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PATIENT TRAKETER AUTHORIZATION FORM ~ NOR-OUTBREAK
Thig form must be COMPLETELY filled owt before autharization can he provided,

Plense Fax this Document fo 866-301-5262 Eagueiries eall 564-869-782]
REQUESTED TRAMEFER DATE: (Plense note: Authorization #3 are only valid for 24 hours)
0 Emergency Transfor 0 Non Emergency Transfer

1 Patient reguires transportation and medical/supervision by a paramedic
[ Patient requires transporiation only, please indicate transportation provider

SE HRALTHCARE FACTLITY i
Patient Surname: FirgtName:

Sending Healthcare Pacility: : _._Yni/Reom:

Healihicare Faeility Unit Telephone  (aren code mandatory): ( ) - | oxT

Healihcare Facility Unit Fax number (ares code mandatory): ( ) -

Patientsex: M 0 FI13  Age or DOB js Mandatory Age orDOB_ I (YYYY/MM/DD)

RN/Clerk ~filling out this form must provide: Name (print)

Sigoature __ Sending Physician Name:
REASON FOR TRANSFER AND CURRENT DIAGNOSTS

1) Is the patient admitted or being transforred for admission? Yes O NoDl© i
2) Doss the paﬁcn;?work for g henlth eure agoncy/organization? Yes D No [
3)1s the patient a rosident of a long-term care facility? Yas D No O

4) Dots the pationt have new/worse cough or SOB? Yes D No O

5)Js the patient fesling foverish orhad shakes or chills within the last 48 hours? Yes T Wo D Temp *C

6) Mas the patient lived/visited: Chinn, Hong Kong, Japan, Scuth _,Ko:rcn, Thailand, Taiwen, or Vietnam in the last
30 days? Yes I3 NolO
T) Hlas the patient coms in contact with a sick person in the last 30 days who has waveled Lo thess same areas? '

Yes D Nol ‘
Reesiving Houlth Care Fagility: Unit/Room: !
Healthears Facility Unit Telephone (area code mandatery): ) . L ext: i
Receiving Physician:

Tuittutz dreplet precawtions If “yes” to 4 gnd 8, These patients moy potentially have o Fobrile Ruspiralory Dinesy (IFR1),

Coninet yonr Infeetion Conirol Prociitioner for patlents with (FR1-“yes" 10 questions 4 ond § and taswered ¥yes" 10
guestion 6 or 7. These patients may prtentially have 2 severe resplratary ilness (SR,

Contact your Jofection Control Practitioner for patients with (IR1)-*yes” to questons 4 and 5 and answersd “yes™ 10 gither
guestion 2 ox 3




