ALR Hospital Transfer FormDate of Transfer:
_____/_____/________



Massachusetts Assisted Living Residences

Name of Assisted Living Residence (ALR): ________________________________________DEMENTIA
☐ Yes ☐ No


Contact at ALR: 
Name: _____________________________________ Telephone: (______) ______-__________

[bookmark: _Hlk149225792]Reason for Transfer:___________________________________________________________
_____________________________________________________________________________


Name of Resident:
Last Name                               First Name                              MI
______________________    ______________________   ____

DOB: _____/_____/________   Gender: ☐ M ☐ F ☐ Trans Man ☐ Trans Woman ☐ Genderqueer ☐Other:_______________

Language: ☐ English ☐ Spanish ☐ Portuguese ☐ Chinese ☐ Haitian ☐ Other (specify): ________________

Contact Person for Resident: 
Name: _____________________________________ Telephone: (______) ______-__________
☐ Relative ☐ Guardian ☐ DPOA ☐ Other (specify): __________________________________
Is this person the health care proxy? ☐ Yes ☐ No
[bookmark: _Hlk149297155]Notified of Transfer: ☐ Yes ☐ No

Advance Directive: ☐ Yes ☐ No        
If yes, please check one and attach to this form: ☐ MOLST ☐ POLST

Allergies: ______________________________________________________________________________________________

Diagnoses: (Please list diagnoses most relevant to current hospital transfer) ______________________________________________________________________________________________________________________________________________________________________________________________________________

Behaviors of Note at Baseline: ☐ Combative ☐ Exit seeking ☐ Harm to self or others ☐ None of Note

Mental Status at Baseline: 
☐ Alert, oriented, follows instructions 
☐ Alert, disoriented, but can follow simple instructions 
☐ Alert, disoriented, but cannot follow simple instructions 
☐ Not Alert 

Impairments:☐ Cognitive ☐ Speech ☐ Hearing ☐ Vision ☐ Mobility 

Resident Assistive Devices: (Accompanying resident during transfer)
☐ Glasses ☐ Hearing Aids ☐ Wheelchair ☐ Walker ☐ Dentures ☐ Other (specify): ___________________ 
*Please Attach Current Medication List*: Date of Last Update: _____/_____/________

Other Notable Recent Medical or Social History: (Including any recent ER transfers, falls, medication change, loss of loved one, change in daily routine or environment, etc.)
______________________________________________________________________________________________________________________________________________________________________________________________________________
Please seal this form in an envelope addressed to Emergency Department Admissions at [insert hospital the resident is being sent to]. Please be sure to include a return address containing the resident’s full name and the address of the ALR at which they reside.

