Discharge Planning Overview

Date: [Insert Date]
Dear [Family Member's Name],

We understand that planning for discharge can feel overwhelming. This overview is designed to
guide you through the process and ensure a smooth transition for [Patient's Name].

1. Discharge Goals
o To provide [Patient's Name] with necessary resources for home care.

e To ensure continuity of care with follow-up appointments.
e To educate family on any required medical equipment and medication management.

2. Follow-Up Appointments

We have scheduled follow-up appointments with the following providers:

e [Doctor's Name], [Specialty] on [Date] at [Time].
e [Therapist's Name], [Type of Therapy] on [Date] at [Time].

3. Home Care Requirements

[Patient's Name] will need:
o Assistance with daily activities.

o Home health visits from [Health Provider's Name].
e Specific medications, including [List Medications].

4. Educational Resources

Please find attached educational materials regarding [specific health conditions/treatments]. We
encourage you to review these documents.

5. Contact Information
If you have questions or need further assistance, please contact:
[Your Name], [Your Position]

[Phone Number]



[Email Address]

Thank you for your cooperation and support. We are here to help make this transition as easy as
possible.

Sincerely,
[Your Name]
[Your Position]

[Hospital/Organization Name]



