
 
 
 

APPROVED ESSENTIAL VISITOR LIST 
 

Unit: _____________________ 
 
Date: _____________________ 

 
Department to Fax to Admitting daily by 0800.    If approved for exception indicate in comments, i.e. if patient 
palliative/end of life and approved for 24 hour visitation. 

 

Patient Name Essential Visitor Full Name Comments  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

   
 

APPENDIX A 


