
ASSINIBOINE REGIONAL HEALTH AUTHORITY 
Facility Patient/Client Tracking Form 

Name of Facility: _____________________                                                                     Date: _____________ 
 

Triage  
Tag # 

Time Clients Name Chief Complaint Treatment
Area 

Status 
*** 

Admitted To:
(Room #) 

Transfer To: 
(Facility) 

Initial 

         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         

 
******   Status:  ADMIT, TRANSFER or DISCHARGE, DEATH 
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