
 

MEDICAL HANDOVER FORM 

 

Patient Details:    

    

Name:  Date of Birth:  

    

Next of Kin:  Contact No:  

    

Allergies:  

  

Medications:  

  
Medical History:  

  

Injury details:    

    

Time of Injury:    

    

Mechanism of Injury:  

    

Injuries (or suspected):  

    
Signs:  

    

Treatment Details:    

    

Treatment given:  

    

Analgesics/medications given:  Time:  

    

Time of last food/drink:    

    

Medical Handover Details:    

    

Name:  Phone:  

 


