Dear Patient:

Many people need some help when they return home after a hospital stay. We want to have everything that
you need arranged when you are ready to leave the hospital. You can help us by giving us the information
listed below. Please print this form and fill in as much information as you can and bring it with you when
you are admitted to the hospital. This information will help us as we talk with you and your loved ones
about your needs. We want to put the best plan in place for when you leave Huntington Hospital.

Thank you,
Your Huntington Hospital Care Coordination Team

Information provided by:

QPatient USpouse QSignificant other QSon/Daughter UFriend QCaregiver
UMother UFather UGuardian UOther:
Is the patient a visitor to the area? UNo UYes, from

City State
What was the patient’s living situation prior to this hospitalization? (Please check ALL that apply):
UHome UAlone QWwith Spouse QWwith Significant Other UFamily UFriend
URetirement Facility QAssisted Living Facility QSkilled Nursing Facility
QLong-Term Acute Facility ~ OSub-acute Facility UBoard and Care
UWith Parent/Guardian UFoster Care UOther:

Specific information you would like to give about the living situation:

How many hours per day is the patient alone?

Are there children at home that require care by the patient? ONo UYes

Will the patient need help after discharge? ONo OQYes Comments:

Have caregivers been hired to help the patient at home? UNo UYes
If yes please give contact name and number:

Present in the patient’s home (Please check ALL that apply):
QStairs QSteps inside the home QSteps outside the home Number of steps

Accommodations in the patient’s home (Please check ALL that apply):
QElevator URamp URailing on stairs or steps QSafety grab bars in shower
USafety grab bars in Bathroom QOther:

Equipment already in the patient’s home (Please check ALL that apply):

UHospital bed OWalker aSingle-point cane UQuad-point cane
UWheelchair UManual wheelchair UElectric Wheelchair OCrutches
UToilet riser UBed-side Commode WShower Chair UReacher
QOxygen UBreathing Machine WVentilator QSuction Machine
OApnea Monitor UNebulizer Machine QOther:

Please give contact name(s) and number(s) for the companies that provide this equipment:

Pharmacy name and number that the patient usually uses:

Services that the patient used prior to this hospitalization:

OHome health nurse UHome health aide UHome delivered meals OHousekeeper OTransportation
UDialysis UWound care at home OWound care at a center  UIV therapy

URespiratory therapy WOccupational therapy QPhysical therapy QSpeech therapy

OHospice QAdult daycare QSocial Worker QCase Management

Please give agency contact name(s) and number(s):




