ACUTE TO HOME
Assess for: 
· Housing
· Finances: public programs or personal means 

· Support system

· Services: Home Health, Personal Assistant, equipment, housing modifications

· Cognitive ability

· Diagnostic understanding

· Medications

· Friday “shotgun discharges” 


· Discharge plans/treatment 
· Cultural/diversity appropriate special needs
· Risk factors (red flags) known to consumer and caregivers
· Plan for follow-up long term

· Emotional health “plan” (status)

· Hygiene needs at home

· Make no assumptions about individual’s grasp  (to repeat back)

· Patient as team member (consumer-centered plans)
· Collaboration of “senders” and “receivers” 
· Billing issues and plan

HOME TO ASSISTED LIVING/NURSING FACILITY
Assess for:
· All other options exhausted
· Knowledge of rights and responsibilities (e.g. bed hold policy,)
· Personal items from home to improve comfort/familiarity

· Permanent or temporary placement
· Psychological implications

· “Design” of room and schedule

· Assessment of staff training as related to consumer need
· Legal, financial, estate planning

· “DNR” and advanced directive understanding

· Doctor and medication changes
ASSISTED LIVING/NURSING FACILITY TO HOME
Assess for:

· Readiness (is home ready/services & supplies in place)

· Who will respond to needs
· Enough support
· Adult Day Health Care consideration

· Management of medication

· Do caregivers have adequate resources (and commensurate reimbursement!)

· Do providers collaborate/coordinate
· Peer mentoring possibility

· Transportation

· Appropriate/accessible/affordable housing
· Caregiver(s) can learn patient routine from SNF staff/activity (training)

· Challenge Center/others can help with physical fitness maintenance
· Responsibility for all wellness/fitness/engagement activities
ACUTE TO NURSING FACILITY
Assess for:

· All other options exhausted

· Medications available/accurate at admission with information about last medication(s) taken
· Physicians/healthcare providers aware of and supportive of NF as best option

· Continued education in NF, especially dementia training for all staff (e.g.cooks, janitors)
· Personal property tracking from hospital to SNF (including DME)

· Who will doctor be and when is the first visit
· Preparation for NF living with plan for discharge, if appropriate
· Who will pay and for how long
· Transportation to NF?
HOME HEALTH PROVIDERS TO PERSONAL CARE PROVIDERS
Assess for:

· Coordination between 2(+) providers

· Special needs (e.g. diet, range of motion, level of physical/social activity, etc)

· Equipment and supplies ordered, but not yet delivered

· Safety issues

· Emergency personal and healthcare provider information

· Primary caregiver contact information 
· Medication issues

PRIMARY CARE PHYSICIAN TO SPECIALTY PHYSICIAN

Assess for:

· Understanding of reason for referral

· Information to be transported to specialist

· Location of/transportation to specialist

· Level of coordination between primary and specialist

· Consumer questions, level of interaction with specialist

· What happens/who will get back to consumer

· Who to call for what
