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PATIENT INFORMATION

DISCHARGE PAPER ORDER SHEET
DOWNTIME

598079

Discontinue Foley Catheter 
Discontinue IV 

PATIENT TYPE:  Inpatient  Observation  Extended  Recovery  
PATIENT CLASS: Medical  Trauma
_________________________________  _________________________________  ___________________
Last Name First Name Middle Initial

_________________  _______________  _______________  _______________ _______________
Room Date Time Height Weight

Allergies:  _____________________________________________________________________________________

Diagnosis:  _____________________________________________________________________________________

Discharge 

Discontinue IV/Foley

Discharge Activity

Discharge to Home Self Care
Discharge to SNF
Discharge to:

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Discharge Activity Acknowledge Initials Date & Time Recovery Initials Date & Time 

No Dressing needed
Leave dresssing on Keep  it clean dry and intact until 
clinic visit
Remove dressing in 24 hours
Remove dressing in 48 hours
Remove dressing in 72 hours
Change Dressing (specify)
Specify Instructions:
Ice to  a�ected area
Elevate Extremity 

No Driving 
Bed Rest
No Sexual Activity (Specify)
Specify Instructions:
Activity as Tolerated
Lifting Restrictions  (specify)
Specify Instructions:
Weight Bearing Status
Bathing Restrictions (Specify)
Specify Instructions:
No work or School
Discharge Activity - SPECIFY
Specify Instructions:
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DISCHARGE PAPER ORDER SHEET
DOWNTIME

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Acknowledge Initials Date & Time Recovery Initials Date & Time 

Discharge - Notify Provider
Notify Provider

Tobacco Cessation Education

Home Equipment DME

Smoking Cessation

Diabetes Care

Walker - STD (No Wheels)
Wheelchair
Cane
Commode
Shower Chair
Elevated Toilet Seat
Shoulder Sling
Home Oxygen 
CPAP
Blood Testing Machine

Glucose POCT Meter
Notify Provider if blood Glucose ( Specify)
Specify Instructions:

Reason for no aspirin at discharge (Specify)
Specify Instructions:
Reason for no ACEI at Discharge  (Specify)
Specify Instructions:
Reason for no ARB at Discharge (Specify)
Specify Instructions:
Reason for no beta-blocker at Discharge  (Specify)
Specify Instructions:

Reason for no statin meds at D/C (Specify)
Specify Instructions:
Reason for no anticoagulant Therapy at D/C (Specify)
Specify Instructions:
Reason for no antithrombotic Therapy at D/C (Specify)
Specify Instructions:

Specify:

Acute Myocardial Infaction

Stroke

Follow  up with Primary Care Provider

________________________________    ________________________________  ____________    ____________
Name       Provider’s Signature    Date      Time
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