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CLEVLEAND CLINIC HOME CARE 
OCCUPATIONAL THERAPY DISCHARGE SUMMARY 

Circle Team:  N1  N 2  N3  N4  T1  T2  T3  T4  

Other Disciplines still 
Active 

 SN  PT  ST  MSW  HCA  None = Total Discharge  Complete OASIS discharge 

SOC:________________
 

O.T. 
 

O.T. Last Billable Visit 
O.T. D/C Date: ____________________ 

DISCHARGE REASON: (Check one) DISCHARGE DISPOSITON:  (Check one) 

  5D Recert Visit Not in 5 Day Window  AA Left Against Medical Advice 

  60 In Hospital Over Recert End Date  AH Admitted to Hospital 

  DD Death at Home  DH Death at Home 

  DH Discharge to Hospice  DM Expired at Medical Facility 

  GM Goals Met  DU Expired Place Unknown 

  LF No Source of Payment/Refuses Self Pay  SC Discharge to Home 

  LP Lack of Progress  XI Transfer to ICF 

  MO Moved From Service Area  XS Transfer to SNF 

  NB Needs Beyond Home Care - Outpatient  XX Transfer to Other Institution 

  NC Non Compliance or Not Homebound    

  NR Hospitalized Not Resumed During Episode   DISCHARGE CONDITION: (Check one) 

  PX Physician Refused   Excellent 

  RC Change in Reimbursement Source   Good 

  RX Patient, Family Refused   Fair 

  SX Entered SNF, LTC, Nursing Home, Rehab   Poor 

  TX Transfer to agency Not of Common Ownership   Expired 

  UC Unsafe Conditions or Environment    

  EO Eval Only No Further Skilled Need Identified    

  MX Maximum Potential Achieved for Home Care Setting    

GOALS FOR TREATMENT  Status Key:   A = Achieved    PA = Partially Achieved    NM = Not Met STATUS AT D/C 
 OTG01  Patient or Care Giver will demonstrate compliance with and participation in the plan of treatment while maximizing home 

safety with improved tolerance for activity and use of appropriate equipment if necessary. 
A PA NM 

 OTG02  
Improved self care ____Feeding ____Bathing ____Dressing 

A PA NM 

 
____Grooming ____Toileting 

   

 OTG03  
Safe home management ____Food Prep ____Kitchen Mobility ____Cleaning 

A PA NM 

 
____Laundry ____Money Management 

   

 OTG04  
Improved functional transfers. ___________________________________________________________________ A PA NM 

 OTG05  
Demonstrate improved strength to meet individual functional goals.  _____________________________________ A PA NM 

 OTG06  
Improved balance for ADL activities.______________________________________________________________ A PA NM 

 OTG07  
Improved coordination. ________________________________________________________________________ A PA NM 

 OTG08  
Improved ROM. ______________________________________________________________________________ A PA NM 

 OTG09  
Improved cognitive or perceptual motor skills. ______________________________________________________ A PA NM 

 OTG10  
Pain management with maximum comfort. _________________________________________________________ A PA NM 

 OTG11  
Improved sensation or adherence to compensatory technique. _________________________________________ A PA NM 

 OTG12  
Position self for safety and comfort. ______________________________________________________________ A PA NM 

 OTG13  
Caregiver will demonstrate ability to safely assist patient with appropriate functional activities. A PA NM 

 OTG14  
Patient or Caregiver understands edema management strategies.______________________________________ A PA NM 

 OTG15  Patient or Caregiver will demonstrate the ability to manage functional limitations through assistive or energy saving 

devices. A PA NM 
 OTG23A  

Patient or caregiver will verbalize/demonstrate knowledge of fall prevention measures. 
 OTHER  

____________________________________________________________________________________________________________ 

Additional Information:  Reason goals not met/plans for post discharge needs: ________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

 

____________________________________________________________________________  ____________________________________________ 

Physician Name (Print) Date  Physician Notified of Discharge – Copy on Request 

__________________________________________________________
__________________________________________ __________________________ 

Patient Name (Print) Therapist Signature Date 



 


