
HOSPITAL DISCHARGE SUMMARY

Valley Family Medicine
Discharge summaries should be dictated on the day of discharge. Send copies to all physicians participating in the case. Stat dictations should be made the day prior to discharge for patients being transferred to another institution (e.g., to the TCU, nursing home, or providence hospital for cardiac surgery). No dictated summary is needed for patients admitted for diagnostic observation (“23:59”) or for mothers and infants with normal labor and post-partum courses.

Identifying Information:


Your name and dictation number


Patient name and medical record number


Date admitted 


Date discharged (or expired)

Admission Diagnosis:

Discharge Diagnosis:  Also list co-morbid conditions that required active management

Procedures:  List major procedures or operations (ie, those requiring procedure notes), date they were

performed, and any complications.  Diagnostic imaging need not be included here.

Consultants: Name and specialty of each.

Reason for Admission: 
Key historical, physical, and lab information that justified the admission and

admit diagnosis.  Should be a brief narrative summary, often about 3 sentences (e.g., “The patient

presented with 2 days of exertional sub-sternal chest pain and a 10 pound weight gain.  On exam he was 

hypertensive, had rales half way up both lung fields, and 3+ lower-extrmity edema.  Labs were

remarkable for a tropnonin of 1.5 and a creatinine of 7.0).  Add at the end: “For full details see separate

dictated H&P.”

Hospital Course:  A general synopsis by active problem.  Include therapeutic interventions and their

effects (e.g., “Patient received 10 days IV antibiotics with gradual clearing of chest X-ray and improved

oxygenation.”)  Also include diagnostic information that will be important in the future management of

the case (e.g., “On 5-7-03, MRI was obtained showing diffuse white matter plaque consistent with

multiple sclerosis.”)

Code Status in Hospital:  Also note if status changed during hospitalization
Condition on Discharge:  Comment on any major physical changes from admit (e.g., “Patient

discharged to self care with no residual neurologic deficits.”)

Discharge Meds, Activity, Diet: Include all medications (old and new) and dosing schedules

Disposition: Follow-up plans. Mention any pending labs and who is responsible for checking them.
Copies to: Yourself, PMD, consultants, nursing home



jon_neher@valleymed.org


