KEARNEY COUNTY HEALTH SERVICES              MEDICATION HISTORY / DISCHARGE ORDER FORM / PATIENT INSTRUCTIONS

727 East First Street, Minden, NE 68959






DISCHARGE DATE

Discharge Date __________________

Patient Name ___________________________________________      Hosp #.___________      Provider _________________________________________
  Allergies:






___NA
     









     After you leave the hospital, you should follow these instructions until you talk with

  






        

     your provider.  If any medical problems occur or your symptoms get worse or you

  Nature or Reactions:





                  have questions, call your provider immediately at 308-832-3400, extension 2103










     for the clinic or 308-832-3400, extension 2350 for the hospital
MEDICATIONS TO CONTINUE AT HOME:

















  Discharging Provider


















    check appropriate

	Medication, include all meds, OTC, Herbal
	Dose/Route
	Schedule
	Reason for taking
	Last Dose
	Continue
	Do not take

	 
	 
	 
	 
	 
	
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 


_____________________________________________________________________________________       Date / Time ______________________________


Discharge Practitioner Signature 

	New Medications
	Dose/Route
	Schedule
	Reason for taking
	Last Dose Taken

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 


	Appointment made
	Make appointment
	Date
	Time
	Provider
	Phone Number
	Lab or x-ray needed prior to appointment

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 


Activities:


( Resume normal activities as tolerated


(Activities per Provider instructions: ________________________________________


( No driving for ________________days                       ( Return to work as instructed


( Up with:     (  Walker        ( Cane        ( Crutches


( No heavy lifting, no more than ______________pounds


( Other ______________________________________________________________





Diet:


( No restrictions              ( Low cholesterol


( No salt added               ( Low fat


( 2 gm                  3 gm Sodium – No added salt


( Diabetic ___________________calories / day


( Low calorie ______________��__calories / day


( Other ________________________________





Wound / Incision Care:                                     											    N/A


( Leave wound / incision open to the air	( If Steri-strips become loose, remove them      ( Keep same dressing on until clinic appointment


( Cover incision with gauze or transparent dressing					      ( Keep wound / incision clean and dry


( Call Dr. if temperature is above 101º or if change in wound / incision / drainage is noted





Pertains to Patients with Shortness of Breath, COPD, or CHF								  	   N/A


( Weigh yourself each morning:				              ( Call your doctor if you have:


     ( Same time, right after you empty your bladder		                  ( Weight gain of 2-4 lbs. over 1-3 days      


     ( Weight gain may mean you are retaining fluid		                  ( Worsening swelling or shortness of breath


     ( Keep track of your weight, bring to your next appoint.	                  ( Cramps in your feet or legs	         ( Nausea or feeling light-headed





Other Services; ______________________________________________________________________________________________________





The discharge instructions on pages 1 & 2 were explained to me.  I understand these instructions are necessary for the continuing medical care of 


patients after they leave the hospital.  I have received a copy of these instructions


____________________________________________________________	___________________________________________________


Patient or Authorized Person Signature				Date/Time		Nurse Signature				     Date/Time








