[bookmark: _GoBack]Trauma Divert Tracking Log

Complete one form each time the hospital goes on divert.


On divert
Date: ____________________________

Time: ____________________________

Determining physician(s):



Off divert
Date: ____________________________

Time: ____________________________

Determining physician(s):






Diverted patients

[bookmark: Check1]No patients diverted |_|


Date/Time: ______________________________________________________________
Ambulance Service: _______________________________________________________
Chief Complaint: __________________________________________________________
Diversion destination: ______________________________________________________


Date/Time: ______________________________________________________________
Ambulance Service: _______________________________________________________
Chief Complaint: __________________________________________________________
Diversion destination: ______________________________________________________


Date/Time: ______________________________________________________________
Ambulance Service: _______________________________________________________
Chief Complaint: __________________________________________________________
Diversion destination: ______________________________________________________

Forward this form to the trauma program manager.
