	Plan of Care for Discharge Potential

	Primary Care Physician/Provider:
	Phone #:

	Problem/Strength
	Goal
	Approaches

	· ___________________________ has wishes/potential to return to the community, such as __________________.
	· Resident will discharge to __________________________ in _________________days.
	· Local Contact Agency has been contacted within 10 days as needed.
· Discharge Instruction Form has been initiated.

· Discharge conferences scheduled as needed.

· _________________________ and a family member or legal representative will be involved with the discharge plan. 

· In home care providers include: __________________

               ____________________________________________

               ____________________________________________

               ____________________________________________

               ____________________________________________

· Arrangements are being made for durable medical equipment (if needed). Medical equipment needed includes: ____________________________________

               ____________________________________________

               ____________________________________________

               ____________________________________________

               ____________________________________________

· Formal and informal supports available to _________________________________  include:

               ____________________________________________

               ____________________________________________

· Place of discharge: _____________________________________________

· Safety evaluation will be/provided by:

· PT

· OT

· Other
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