
Transfer Notes & Acceptance Notes
Purpose is to convey the following information
1. A brief hpi summary (ie. a few sentences) of what led the patient to present to the medical facility in the first place (whether it is the ED, the physician office, or a transferring hospital).
2. A brief summary of what happened to the patient (ie. in the ED, physician office, hospital floor, transferring hospital) and what was performed that led the patient to be transferred to the PICU.
3. Why the patient was in the PICU.  What necessitated the patient going to the PICU (if this is an acceptance note).
4. What specialized care was performed in the PICU (if this is an acceptance note).
5. A brief summation of the patient’s past medical/surgical history and only the relevant information regarding the other pieces of history.
6. Patient medications and consultants while currently in the hospital.
7. The physical examination of the patient when they arrived on the floor.
8. Your assessment and plan.

SAMPLE 
ACCEPTANCE NOTE
History
15 y/o AAF with h/o ESRD and HTN due to MPGN (dx 9/04) presented to the ED with 4 episodes of vomiting, nonbloody, nonbilious and elevated BP the day of presentation. The patient checked her BP at home, which was 164/109.  She then went for her weekly dialysis, during which her BP was 180/89, 156/96. Pt then went home, repeat BP was 164/109. Patient called Dr. Nephrology, who advised the patient to go to the ED. She was last admitted on 12/19 for similar episode.   Home medications for BP include enalapril, and amlodipine.
In the ED the pt recieved Labetalol 10mg IV after which BP went down to 139/92. She then recieved Hydralazine 5 mg IV, and BP was 165/113 and 168/109. CBC, Chemistries, and ESR were significant for a hemoglobin of 8.5 (unchaged from previous) and Creatinie of 1.2.  Due to the persistent elevation in the BP to the 160s systolic and 100s diastolic, the patient was transferred to the PICU.  No neurologic changes were noted.
In the PICU, the patient was treated with another dose of IV Labetolol and started on amlodipine.  The blood pressure stabilized to 120s/70s and was transferred to the floor within 24 hours.

Relevant Past Medical Hx:  Recent hospitalization 3 weeks prior for similar episode.  In hospital for 3 days on the floor.  Not in the PICU at that time.  Usually admitted 3 times a year for elevated BP.
Consultants:  Nutrition. Social Work.

Medications:
Calcitriol 
Beclomethasone nasal one spary each nostril q day
MVI 
Amlodipine xx mg BID (increased during the PICU stay)
Enalapril  

PHYSICAL EXAM:
Wt: 88 kg 
Ht: 169 cm
Vitals: T  98         HR   90       R  20        BP 129/79    O2 sat 100% RA
General: awake, alert, NAD, over weight.  
HEENT: NC/AT, PERRL, no nasal discharge, TM WNL b/l, no O/P lesions or erythema 
Neck: supple, tenderness present on palpation of the right lateral part of the neck .IJ catheter in place .no external bleeding/bruising noted . No LAD . No masses palpated . FROM present at the neck w/o pain limitation.
Resp: CTA b/l, no wheezing, no retractions 
CVS: S1+S2, no murmurs, +2  all peripheral pulses, cap refill < 2 sec 
Abd: soft, NTND, BS +, no masses, no HSM
Ext: FROM x4, no edema, no cyanosis
Skin: pink, no rashes or brusies 
CNS: A & O x 3, CN II-XII intact, no focal motor or sensory deficits, good tone, +2 DTRs (patellar, biceps) 
Labs/Radiology: 
11/11/06 CXR showed no new infiltrate
11/11/06 Na/K/Cl/HCO3/BUN/Cr  138/4.6/105/20/20/1.2
11/11/06  Ca/Mg/Phos  8.5/2.6/5.7
11/11/06 CBC: 11.0\10.6/326    N 36%, L 59%, M 3%, B 1%, E 0.6%
		     /32.0\

Assessment/Plan:  This is a 15 yo AAF with  hx of ESRD and HTN secondary to MPGN presenting with hypertensive urgency treated with IV labetolol in the PICU for a day and now stable for transfer back to the floor.

Renal:  Hypertension, ESRD
-Blood pressure is controlled at this time with oral medications.  Amlodipine added to medication regimen.
-Will administer po hydralazine PRN if BP >130/90
-Creatinine is stable at 1.2. This is the patient’s baseline creatinine.

FEN:  Well hydrated, no vomiting
-Continue renal and low salt diet.
-Fluid restriction to 1000 mL per day.

Heme: Normocytic anemia
-Pt with mild normocytic anemia, thought to be due to anemia of renal disease.  Will f/u. No further therapy at this time.

Discharge Criteria:
-BP stable in the 120s systolic and up to the 80s diastolic.
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