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	Inter-Healthcare Infection Control Notification Form


	This form should be completed when an infection risk has been identified for a patient who requires transfer to another healthcare facility

NB: Instruction for use - Responsibility of person overseeing the transfer should complete this document and send a copy to the receiving facility with the patient




	Case Note No  

NHS No 
Name

Date of Birth

	

	Current Patient/Client Location.

 Contact No
	Receiving facility-  Hospital- Ward  -Care Home -District Nurse
Hospital   FORMCHECKBOX 
 DPOW  FORMCHECKBOX 
 GDH  FORMCHECKBOX 
 SGH  Ward....................

Contact No

	Is the Patient /Client an Infection Risk                                                                                               FORMCHECKBOX 
Yes  FORMCHECKBOX 
No



	ICT /Ambulance Service aware of transfer where Infection Control Risk is Identified   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	(Please tick most appropriate box and give confirmed or suspected organism give date of onset)  DATE

	 FORMCHECKBOX 
Confirmed Risk         Organism/Symptom
	

	 FORMCHECKBOX 
Confirmed Risk         Organism/Symptom
	

	 FORMCHECKBOX 
Confirmed Risk         Organism/Symptom
	

	Patient /Client exposed to others with infection eg D/V   


	                FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	 If Patient /Client has Diarrhoeal illness. Please indicate bowel history for last week 

(based on the Bristol stool form scale type 6-7)

Is the Diarrhoea thought to be of an Infectious nature?                                                             FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Specimens and Results 

Relevant specimen results: including admission screening- MRSA, GRE (glycopeptide resistant enterococcus species, Clostridium difficile, multi-resistant Acinetobacter species, Scabies, TB, Other

Treatment information: including antibiotic & antimicrobial therapy, Scabies, Tuberculosis, D&V, Other 

	Date
	
	
	
	

	Specimen
	
	
	
	

	RESULT 
	
	
	
	

	Treatment information;



	Other Information 



	Patient /Client aware of their diagnosis/Risk of Infection?                                                       FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

(If No state reason) 

	Signature of Staff member completing form:…………………………………………………………….

Print Name 

Contact No.


For further advice, please contact your infection control team/adviser

CONSULTANT:








GP:











