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                                                                                                                                                         DISCHARGE PROFILE

Last Name: 




  First Name: 



  Medical Record Number: 


Date of Birth: 

Address:









  Phone:


        Today’s Date:
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Primary Care Physician: 









□ Discharge Home





□ Fax to PCP











□ Transfer to ________________________


Hospitalist:











□ Smoking Cessation Instructions



□ Home Health










□ CHF Discharge Instructions



□ O2__________O2Sats_____RA; PaO2_____   Dated___________









□ Pneumovax 0.5 mls IM x 1
 (If not administered within last 5 years)










□ Influenza Vaccine 0.5 mls IM x 1 (If not administered for this season)

Date of Admission:



Date of Discharge:


        Discharge Vitals:
BP_______
HR______
RR______
Temp______
O2Sats______

	Discharge Diagnosis
	Chronic Medical Conditions

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Consultant
	Follow-up

	
	

	
	

	
	

	
	




















Page 1 of 4

Hospital Course:

Procedures:







































Discharge Instructions:


















Discharge Condition:



















	Diagnostic Studies
	Pertinent Results
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	Discharge Medication
	Dose
	Unit
	Frequency
	Route
	Dispense#


	Refills
	Indication
	Substitute

Permissible

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Allergies:


















__________________________________

 D.O./M.D.


 ____________________________________ D.O./M.D.

              Print Name (Required)








           Signature

DEA No.___________________________





Office No. ____________________________
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	Dx of Atrial Fibrilation?
	□Yes
	If Yes, then:
	Discharged on Coumadin?
	□Yes
	□ No

	
	□ No
	
	            If NO: Why?__________________________________
	
	

	Dx of Congestive Heart Failure?
	□Yes
	If Yes, then:
	Ejection Fraction Documented?
	□Yes
	□ No

	
	□ No
	
	           Ejection Fraction Result_________________________
	
	

	
	
	
	If EF Less Than 40%; Discharged on ACE-I/ARB
	□Yes
	□ No

	
	
	
	            If NO: Why?__________________________________
	
	

	Dx of Acute Coronary Syndrome or 

Cerebral Infarct?
	□Yes
	If Yes, then:
	Discharged on Aspirin?
	□Yes
	□ No


	
	□ No
	
	            If NO: Why?__________________________________
	
	

	
	
	
	LDL Documented?
	□Yes
	□ No

	
	
	
	            Level_________; If NO: Why?___________________
	
	

	
	
	
	If LDL Greater Than 100: Discharged on Lipid Lowering Agent?
	□Yes
	□ No

	
	
	
	            If No: Why?__________________________________
	
	

	Dx of Acute Coronary Syndrome?
	□Yes
	If Yes, then:
	Discharged on Beta-Blocker?
	□Yes
	□ No

	
	□ No
	
	            If NO: Why?_________________________________
	
	

	
	
	
	Discharged on ACE-Inhibitor?
	□Yes
	□ No

	
	
	
	           If NO: Why?__________________________________
	
	

	Dx of Pneumonia or COPD?
	□Yes
	If Yes, then:
	Pneumovax Offered?
	□Yes
	□ No

	
	□ No
	
	           If NO: Why?__________________________________
	
	

	
	
	
	Influenza Vaccine offered between September and March?
	□Yes
	□ No

	
	
	
	           If NO: Why?__________________________________
	
	

	Is Patient a Smoker?
	□Yes
	If Yes, then:
	Smoking Cessation Discussed?
	□Yes
	□ No

	
	□ No
	
	           If NO: Why?__________________________________
	
	

	
	
	
	Smoking Cessation Documented?
	□Yes
	□ No

	
	
	
	         If NO: Why?___________________________________
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