McLAREN FLINT
FLINT, MICHIGAN

DISCHARGE BY TRANSFER

lll. NURSING (Complete & Slgn)

-.GC_.; aQl 8
g g ‘E SELF CARE STATUS
o §‘g 5 | (Check level of ability. Write S in space if needs super-
2 |24 5 |vision only. Draw line across if inapplicable.)
iet{i . Turns CHECK IF PRESENT Behavior
ctivity Sts Q Quiet Q Withdrawn
Face DISABILITIES Incontinence Q Noisy Q Friendly
. | Trunk & Perineum QO Amputation Q Bladder J Belligerent O Suspicious
Ht;sr;siggs Lower Exiremities Q Paralysis Q Bowel U Cooperative U Pleasant
Q Contracture Q Cathet
Bladder Program 3 Decub, Ulcer Siie'e o Communication Ability Yes No
Bowel Program Date Insérted'— Canspeak English Q Q
Upper Extremities SKIN ‘ If no, state language spoken:
Trunk Q Ulcer size: location:
Dressing Lower Extremities Q wound size: location: Patient Uses
Appliance, Splint Q' Sutures/Staples OAppliance  QColostomy 1 Cane
5 Date dressing changed: Q Crutches Q Prosthesis 0O Walker
itting )
Stand Q Chair
Transfer tandng Plan:
Tub
Tolet VITAL SIGNS: BP. P R. Temp.
Wheelchair
;Oo‘ii"o'n Waking
Stairs Sleep problems O Yes 1 No
Eating ConfusedinAM QYes QNo PM QYes QNo
Family can help with care: 4 Yes O No
(Name)
Summary:
Nurse’s Signature: RN. Date: / / Time: Report called to receiving facility? (1 Yes [ No
IV. SOCIAL WORK (Complete & Sign)
Advanced Directives? 1 Yes U No Code Status
Hospice Plan:  Discussed with: (L MD  Patient 1 Family
Referral made to:
Summary:
Signature and title:
PT.
LT
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