
SOLICITAÇÃO DE TRANSFERÊNCIA VIA CROSS 
FICHA PADRÃO
Dados cadastrais
Nome do paciente: ________________________________________________                                                              
Data de nascimento: ___/___/___
Nome da mãe: ___________________________________________________
Raça: _______________   Sexo: (  ) masculino (  ) feminino (  ) indeterminado
Endereço: _______________________________________________________
Município: ______________  Telefone de contato: _______________________
Dados clínicos
PA:  ___x___ mmHg      FC: ____ bpm       FR: ___ rpm      Glasgow:______
Resumo clínico:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Exame físico: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Exames subsidiários: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Conduta tomada: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CID:  _________________ 
Tipo de recurso:
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INSTITUTO DE INFECTOLOGIA “EMÍLIO RIBAS”.




NIR – NÚCLEO INTERNO DE REGULAÇÃO
RAMAL: 1216

1. ( ) Especialidade ___________________
2. ( )Exame
3. ( )Leito 

( ) cirurgia geral 
( ) clinica médica
( ) cuidados prolongados
( ) observação/emergência 
( )psiquiatria 
( ) queimados 
( ) UTI adulto
( ) UTI adulto com hemodiálise
( ) UTI infantil 
( )UTI neonatal
( ) UTI pediátrica com hemodiálise
( ) UTI queimados

4. ( ) Transporte inter hospitalar (ambulância)
Justificativa de solicitação: ____________________________________________________________________________________________________________________________________________________________________________________________
Médico responsável: ____________________________ CRM: __________
Telefone para contato: _______________________________
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