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A.
TITLE


The name of the form is Discharge Record.

B.

PURPOSE

The purpose of this record is to maintain an accurate ongoing record of the discharge order and of instructions given to and/or summarized for patient and family/significant others at the time of discharge. The discharge order is written by the Provider, i.e., the physician, nurse practitioner, physician’s assistant, or certified nurse midwife who is responsible for discharging the patient.

C.

NATURE

The Discharge Record comprises two forms (KH00410 or the Discharge Order, and KH00411 or the Interdisciplinary Discharge Instructions). Each form is a triplicate record (medical record copy, patient copy, nursing unit copy). On the reverse side of the nursing unit copy of form # KH00411 is the post care follow-up record. When one form is ordered, both forms should be ordered. These are then collated by Standard Register and supplied together. These forms replace the original versions that were numbered as KH00084 and KH00093.

· The first page (KH00410) is the Discharge Order form. For a discharge order to be complete, the Provider must complete and sign this first page. The nurse may complete the final two columns of the medication instructions (“micromedex sheet given” and “last dose given”). Rarely, this might be completed as a phone order.
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· The second page (form # KH00411) is usually completed by the nurse who discharges the patient. Other disciplines may contribute to the form as appropriate. 

· The reverse of the second page of the nursing unit copy of form # KH00411 (the post care phone call record) is completed by the nurse or designee who phones the patient within a few days of discharge.

D. PATIENT POPULATION
This form is for use with all patients who are being discharged from inpatient settings. 

E.

RESPONSIBLE PERSON
· The provider is responsible for completing the discharge order (page 1, form # KH00410)) and for adding any community referrals needed to the discharge instructions (page 2, form KH00411).

· The nurse may indicate on the discharge order form (KH00410) if micromedex sheets were given for each ordered medication and may enter the last dose given time in the space requested.  

· All disciplines may contribute to completing the discharge instructions (page 2; KH00411). The nurse is responsible to assure that the form is completed. 

F.

CHART PLACEMENT

The unit secretary or any other member of the health care team (as designated or necessary) places the Discharge Record in the patient’s orders section of the medical record so that it is available for the provider when the discharge order is to be written. 

G. DETAILED INSTRUCTIONS 

All discharge orders and discharge instructions should be written legibly and in layperson’s terms. At the time of discharge, the patient is given a copy of both pages of the discharge record for reference at home. 

DISCHARGE ORDER: Section I

1. Place a discharge record in all patient records. Identify the patient’s Kaleida Health site/location by placing a checkmark in the appropriate box at the upper left of all pages of the discharge record. Place the patient’s identification (stamp or label) in the space provided at the upper right of all pages, including the post care follow-up record on the reverse side of the second page. 

2. The actual discharge order begins with the preprinted statement “Please discharge patient” and ends with the Provider’s signature at the end of the first page (includes Sections I and II).
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3. The Provider writes in the discharge diagnosis and operative procedure at the time of discharge.

4. The Provider writes in the appropriate columns each medication, dose/route and frequency of each medication. Dose, route and frequency are written in layperson’s terms (e.g., “four times a day” rather than “QID”). The physician indicates if a prescription has been given to the patient. At times the prescription might be left with the patient’s chart for the nurse to give to the patient’s family. In this case, the nurse

indicates in the appropriate column when the prescription is given to the family 

member. At times, dosage schedules might be variable, such as with insulin doses. In such a case, it is appropriate to write, e.g. “variable insulin dose schedule given to patient.”

5. The nurse completes the column labeled “micromedex” sheet given” to indicate that the patient was/wasn’t given pre-printed instructions about the medication(s).

6. “Time Last Dose Given” is completed by the Provider if known, or by the nurse.

7. The Provider writes in any necessary clinic/provider follow-up appointments and the phone # to be contacted to schedule/confirm appointments. 
8. For all patients who have pain at the time of discharge, the Provider writes instructions for pain management, such as what to do about the pain or who to be contacted for pain management follow-up.
9. The Provider completes the appropriate space to indicate any danger signs or other symptoms the patient should report.
DISCHARGE ORDER: Section II

1.  The Provider indicates special instructions in section II by checking or circling “no restrictions” or by specifying necessary restrictions to be followed. The provider also indicates:

a. For  “Activity” any special driving and return to work/school instructions 

b. For “Hygiene” provide bathing instructions

c. For “Diet” provide any special instructions or precautions

d. For “Wound Care” circle instructions concerning care of dressing and write in any necessary additional instructions. 

e. For “Home Care” indicate by “yes” or “no” if referral is indicated. Then enter the referrals on page two in the space provided. 

