COUNTY OF LOS ANGELES

HARBOR-UCLA MEDICAL CENTER

Inpatient Transfer Accept Form

DEPARTMENT OF HEALTH SERVICES

Completed form to be submitted to Bed Control, room 1M-2M, after Patient Flow
(pager 310-501-0939) is notified of accepted transfer

Patient’s Name:

Transferring Hospital:

Patient’'s DOB:

Accepting Service:

Attending Physician:

Transfer Diagnosis:

Level of Care Required: Llicu ] pcu/sbu

Pager to Notify upon Patient’s Arrival to Bed:

I Tele

] ward

Provider Printed Last Name: ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Provider Signature ID:

Date:‘ ‘ ‘—‘ —_ Time:

RN Printed Last Name: ‘

RN Signature:
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