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CLINICAL DISCHARGE / 
TRANSFER SUMMARY

Discharged Skill: SN HTSN PSYSN HHA PT OT ST MSW ALL

Discipline(s) Remaining: SN HTSN PSYSN HHA PT OT ST MSW ALL

Services Provided: SN AIDE PT OT ST MSW

Self care activity at time of discharge / transfer:

Self Care resumed;   or    Assist to be provided by: _________________________________________________________________

or Transferred to: ___________________________________________________________________________________________________

Care Provided: Observation/Evaluation   Instruction   Personal care as ordered    Treatments as ordered

Goals Met
Goals Not Met (Be Specific) __________________________________________________________________________________________

Reason for Discharge / Transfer:
Your condition has improved and you no longer need skilled care You are no longer homebound
The goals that were planned for your care have been reached Rehospitalized

Disposition: Home   SNF   Hospital  Hospice   Other: __________________________________________________________

General condition of patient at discharge / transfer: Good    Fair   Poor
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Date: _____________ Time: _____________

Patient: _____________________________________________________________________________________ ID#: _______________________ 

SOC: _____________________________________  D/C Date: ______________________

To Physician: ____________________________________________________________________________________________________________

Address: ____________________________________________________________________ City/State/Zip:______________________________

Professional Signature: ________________________________________________________________ Date:___________ Time:___________

Patient Signature: ______________________________________________________________________ Date:___________ Time:___________

Additional Comments / Referrals made: __________________________________________________________________________________

Physician contacted on ________________________ and discharge / transfer approved.

Patient Transferred:   Yes   No   Transfer information sent to: ____________________________________________________________

Time In: ____________ Time Out: ___________
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