls

DWanders

DAspiration

DSeizure

oOthersHarm to:

Weight Bearing Status: DNone

OLimited DFull

oLimited DFull

DAlert oForgetful oOriented

oDisoriented oDepressed

Left Leg:

Right Leg:

21. MENTAL STATUS:

OUnresponsive

DOther ---------------
22. 0 PASRR LEVEL I COMPLETED

15. SKIN CONDITION: ONo Wounds

DYES, eressure, ,S,urgical, '{ascular, Qiabetic, Qther

Type: OP OS ov Do DO

23. FUNCTION: Self With Help NotAble
Walk 0 0 0
Transfer 0 0 0oSee Attached TAR Toilet 0 0 0
Feed 0 0 0

Site ----- Size ---- Stage (Pressure) _ Comment ------
Type OP Os ov Do Do

Site ----- Size ---- Stage (Pressure) _ Comment -----
16. DIET: DRegular DSpecial (describe): -------------------

DTube feed DMechanically altered diet DThicken liquids

17. IV ACCESS: DNone DplCC DSaline lock OIVAD DAV Shunt DOther:

18. PERSONAL ITEMS SENT WITH PATIENT: DNone OGlasses DWalker DCane

Hearing Aid: DLeft DRight Dentures: DUpper/Partial oLower/Partial oOther: ------

24. IMMUNIZATIONS/SCREENING:

OFlu Date:

OPneumo Date:

OOther:

OTetanus Date:-----
OPPD +/- Date:

---- ----
Date:------

25. BOWEL: 0Continent 0 Incontinent Date last BM ---
Comments: -------------

26. BLADDER: OConUnent OlnconUnent OFoley Catheter

Comments: --------------
19. ATTACHED DOCUMENTS: MUST ATTACH CURRENT MEDICA TlON INFORMA TlON 0Face Sheet 0MAR 0Medication Reconciliation DTAR 0POS 0Diagnostic Studies

DLabs DOperative Report DRespiratory Care DAdvance Directive DCode Status DDischarge Summary OPT Note DOT Note DST Note DHXlPE

oOther:

27. SENDING FACILITY CONTACT: Title Unit Phone

REC'G FACILITY CONTACT (if known): Title Unit Phone

28. FORM PREFILLED BY (if applicable): Title Unit Phone

29. FORM COMPLETED BY: Title Phone
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