
DISCHARGE/TRANSFER SUMMARY

Faith Staffing Agency Tel: 770-907-7226 Fax: 404-506-9400
1590 Phoenix Blvd, Ste 260, Atlanta, GA, 30349-5578
Patient Details

Patient Name: _______________________________     SOC Date:                           Discharge Date:



Physician Name:                                 


Diagnosis & Vital Signs

Diagnosis at the time of discharge: 
Temperature:                            Pulse:                            Respiration: Blood Pressure:                            Weight:

Discharge Details Reason for Discharge:
    

     Condition on Discharge:




Patient/Outcome Status




     Continuing Needs (if applicable):



Resource Needs after Discharge/Transfer:




Patient/Care Giver Instructions:




Goals not met:




      Discharge Comments:




Signed By:                                                                    On  	

	



MEDICATION PROFILE

Faith Staffing Agency Tel: 770-907-7226 Fax: 404-506-9400
1590 Phoenix Blvd, Ste 260, Atlanta, GA, 30349-5578
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Patient Name: 	

ID#: 	

Pharmacy Name: 	

Pharmacy Telephone #: 	

Allergies: 	

Medbox:        No

Yes. If yes, filled by whom: 	

How Often: 	



	MEDICATIONS
(Includes all prescription, oinments/site preps, OTC and home remedies)

	
Drug Name
	
Purpose
	
Start Date
	Discontinue
Date
	
Dose
	
Route
	
PRN
	
Frequency
	
New/Changed

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	





	INFUSION FLUSHES

	
Infusion Flush Solution
	
Start Date
	Discontinue
Date
	
Quantity
	
Route
	
PRN
	
Frequency

	
Normal Saline
	
	
	
_______mL
	
	
	

	
Heparin
	
	
	
______unit/ml ______mL
	
	
	

	
Sterile Water                                                                           _______mL

	
Normal Saline
	
	
	
_______mL
	
	
	

	
Heparin
	
	
	
______unit/ml ______mL
	
	
	

	
Sterile Water
	
	
	
_______mL
	
	
	




	OXYGEN

	
Oxygen
	
Start Date
	
Discontinue
Date
	
Delivery
Method
	
PRN
	
Frequency
	
DME Vendor
	DME Vendor Phone
	
Comments

	
________ LPM
	
	
	
	
	
	
	
	

	
________ LPM
	
	
	
	
	
	
	
	





	MEDICATION REVIEW

	
Date Of Review:
	
Date:
	
Date:
	
Date:
	
Date:

	Patient is compliant with his/her current medication regimen?
	
fec  Yes         fec  No
	
c
	
g
	
gfec  Yes         gfec  No

	Patient demonstrates desired response to drug therapy?
	
g
	
c
	
g
	
gfec  Yes         gfec  No

	Is the patient exhibiting potential adverse effects?
	
g
	
c
	
g
	
gfec  Yes         gfec  No

	Is the patient experiencing any adverse drug reactions?
	
g
	
c
	
g
	
gfec  Yes         gfec  No

	Does the patient have any duplicate medications?
	
g
	
c
	
g
	
gfec  Yes         gfec  No

	Is the patient experiencing any significant side effects?
	
g
	
c
	
g
	
gfec  Yes         gfec  No

	Are any drug interactions identified among the patient's medications?
	
g
	
c
	
g
	
gfec  Yes         gfec  No

	
Signature/Title:
	
	
	
	


Address any problems identified above with the patient's physician.
[bookmark: _GoBack]File Original in the Patient's/Client's Record and a Copy in the Patient's/Client's In-Home Folde


