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	Discharge Check list to be completed on admission.

Name: ________________ Hospital No: M __ / _______
 Ward                                Date


	All questions to be asked on admission.
	Added information
	Outcome
	Actions
	sign

	Estimated date of discharge given to patient and family.
	Explain that this is an estimate and will depend on medical condition
	
	
	

	Home Situation

(Lives alone, with family, nursing home, residential home etc.)
 Are you coping at home?

	Check if the patient is a central Manchester resident or not.
	
	
	

	Does the patient have a package of care? Is the patient happy with this package of care?

	Check what the package of care is.

Complete section 2.


	
	
	

	Does patient have/ require own social worker?
	Social worker contact details or section 2
	
	
	

	 What is the patient’s baseline?

Is the patient at base line? 

	If no, the patient requires referral to phyiso and OT.


	
	
	

	Is the patient known to the District Nursing team/community services?
	If yes what for?

 Contact details
	
	
	

	Does the patient have home oxygen or any other medical services? e.g. home nebs
	Referral required to PFT or COPD team?
	
	
	

	Does the patient have an active case manager?
	Confirm details
	
	
	

	Does the patient have access to his/her home?
	Check if they have keys/keypad
	
	
	

	Does the patient have stairs in the property?
	Patient may require stairs assessment prior to discharge
	
	
	

	Will the patient require hospital transport on discharge?
	Check if family will be able to collect or type of transport required
	
	
	

	All questions to be asked on admission
	Added information
	outcome
	Actions
	sign

	TTO’s – will the patient require a blister pack, do they administer their own medications.
	Does the patient require anticoagulation if on warfarin or district nurse for fragmin etc.
	
	
	

	Will family need to be available on day of discharge?
	Confirm with family any potential discharge delays.
	
	
	

	Does the patient or family have any concerns/worries or fears regarding discharge?
	Identify any potential delays.
	
	
	


	Discharge Planning / Best Interest Meetings                   

	Outcome 
	Actions


DISCHARGE CHECKLIST

             Patients Name ……………………………. DOB……………

             Hosp No ………………………. Ward ………………………..

                               To be completed for ALL patients being discharged. 

	Stage 2 Tasks to be completed by: NURSE/COMPLEX DISCHARGE MANAGER/PATHWAYSUPPORT WORKER


	1. Patient considered fit for home within next 24 hrs

· Discuss discharge arrangements with NOK/Carers.
· Finalise package of care / reablement /meals on wheels/ Care alarm/ ‘Key Safe’ with patient / NOK.
	name
	date

	· 
	
	

	2. NUTRITIONAL NEEDS

    Contact SALT team with discharge date to prepare dietary guidelines and   

    community follow up if required.
	
	

	3. TRANSPORT
· Arrange transport home with NOK or hospital transport (Arriva)

· Consider other equipment/frame.

· Oxygen required in transit?
	
	

	4. CONFIRM ESSENTIALS ORGANIZED

Keys …….   heating……   food……. belongings (sent home)………….
	
	

	5. MEDICATION

· Prescribed on Medisec……………………………………...

· Is blister pack required?…………………………………………….

· If discharge to Gorton Parks  NO BLISTER PACKS PLEASE 

· May require blister pack if ICT at home
· 7 days supply of ALL medication. ‘Thick and easy’ and suppliments/PEG  feeds to be prescribed on TTO

	
	

	6. EQUIPMENT

· Order and check if the correct mattress and other ordered equipment has been delivered prior to discharge.
	
	

	7. OXYGEN
· Confirm oxygen is in place before discharge

· Confirm COPD team to fax HOOF to Intermediate care  
	
	

	8. ANTICOAGULATION Therapy - If on anticoagulants please arrange  

     clinic appointment

· Dose until next appt and document in Yellow book

· Supply enough drug until next clinic appt 
	
	

	9. NEBULISER

· If the patient is new to nebulisers please contact the Pulmonary Function Team to supply a nebuliser on discharge.

· If the patient is going to intermediate care and has a nebuliser at home, please ask the patient if someone can take it to I C.
	
	

	10. WALKING AIDS

· if required Please send any walking aids e.g. sticks, crutches, zimmer frames etc. with patient (ensure ambulance aware)
	
	

	11. CARE PRODUCTS
· If required please supply 7 days supply of dressings, stoma bags, catheter bags/catheter home pack, incontinence pads.

· If discharge to intermediate care also indicate frequency/last change of dressing 
…………………………………………………………..
· Type/size/change of catheter………………………………

· Order and check if the correct mattress and other ordered equipment has been delivered prior to discharge (including ICT)
	
	

	12. DISTRICT NURSE

· Referral completed……………………………………….

· Drug Administration Authorisation Form to be completed if needs eye drops, insulin, Dalteparin or other injection. Available on the intranet (ONE DRUG PER FORM) http://staffnet/Forms/NEW%20Drug%20admin%20form%20%20DN%20Apr12.pdf
	
	

	13. INTERMEDIATE CARE

· Inform patient of the discharge to Intermediate care on confirmation with intermediate care.
Inform carer/relative of the discharge to Intermediate care
	
	

	14. Sharing Information 
· Send yellow notes with the patient. Send the medical records with the patient

· For patient being transferred to Intermediate Care bed please send the Nursing Care Plan for the first 72 hours of care, a contact assessment, and a therapy discharge summary.
	
	

	15.Discharge to Nursing/Residential

· Completed additional discharge form.
· Ensure SALT recommendations are also sent, noted on form and discussed with carers/home prior to discharge
	
	

	Signed by:
	Print Name

	Designation
	Date


                                              DAY OF DISCHARGE

                  Patients Name ……………………………. DOB……………

                   Hosp No ………………………. Ward ………………………..

                               
	Stage 3  PATIENT INFORMATION
(retain green copy in notes and give white copy to patient)
	Name
	Date

	1. Discharge confirmed with patient and family-discuss any  

    worries/fears around discharge
	
	

	2. Removal of cannula
	
	

	3. Ensure dietary requirements and SALT recommendations are faxed to home and sent with the patient following SALT review as appropriate. Also discuss with carers/ residential/nursing home prior to discharge.  
	
	

	4. Arriva transport confirmed (90 mins before) Inform ambulance  

     crew of dietary restrictions on transfer. 
	
	

	5. Belongings/valuables taken
	
	

	5. Reason for admission and diagnosis:

	
	

	7. Advice given regarding changes in medication and 
    current medication to be taken home - what are 
    they for/ Dosage and frequency:
	Pharmacist/nurse
	

	8. What to do with previous medications that you
    already have at home

	
	

	9. Advice re storage of medications
	
	

	10. Potential side effects and what to look out for:
	
	

	11. How long to continue to take medication and how  to obtain 
     further supply

	
	

	12. Use of inhalers/insulin pens
	
	

	13. Anticoagulants such as Warfarin, have doses 
     recorded in yellow book until next appointment 
     and appropriate sections completed.
	
	

	14. Pharmacy help line is on the advice card with your medications if  

     you need further advice regarding your medication

	
	

	15. Friend and Family questionnaire/electronic device offered.
	
	

	16. Follow-up appointments are /for:
 Health care professionals to visit are:

	
	

	17. If you have any concerns please contact ……… (ward)  Tel: 0161………………………….                        or your own GP.
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