
























◦ Care planningCare planning
◦ Updates to Plan of Care
◦ Recertification discussions

f d d h l l◦ Review of new admissions and their initial Plan 
of Treatment
◦ Review of patient discharges, transfers and p g ,

deaths



◦ Medication and their effectiveness; medication 
changeschanges
◦ An increase or decrease in symptoms or 

acuity, including nutritional status, pain 
management and condition of skin includingmanagement, and condition of skin including 
the presence/status of pressure ulcers



◦ Increases or decreases in frequency of visits 
by team members, and reason for the changey , g
◦ Changes in the location of care
◦ Psychosocial and other 

consultations/conferences withconsultations/conferences with 
patient/family/caregiver
◦ Ongoing spiritual needs
◦ Plan for future interventions
◦ Progress/lack of progress toward treatment 

goals for each problem addressedgoals for each problem addressed





Patient’s name diagnosis and date of◦ Patient’s name, diagnosis and date of 
admission
◦ Patient’s location, and availability of family 

and caregiver(s)
◦ Identified problems and goals
◦ Outcome of interventions and status of◦ Outcome of interventions and status of 

problems (i.e. unchanged, resolved)



◦ Pertinent information related to the patient’s 
current status and changes since the previous g p
team discussion
◦ Scope and frequency of services provided
◦ Continued eligibility for Hospice services◦ Continued eligibility for Hospice services


