	DISCHARGE INSTRUCTION FORM

	PATIENT INFORMATION

	Name:
	     

	Age:     
	 Date of Birth:      
	Advanced Directives:   FORMCHECKBOX 
Y      FORMCHECKBOX 
N  (if applicable, see attachment)

	Health DPOA
	     FORMCHECKBOX 
Y      FORMCHECKBOX 
N        Name:      

	Financial DPOA
	 FORMCHECKBOX 
Y      FORMCHECKBOX 
N        Name:      

	Living Will:
	 FORMCHECKBOX 
Y     FORMCHECKBOX 
N (if applicable, see attachment)
	     

	Guardian:
	     
	

	Medicare #:
	     
	

	Medicare Plan:     FORMCHECKBOX 
  A       FORMCHECKBOX 
 B      FORMCHECKBOX 
 D
	Medicare Replacement Policy:      
	

	Medicaid #:
	     
	

	VA Insurance: 
	     
	Policy #:
	     
	

	Insurance:
	     
	Policy #:
	     
	

	Insurance:
	     
	Policy #:
	     
	

	Insurance: 
	     
	Policy #:
	     
	

	RESPONSIBLE PARTIES

	Name:
	     
	Relationship:
	     
	Phone #:
	     

	Name:
	     
	Relationship:
	     
	Phone #:
	     

	Name:
	     
	Relationship:
	     
	Phone #: 
	     

	PRIMARY PHYSICIAN(S)

	Physician:
	     
	Clinic:
	     
	Phone #: 
	     

	Physician:
	     
	Clinic:
	     
	Phone #:
	     

	   PHARMACY:      
	Phone #:
	     

	   IN HOME CARE OR SERVICES        FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N

	Agency:
	     
	Contact:
	     
	Phone #:
	     

	Agency:
	     
	Contact:
	     
	Phone #:
	     

	Agency:
	     
	Contact:
	     
	Phone #:
	     

	Agency: 
	     
	Contact:
	     
	Phone #:
	     

	Agency:
	     
	Contact:
	     
	Phone #:
	     


	   MEDICAL EQUIPMENT ARRANGEMENTS     FORMCHECKBOX 
Y      FORMCHECKBOX 
N      FORMCHECKBOX 
N/A 

	Medical Equipment Provider:

Medical Equipment Provider:
	

	Phone:      
Phone:      

	Equipment:
	     


	   HOUSING ARRANGEMENTS 

     

	Manager of Housing:

     
	Phone #: 

     

	   MEDICATION EDUCATION:          FORMCHECKBOX 
 Verbal       FORMCHECKBOX 
  Written     COMMENTS:     
Provided by:     FORMCHECKBOX 
Pharmacy          FORMCHECKBOX 
 Nurse          FORMCHECKBOX 
  Other 



	   PREVENTION AND DISEASE MANAGEMENT EDUCATION:  
 FORMCHECKBOX 
Verbal        FORMCHECKBOX 
Written
Provided by:   FORMCHECKBOX 
Pharmacy          FORMCHECKBOX 
Nurse         FORMCHECKBOX 
Other                                                                                                                                                                    
	 FORMCHECKBOX 
Y         FORMCHECKBOX 
N         FORMCHECKBOX 
N/A   
COMMENTS:     

	CALL A DOCTOR IF YOU EXPERIENCE THE FOLLOWING SYMPTOMS:

	     


	   CONTACT INFORMATION IF EMERGENCY OR SYMPTOMS GET WORSE

	Name:      
	Phone:      

	Name:      
	Phone:      


	BRIEF MEDICAL HISTORY

	     


	CURRENT TREATMENTS AND THERAPIES


	     



	SCHEDULED APPOINTMENTS & TESTS
	DATE
	PHONE NUMBER

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	IF PROBLEMS ARISES DURING DISCHARGE, PLEASE CONTACT THE FOLLOWING INDIVIDUAL(S) AT THE NURSING FACILITY

	Name:
	     
	Phone:
	     

	Name:
	     
	Phone:
	     

	

	STAFF SIGNATURE(S)

	Staff Signature:
	Date:

	Staff Signature:
	Date:

	FAMILY SIGNATURE(S)

	Family Signature:
	Date:

	Family Signature:
	Date:


	

	FOR ADDITIONAL RESOURCES IN YOUR COMMUNITY CONTACT:
ND AGING & DISABILITY RESOURCE-LINK    1-800-451-8693

	


	DISCHARGE INSTRUCTION FORM

	ALLERGIES     FORMCHECKBOX 
 Y     FORMCHECKBOX 
N          List and/or SEE ATTACHMENT

	     


	MEDICATIONS  FORMCHECKBOX 
Y      FORMCHECKBOX 
N      List and/or SEE ATTACHMENT

	Drug Name
	Action
	Dose
	How to take it
	When to take it
	Notes

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


2
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