
D529 (01-26) 

 

In-Patient Transfer Request 

Capacity Management/Transfer Center 
200 West Arbor Drive # 8394 
San Diego, CA 92103-8394 
T: 619-543-5709 | F: 619-543-8394 

Along with this form, please FAX the face sheet and the current-day progress notes. 

Requesting Facility: 

Request Date:  Time: 

Requestor Name: MD/CM/SW/RN/HUSC Phone #: 

Patient Name:         DOB:   Sex:      M    F       T 

Reason for Transfer: Higher Level of Care UCSD Continuity of Care UCSD Managed Care 
Other: Patient/Family request MD request 

Chief Complaint / Diagnosis:  

Service / Intervention Requested:  

Referring MD:  Referring MD Cell #:  

Specialist MD:   Specialist Cell #: 

Current Level of Care (LOC) Inpatient:  ICU  IMU/PCU  Tele  Med-Surg  Emergency Other: 

Drips/GTTS:  Vent  Bipap  Dialysis  IABP  Impella ECMO:  VV or  VA 

   Phone #: 

  Phone #: 

Unit Location:  

Unit CM/SW:  

Isolation Precautions: 

Mental Status:   Conservatorship   Psych Hold   Sitter 

Insurance Name:  Insurance Auth #: 

Insurance Case Manager:  Phone #: 

health.ucsd.edu/transfercenter 

Patient Identification 
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