Discharge Instructions

Date: [Insert Date]
Patient Name: [Insert Patient Name]
Patient ID: [Insert Patient I1D]

Diagnosis: [Insert Diagnosis]

Follow-Up Care

Please schedule a follow-up appointment within [Insert Timeframe] days.

Medications
You have been prescribed the following medications:

e [Medication Name] - Dosage: [Dosage Info]
e [Medication Name] - Dosage: [Dosage Info]

Take medications as directed and do not skip doses.

Dietary Instructions

Follow the dietary guidelines below:

o [Dietary Recommendation 1]
o [Dietary Recommendation 2]

Activity Restrictions

Please avoid the following activities for [Insert Timeframe]:

« [Activity Restriction 1]
e [Activity Restriction 2]

Signs and Symptoms to Monitor

Contact your healthcare provider if you experience:

e [Symptom 1]
e [Symptom 2]



Contact Information

If you have questions or concerns, please contact:
[Healthcare Provider Name]

Phone: [Phone Number]

Thank you, and we wish you a speedy recovery!

Signature: [Provider Signature]



