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This form is 1o be completad by the discharging resident/practitiooer
All appointments must be made by Patient or Patient Representalive
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Educalion

| WHEN 7O
| CALL THE
DOCTOR

| Smoking and/or exposure to second-hand smoke is harmiul to you and your famlily's health. §§ you would like

| cait your Henith Care Provider It you:

" Qutcome

() Resume ysual dist [J*Diabstic [J-Low Sat [J*lowtat [1J “Cardiac/Heart Haealthy

Ootker o — ORestictons .
‘Instructions glven by: [ Dietitian/Dietetic Tachnician {J RN
If patient has a cardiac diagnosis moniior weight dally. If there is a 2-3 pound weight gain over 1-3 days, conlact your physician
Resume usual activity 1] No heavy lifting ] No ddving untd MD visit ] Bodrest |
1 Special equipmant ——r : . {] Mobility Limitations
[ Limit sexual aclivity untd D O0ther

(] As before [J Tub bath [ Mayshower [1Spongebsthonly [ Other______ _

[} Education ln!_ormmon and/or handowut given 1o pattent/family. (Ses patiurﬁ-ﬁaﬁuiily education summary In
Medical Record and/or speclalined pre-printed discharge form for additbons! instructions. (i.e, Ortho Discharge
Instrucdion Formj).

information on Smoking Cessallon, ask your nurse.

'n

- —— EE—

ri

[] prescriptions given L] labeted medications given {1 other
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School/Work

MD/Resident/
DO/NP/PA

" Patient/Family

Patient and or significant other verballzes understanding of:
[ discharga instructions and tollow-up plans

[] medication regiman, acticn, skis elects and food inleraction
[J how to mamage pain and who 10 call if insHeclive
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Signature of Discharging Resident/Praciiioner Prinled Nams MD ID No: Data
Discharging Attending Printed Name - - MO ID No: =~ Data

(To be compioiod by Discharging Resldent/Practitioner)
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Signature Printed Nama ' Cate
My signature means thai | have reviewed this form with the patient, recipient, patient representative.
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Signature " Printed Name " Date
My signature means that | understand all Instructions on this form.
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