Stroke / TIA Discharge Orders and Instructions

	Admission Date:
	Discharge Date:
	Disposition:   ( Home      ( Home with Home Health     ( Discharge to Facility: 






Statement of Patient condition at Discharge:   ( Stable     ( Other: 









	Discharge Diagnosis (final impression for presenting symptoms) (specify):

1.  ( Acute Cerebral Ischemic Infarction          ( Acute Intracranial Hemorrhage - Non-traumatic           ( TIA

	2.
	Procedures (to include operating room and bedside):

	3.
	

	4.
	

	Immunization Screening:           ( Pneumococcal Vaccine Screening (Year-round)      ( Influenza Vaccine Screening (given Oct-March in non-ICU areas)

	Tobacco cessation:  ( Counseling    ( Materials & resources   ( NA
	“Admission” NIH Stroke Scale= ______

“Discharge” NIH Stroke Scale= ______

	Allergies:
	

	Please note: Do NOT take any prior “HOME MEDICATIONS” unless reordered on this form.
	Supporting Diagnosis

Refer to # (1, 2, 3, 4)  in Diagnosis Section above

	Medication Name
	Dose
	Route
	Schedule
	

	Aspirin                     

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	Lovenox                        

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	Antihypertensive med:      

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	Beta Blocker:   

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	ACE Inhibitor:  

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	Diuretic:                       

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	Cholesterol Reducer:   

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	Specific LDL goal: ( < 100 mg/dL (If Hx of: CAD/MI, Carotid Stenosis, Diabetes, PVD) ( < 130 mg/dL   (  < 160 mg/dL

	If Atrial Fib:  Coumadin

( Not indicated   ( Contraindicated due to:  
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	(  Range of Motion exercises and/or increase of activity to:
	Restrictions / Precautions / Weight Bearing Status / Transfer Assistance:

	Diet:   ( Low Cholesterol    ( Low Fat     ( Other: 
	(  Weight Loss Goal:



      (  Smoking cessation advised

	Facility / Home Health Discharge Orders

Resuscitation Status:      ( Full      (  No     ( Limited ____________________
	Follow-Up Appointments (Patient is responsible to make appointment)

Attending Physician:

	Oxygen _____ Liters

Rest _____ Exercise ______
	Nebulizer TX

Inhalers
	See Dr.





in

 day/wks  Phone

	Referrals     ( RN     ( HHA     ( MSW

Therapies (eval & treat):    ( PT   ( OT    ST:   swallow     communication
	See Dr.





in

 day/wks  Phone

	Labs / finger sticks (freq. of draw):
	

	Treatments (wound care, specialty bed, type of IV access, etc.):
	

	FAX TO:  ( MD office 







 # 




    ( Other  






 # 






Physician Signature:



















Date: 







Patient/Participant assessed for being ready, willing and able to accept discharge at this time:
(  Yes    (  No     

Nurse Signature: 



















Date: 







Patient /Participant/Responsible Party Signature: 













Date: 







    My signature means that I understand all of the instructions as written above.
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