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	Name: Sarah Smith
	Date of Birth: 09.09.1945
	Contact Information: 000 000 00
	Emergency Contact: Tim Smith, Son
	Date of Admission: 06/11/2023
	Primary Diagnosis: Advanced Heart Failure
	Other Relevant Conditions: Hypertension, Type 2 Diabetes
	Current Medications: Furosemide, Metformin, Lisinopril
	Allergies: Penicillin
	Recent Hospitalizations: Hospitalized twice in the past year for heart failure
	Advanced Directives: DNR Order on file
	Pain Management Preferences: Prefers non-opioid methods
	SpiritualReligious Needs: Requests visits from chaplain
	Communication Preferences: Prefers written communication
	EndofLife Care Wishes: Comfort-focused care
	Equipment Requirements: Oxygen concentrator, hospital bed
	Dietary Restrictions: Low sodium diet
	Personal Belongings: Family photos, favorite books
	Mobility Assistance: Wheelchair and walker needed
	Room Preferences: Quiet room, window view
	Consent Forms: Signed and dated
	Financial and Insurance Information: Medicare and supplemental insurance
	Privacy Acknowledgment: HIPAA privacy notice received and understood
	Admission Paperwork: Completed and filed
	Care Plan Agreement: Completed and filed
	Assessment by Hospice Team: Comprehensive assessment completed, needs identified
	Care Goals: Manage symptoms, maintain comfort, support family
	Schedule of Visits: Nurse visits twice a week, social worker once a week
	Additional Services: Physical therapy and dietary consultation planned

	Family Support Plan: Family counseling and support sessions scheduled

	Notes and ReferralsRow1: Patient settled into the idea of hospice and is satified with the level of care and commitment to pain management. Family and friends on file to notified of any changes. 
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