
ACUTE CARE TRANSFER LOG
Facility Name _____________________________________________ Month/Year __________/_________

Resident 
Room  

Number

Date of most 
recent admission 

to the facility

Admitted to 
the facility 

from* (circle)

Status at time 
of Transfer* 

(circle)
Date of Transfer

Time of Transfer 
(circle a.m.  

or p.m.)

Outcome of Transfer
(check which applies) Hospital Diagnosis for ED visit  

or admissionED visit only  
(returned to facility)

Admitted to 
the hospital

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.     
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.     
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.    
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.     
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.     
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.     
p.m.

____/____/____ Hosp  H  O S   LT   O ____/____/____ a.m.     
p.m.
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* S = Skilled  
(Medicare Part A)
LT = Long-term  

(Medicaid, private pay)
O = Other  

(e.g. managed care)

*Hosp = Hospital
H = Home
O = Other


