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Good 2 Go

Pediatric to Adult LTV Transition
Date of Anticipated Transfer:                                    

Age:     Sex:             Height:     cm     Weight: kg

Pediatrician/Family Physician:                                    
Substitute Decision Maker:                                      
Relationship      
Date of Last Clinic Visit:      
	

	ADVANCED CARE DIRECTIVES:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Date Last Reviewed:                 

Details:      


	ACTIVE MEDICAL PROBLEMS (Primary Diagnosis and Relevant Co-Morbidities):
     
Genetic Confirmation  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                           Spine Stabilization (Rods)  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	MEDICATIONS

     
Pharmacy Name /Phone #:      

	VACCINATION HISTORY
     
Accepts Yearly Flu Shot  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 


	PATIENT STATUS
	

	CURRENT CARDIOPULMONARY STATUS                

	BP:      
	HR:      
	SpO2:      
	Respiratory Rate:      

	 FORMCHECKBOX 
 ECHO
Date:                
LVEF%:


	 FORMCHECKBOX 
 ECG
Date:      
Rhythm:
	 FORMCHECKBOX 
 Cardiac Medications
	 FORMCHECKBOX 
 Cardiologist:                 
Last Visit:      

	SPEECH                                                                                               SKIN CONDITION

	 FORMCHECKBOX 
 Normal

 FORMCHECKBOX 
 Aphasic/Dysarthric

 FORMCHECKBOX 
 Communicates with difficulty

 FORMCHECKBOX 
 Requires Communication Device
Details:       
 
	Present breakdown

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Details:       

	Area & Stage (I-IV Brayden Scale):
     

	NUTRITIONAL ISSUES

	FEEDING* 
 FORMCHECKBOX 
 Independent 

 FORMCHECKBOX 
 Feeds self except for ‘cutting’

 FORMCHECKBOX 
 Receives assistance in feeding
Details:  


	Feeding Tube:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No             

Type:  FORMCHECKBOX 
NG  FORMCHECKBOX 
G  FORMCHECKBOX 
GJ  FORMCHECKBOX 
J

Date inserted: ______________
Last changed: ______________

Type of Enteral Feed:      
Rate:      ml/hr

Details:  
	Swallowing:
Aspiration Risk:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Recent MBS:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Date: ___________               

Details: 



	ADL (*Katz Index of Independent ADL)

	AMBULATION

 FORMCHECKBOX 
 Fully ambulatory
 FORMCHECKBOX 
 Ambulatory with supervision 

 FORMCHECKBOX 
 Non-ambulatory        

Details:       
	TRANSFER*
 FORMCHECKBOX 
 Independent 

 FORMCHECKBOX 
 Requires supervision
 FORMCHECKBOX 
 Fully dependent                
     FORMCHECKBOX 
 X1 Assist  FORMCHECKBOX 
 X2 Assist
      FORMCHECKBOX 
 Mechanical Lift 

Details:      

	MOBILITY DEVICES 

 FORMCHECKBOX 
 None  

 FORMCHECKBOX 
 Wheelchair

       FORMCHECKBOX 
 manual  FORMCHECKBOX 
  power

 FORMCHECKBOX 
 Walker                                                      
Details:      
                    
	LIMBS 

 FORMCHECKBOX 
 Normal                                                   

 FORMCHECKBOX 
 Paraplegia

 FORMCHECKBOX 
 Quadriplegia
 FORMCHECKBOX 
 Global Weakness

	
	
	
	Extremities
	Functional
	Weak

	
	
	
	L Upper
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	R Upper
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	L Lower
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	R Lower
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	DRESSING*
 FORMCHECKBOX 
 Independent                          

 FORMCHECKBOX 
 Requires some assistance              

 FORMCHECKBOX 
 Fully dependent
Details:      
        
	BATHING*
 FORMCHECKBOX 
 Independent
 FORMCHECKBOX 
 Requires some assistance 

 FORMCHECKBOX 
 Fully dependent 

      FORMCHECKBOX 
 Assistive devices needed
Details:      
  
	TOILETTING*

 FORMCHECKBOX 
 Independent

 FORMCHECKBOX 
 Requires some assistance

 FORMCHECKBOX 
 Bed care

Details:       


	CONTINENCE*
 FORMCHECKBOX 
 Continent

 FORMCHECKBOX 
 Occasional ‘accidents’

 FORMCHECKBOX 
 Incontinent

      FORMCHECKBOX 
 Use of pads/briefs 

      FORMCHECKBOX 
 Indwelling catheter

      FORMCHECKBOX 
 Condom catheter

Details:      
           


	PSYCHOSOCIAL ASSESSMENT: 

	LEVEL OF CONSCIOUSNESS

 FORMCHECKBOX 
 Alert
 FORMCHECKBOX 
 Lethargic  
	BEHAVIOURS 
 FORMCHECKBOX 
 Cooperative             FORMCHECKBOX 
 Agitated

 FORMCHECKBOX 
 Disruptive                FORMCHECKBOX 
 Resistive to care  

	 FORMCHECKBOX 
 Aggressive             

 FORMCHECKBOX 
 Depression
 FORMCHECKBOX 
 Anxious                       FORMCHECKBOX 
 Demanding
 FORMCHECKBOX 
 Agitated

