
SINGLE PATIENT INTER HOSPITAL TRANSFER AGREEMENT

BETWEEN: Shands Teaching Hospital and Clinics, Inc.

AND:      ___________________________________________________

DATE:_________________ RE:______________________________________

THIS AGREEMENT entered into by and between Shands Teaching Hospital and Clinics, Inc. (Hereafter called STH)
and _____________________________ (Hereafter called Referring Hospital).

WHEREAS, the parties decide to enter into an agreement that will result in the transfer of the above-noted patient for a
temporary stay for specialized services.

IN CONSIDERATION OF THE PREMISES, the parties agree as follows:

1. The above noted patient is currently being treated at the Referring Hospital under the care of
_______________________ who has determined that the patient needs ________________________.
Which is not available at the Referring Hospital.

2. STH will accept the patient in transfer for the initial specific unavailable services
(_________________________) and the
Immediate and relevant care normally associated with such conditions.  This service is expected to require a
stay at STH not to exceed __________ days.

3. After the patient has been provided the specialty care, STH will return the patient to the referring Hospital.
The STH Medical Director and medical staff will determine when the patient is appropriate for return
transfer.  The Referring Hospital, physicians and surgeons who have cared for the patient, agree to accept the
patient in return transfer within 48 hours of notification.

4. In the event that the Referring Hospital is unwilling or unable to accept the patient back, the Referring
Hospital agrees to assume financial responsibility for that portion of the patient bill at STH for charges
incurred subsequent to the notification of the desire to transfer.

5. It is agreed upon that the Referring Hospital will be responsible for any and all transportation charges
incurred as a result of this transfer.

6. In the event that post sub-acute or rehabilitative care is required at the time of notification of the desire to
transfer the patient back to the Referring Hospital, the Referring Hospital further agrees to accept the transfer
of the patient back to their facility, within the terms noted above, and to accept responsibility for making the
arrangement necessary for placement in an appropriate facility.

7. If the patient does not need acute care at the referring hospital but has physician identified continuing care
needs and has no resources to cover the cost of such care the referring hospital agrees to arrange for the
appropriate care or agrees to cover the cost of the necessary care.

8. The Referring Hospital will provide documentation that the patient has been advised of this agreement and
that his informed consent has been obtained.  The patient, as financial guarantor acknowledges his financial
obligations for services provided at STH.

9. The Referring Hospital will provide appropriate third party billing data to STH.  It is the responsibility of the
Referring Hospital to use diligence in the identification of managed care obligations and compliance with
their requirement such as but not limited to pre-certification, and completion of health maintenance of
preferred provider organization enrollment.

10. There will be a timely interchange of medical and other information necessary and useful in the care of the
patient.  Copies of relevant medical records will be sent with the patient.

Referring Hospital Name: ___________________________________________________

By: ________________________________________________________

Title: _______________________________________________________ __________________
                                                                                                                                                Date
ATTENDING PHYSICIAN at Referring Hospital

___________________________________________________________ __________________
Signature       Date

___________________________________________________________ _________________
Physician’s Name Printed Date
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