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instructions: all hospitalized patients should be assessed for coViD-19 prior to transfer to a post-
acute care facility. this tool should be used to document an individual’s medical status related to coViD-19 
and to facilitate communication between the hospital and the receiving facility during patient transfers. this 
document must be signed-off by the physician, aPrn, or Pa who completes the clinical assessment.
cHecK tHe BoX For eacH oF tHe criteria appropriate to tHe patient’s status:

patient name: _______________________________________________________________________________

transferring Facility: ___________________________  accepting Facility:_____________________________

Has patient been laboratory tested for coViD-19?

yes, patient tested for coViD-19
Date of test ________________________________
What was the indication for testing?

travel/exposure in the past 14 days, has the patient been to any
of the restricted travel areas, traveled internationally, traveled on a cruise

ship, or exposed to a person who has been lab tested positive for coViD-19?

Dates of travel___________________ Date(s) of exposure__________________

no, test was not inDicateD
per cDc testing criteria. may
transfer.

respiratory signs/
symptoms of a respiratory 
illness (cough, sneezing, 
fever>100, shortness of 
breath, sore throat).

negative test positive test

if the patient was tested due to travel/exposure 
criteria, are they still in the 14 day post travel/
exposure period where isolation is required?

yes                  no/not applicable

Does patient meet criteria outlined in CDC Interim Guidance 
for Discontinuation of Transmission-Based Precautions 
and Disposition of Hospitalized Patients with COVID-19?

yes                                              no

if the patient was tested due to travel/ 
exposure criteria, are they still in the 14 
day post travel/exposure period where 
isolation is required?

yes                        no

may not transFer may transFer

________________________________________________
clinical assessment completed by (signature)

________________________________________________
Date/time

________________________________________________
reported to (name of facility staff)

________________________________________________
Date/time

may not
transFer

may not transFer may transFer
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