 
	Details:      

	COGNITIVE FUNCTION                                          
 FORMCHECKBOX 
 Unimpaired

 FORMCHECKBOX 
 Impaired   
	
	
	

	INFECTION HISTORY

	Check if present within last 2 years

 FORMCHECKBOX 
 Bacteremia    

 FORMCHECKBOX 
 Urinary tract infection              

 FORMCHECKBOX 
 Pneumonia 
 FORMCHECKBOX 
 C. difficile
	Colonization with AROs

	
	VRE        FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	
	MRSA     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	Date of last CXR: ________________

Details:      

	Antibiotic prescription ‘on hand’:      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Details:      

	

	AIRWAY SUPPORT

	TRACHEOSTOMY TUBE     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Uncuffed  FORMCHECKBOX 
 Cuffed
Size:      
Type:      
Volume in cuff:      
Date of last tube change: _________________

Changes performed by:      
Frequency of tube change:      
Details:      
	Peak Cough Flow:   ____________L/minute

Self Suctioning:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Suctioning Frequency: 

     Tracheal      
     Oral      

	
	Airway Clearance Abilities

	 FORMCHECKBOX 
 Lung volume recruitment (LVR)

 FORMCHECKBOX 
 Manually–assisted cough (MAC)

 FORMCHECKBOX 
 Insufflator/Exsufflator 

Details: 



	VENTILATORY SUPPORT

	Ventilation Start Date: ______________
Nocturnal only use:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Daytime use:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  _______hrs

Total Hours (Day & Night):   _______hrs
	 FORMCHECKBOX 
 BiPAP  

Make/Model:

Interface:  FORMCHECKBOX 
Nasal  FORMCHECKBOX 
 Full Face

Make/Model:

Settings
Mode  FORMCHECKBOX 
S/T  FORMCHECKBOX 
 Spontaneous  FORMCHECKBOX 
Timed

IPAP (cm H2O) __________
EPAP (cm H2O) __________
Set RR (b/minute) __________
O2 (L/minute) __________
Details

	 FORMCHECKBOX 
 Home Ventilator 

Make/Model:

Settings
Mode       FORMCHECKBOX 
Volume  FORMCHECKBOX 
 Pressure
Set RR (b/minute) __________
Vt (mL) __________ 

Ppk (cm H2O) __________
PEEP (cm H2O) __________
O2 (L/minute) __________
Details:   

	Oxygen use:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Off ventilation: _______L/minute

On ventilation:  _______L/minute
	
	

	Vent-free time:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     ( FORMCHECKBOX 
 Cuff ↑ or  FORMCHECKBOX 
 Cuff ↓)

Total Hours (Day & Night):   _______hrs 

Communication tools used:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Cork  FORMCHECKBOX 
 Speaking Valve  FORMCHECKBOX 
 In-line Speaking Valve 
	
	


	RECENT LAB RESULTS

	Blood Gases

Date: __________

OFF  FORMCHECKBOX 
 or ON  FORMCHECKBOX 
 Ventilation support

FiO2  __________     

PO2 _____mmHG
PCO2 _____mmHG
pH _____

HCO3 _____ mmol/L
Saturation _____ %
	PFTs

Date: __________

FVC sitting: ____L /_____% predicted
FEV1 sitting: ____L /_____% predicted FVC supine: ____L /_____% predicted


	Sleep

Overnight oximetry:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Date: ________

Details:

Polysomnography:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Date: ________

Details:



	REFERRALS NEEDED UPON TRANSFER TO ADULT CARE

	 FORMCHECKBOX 
 Social Work
	 FORMCHECKBOX 
 Physiotherapy
	 FORMCHECKBOX 
 Speech
	 FORMCHECKBOX 
 OT

	 FORMCHECKBOX 
 Respiratory Therapy
	 FORMCHECKBOX 
 NMD Clinic
	 FORMCHECKBOX 
 Psychology
	 FORMCHECKBOX 
 Palliative

	 FORMCHECKBOX 
 Nutrition
	 FORMCHECKBOX 
 Pharmacy
	 FORMCHECKBOX 
 CCAC
	 FORMCHECKBOX 
 Other: _________________________

	COMMUNITY CARE SUPPORT SYSTEM

	CCAC Involved:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  


Case Manager: _____________________
Phone #: _____________________
	Activities/Involvement:  FORMCHECKBOX 
 Shift Nsg  FORMCHECKBOX 
 Weekly Visits

	RRT Contact: _____________________
Phone #: _____________________
	Other Community Agencies:  FORMCHECKBOX 
 Family Support  FORMCHECKBOX 
 Respite

	Community Involvement:  FORMCHECKBOX 
 School  FORMCHECKBOX 
 Day Activities 
	

	FINANCIAL SUPPORTS

	 FORMCHECKBOX 
 ACSD  FORMCHECKBOX 
 ODSP  FORMCHECKBOX 
 Living Grant  FORMCHECKBOX 
 Community Connections Please list:

	FORM COMPLETION

	Form Completed by:  FORMCHECKBOX 
 MD  FORMCHECKBOX 
 RN  FORMCHECKBOX 
 RT  FORMCHECKBOX 
 Other: 
___________ Signature: _______________________ Date: _______________                                 
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