Patient Home Care Services Discharge
Instructions

Date: [Insert Date]
Patient Name: [Insert Patient Name]
Patient ID: [Insert Patient ID]

Care Provider: [Insert Care Provider Name]

Discharge Instructions

1. Medications

e [Medication Name] - [Dosage] - [Frequency]
e [Medication Name] - [Dosage] - [Frequency]

2. Follow-up Appointments
Please schedule a follow-up appointment with [Doctor/Specialist Name] on [Insert Date].
3. Wound Care
Keep the area clean and dry. Change the dressing every [Insert Frequency].
4. Symptoms to Monitor
Contact your healthcare provider if you experience any of the following:
e Increased pain

o Fever over 100.4degF
e Unusual swelling or redness

5. Emergency Contacts
If you have any urgent concerns, please contact:

« Emergency Services: 911
o [Healthcare Provider Name]: [Phone Number]

6. Additional Notes



[Insert any additional notes or instructions specific to the patient's care]

Thank you for choosing our home care services. We wish you a healthy recovery!
Sincerely,

[Your Name]

[Your Title]

[Organization Name]

[Contact Information]