2. Provider enters signature, date and time at the bottom to conclude the discharge order. 

Interdisciplinary Discharge Instructions 

1. The nurse or designee enters: date and time of actual discharge in the boxes provided; the mode of discharge under “via” (e.g. “wheelchair” or “ambulance”); the name and relationship of person accompanying the patient out of the hospital under “accompanied by”. In the destination box indicate with a checkmark if patient was discharged to home or other place and write in the name of the “other” place. Indicate 
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if the NY State car seat law was explained (this is necessary with pediatric discharges).

2. In the box for Patient/Family Teaching and Management of Care, indicate with a checkmark if printed instructions were given to the patient/family at the time of discharge. (NOTE: The patient teaching record should include any written

instructions given during the in-hospital teaching sessions.  It is not necessary to re-write the titles of materials given if these have been entered on the teaching record.

3. In the box provided, list any community resources that were suggested to the patient (e.g. diabetes classes, social service agencies) in addition to any entered by the Provider. 

4. The nurse indicates in the boxes provided as either Yes, No, or Not Applicable (NA) if the patient rights discharge notice was discussed with the patient/family member prior to discharge.

5. The nurse who reviews the physician’s medication orders with the patient enters his/her initials on the line provided.

6. Additional healthcare information can be accessed through Kaleida libraries and web sites as preprinted on the form. Advise the patient that these are listed should he/she or a family member be interested. 

7. Advise the patient to use emergency # 911 if needed. (This is preprinted on the form.) 

8. After reviewing the discharge instructions with the patient, the nurse has the patient/parent/guardian/ sign, date and time that instructions were received and understood. 

9. Indicate in the box provided as “yes” or “no” if the nurse or a designee may phone the patient or family member following discharge to see how the discharged patient is doing or if there are any questions about the discharge instructions. If the patient/family agrees to be called, also enter the phone number to be called in the blank provided.

10. The nurse who completes the form with the patient/family verifies this by signing, and entering the date and time in the blanks provided. 

11. The nurse verifies that the patient ID is also printed on the post-care call form located on the reverse of the hospital copy of page 2 of the Discharge Record. 

12. The originals of both pages of the discharge record are retained in the medical record. The second copies (patient copies) of the discharge order and the discharge instructions summary is given to the patient/family at discharge. The third copy (nursing unit copy) of both pages is retained by the nursing unit for documentation of the post care phone call.
Post Care Follow-Up Record

1. The nurse or designee refers to the nursing unit copies of the discharge order and the discharge instruction summary when making the post care follow-up phone call to patients who have agreed to be contacted.

2. Two attempts are made to reach the patient/family within a timely period following discharge.
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3. The nurse who makes the phone call, enters the date and time of the call and signs his/her signature in the spaces provided under attempt #1.

4. If the call attempt is unsuccessful, the caller places a check in the appropriately coded space to indicate why it was unsuccessful (e.g., no answer, answering machine, busy signal, disconnected phone). A second call is then attempted at another day and/or time. If the second call is also unsuccessful it is similarly documented. 

5. If the call is successful, the caller writes in the name/relationship of the person with whom he/she spoke.

6. After introducing himself/herself and the purpose of the call, the caller asks each of the four questions provided on the post care follow-up record. The caller checks “yes” or “no” for each question as appropriate. If any comments are made these are documented.

7. In the area provided for “advice/recommendations/follow-up suggested”, the caller writes in any follow-up that was needed, e.g. “advised to phone physician today for clarification of orders.”  If no concern was raised and no advice given, it is not necessary to write any comment.

8. The caller then signs and enters the date and time of the conversation.

9. In the section “further follow-up”, the caller describes any additional action taken by Kaleida Health. For example, a compliment or complaint would be communicated using the existing process. The caller might also follow-up directly with the physician if the patient/family expressed a serious or potentially serious concern. Such action is entered in the “further follow-up” section and then signed and dated that it was completed. It is not always necessary to complete this section.

10. If any serious or potentially serious questions or concerns are raised and/or if any Kaleida Health follow-up is indicated send completed post care follow-up record to Health Information Services (medical records) immediately upon completing the call and any indicated follow-up. Otherwise, the post care follow-up call is logged and the form is either retained in unit files or destroyed.
11. Post care follow-up records that are sent to HIS are added to the patient’s medical record. 
