Emergency Preparedness Program

Pend Oreille Surgery Center, llc

Patient Evacuation Tracking

	Patient Name:
DOB:
	Date:


	Received from:
	Tracking #:


	Diagnosis: 


	Allergies:



	Nursing Notes:

	Most Recent VS:

	To be completed by POSC staff
	Sent with Pt:

	Transported by:
	Copy of Chart:  
( Yes           (No        initials_____

	Time Pt left POSC: 


	Belongings:  
( Yes            (No        initials_____

	Pt Identity confirmed:
	POSC equipment: 
 ( Yes            (No       initials_____

	Staff signature


	Notes:

	To be completed by receiving facility 
	

	Receiving Facility:


	Signature receiving facility:


	Time pt arrived at receiving facility:


	Notes:

	Name of person assuming care:


	Copy of completed form retained:     (

	Pt Identity confirmed:
	Copy of cmplt form to receiving facility:       (


