HANDOVER DETAILS FROM       _______________    WARD/DEPARTMENT
Nurse Giving Information ______________________   Contact No. ______________
DATE:

PATIENT’S NAME:

D.O.B:

N.O.K:
Contact No.

Is the N.O.K. aware of transfer to Hospice?    Yes      No

DIAGNOSIS:
Resus status:

Other condition/PMH:  i.e. Diabetes                                             Allergies:
Significant procedure/treatment done:
Is Barrier Nursing required:      Yes    No       If yes why? i.e. MRSA, Shingles, C-diff

Mental State: i.e. Confused, muddled, sleepy, 

Level of Mobility: i.e. Independent, transfer w/ assistance, bedbound
                                  Any equipment used:
Falls Risk: i.e. recent fall, falls at night etc.
Airway/Breathing ex. on Oxygen requirements, nebulizer

Diet and Fluid: i.e. PEG feeding, normal, soft diet, NBM, any swallowing problems

Communication: i.e. Any speech problems/hearing aid/glasses

Skin condition: i.e. dry skin, skin tear, Any pressure sore:

Does patient require air mattress? If yes ask  which mattress pt. already on?
Continence: Bowel: i.e. Stoma/when last opened/ treatment given etc.

           Urine:  i.e. UTI, Catheterized, supra-pubic, padded etc.
Equipment: i.e. IV fluids, syringe driver 

Social circumstances : i.e.  pt. lives on their own, any existing care package
Any other Information: i.e. Any medication due – ensure meds sent down.

Any other plans, investigation booked or acute treatment required.

Nurse receiving information ____________________________
