Patient Name: _______________________________ Date of Admission: _________________
Follow up Appointment:
Physician Name: ________________________________ Phone number: _________________
Appointment: _________________________________________________________________

Pharmacy Medication Instruction (Name, Dosage, Route, Frequency, Interactions):


									________________________
									       Pharmacist Signature
Respiratory Care Instructions:	

________________________
									       Respiratory Signature
Physical Therapy / Occupational Therapy Instructions:
Interdisciplinary Home Instruction
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	Patient Information
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____ Positioning		____ Range of Motion		____ Feeding	          ____Strengthening Exercise	____Therapeutic Exercise	____ Dressing
____ Mobility Transfer		____ Ambulation		____Adaptive Equipment

Instructions:
________________________
									       Therapist Signature
Nursing Instructions:
Feeding: ______________________________________     Bathing:____________________________     Wound Care: _______________________________________________________________________	
Other treatments: ______________________________

________________________
									       Nursing Signature
Nutritional Instructions:
Diet: _____________________________	Supplements: _______________________________

________________________
									       Dietician Signature
Home Health: _____________________________________	Phone: _________________________
Medical Equipment Co: _____________________________	Phone: _________________________
Instructions: _________________________________________________________________________

________________________
									       Case Manager Signature
I hereby acknowledge that I have read the above instructions, that they have been explained to me, and that I have had the opportunity to ask any questions and that all questions have been answered to my satisfaction. I have been provided a copy of my instructions.
									_________________________
	   								   Patient / Family Signature
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