
Patient Discharge Form

Hospital Information

Hospital/Facility Name:

Address:

Phone Number:

Email Address:

Patient Information

Name:

Date of Birth:

Phone Number:

Address:

Emergency Contact:

Primary Care Physician:

Admission and Discharge Details

Admission Date:

Reason for Admission:

Diagnosis:

Discharge Date:

Treatment Received:



Discharge Summary:

Prescriptions:

Follow-up Care

Follow-up Appointment:

Medication:

Dietary Recommendations:

Other Care Instructions:

Patient Acknowledgement

I, the undersigned, acknowledge that I have received and understand the information provided in this 
discharge form. I am aware of the follow-up appointments, medications, and care instructions.

Patient Name:

Signature:

Date:
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