Transitional Care Management (TCM) Toolkit

TCM Discharge and Communications Template

Patient Name: Date of Contact:

Sources of Information: Family/Caregiver Name:
|:| Patient, family member or caregiver

|:| Hosiptal Discharge Summary I:l Other

List of recent
hospitalizations
or ED visits:

Discharge Location: Discharge Date:

|:| Home |:| Family Member Home |:| Non-Family Home |:| Assisted Living |:| Other
Diagnosis/Problem:

Medication Changes? |:| Yes |:| No | Notes:

Medication List Updated? |:| Yes |:| No | Notes:

Referral/Lab Needed? |:| Yes |:| No | Notes:

Initial Communication Post-Discharge: First two attempts must be within two business days of discharge
date listed above. Continue to contact patient even if attempts past the two days are not successful.

Attempts Date Time Method Initials
First | |Ca||| |Fax | |Emai| | |Secured MessageDOther

| |Ca||| |Fax | |Emai| | |Secured MessageDOther

Additional | |call| |rax| [Email [ [Secured MessageDOther
|

|

|

Second

Additional |Ca||| |Fax | |Emai| | |Secured MessageDOther
Additional |call| |Fax | [Email | |Secured MessageDOther
Additional |call| |Fax [ [Email [ [Secured MessageDOther
Follow-Up Appointment: Date:

|:| Within 7 Days of Discharge

|:| Within 14 Days of Discharge Provider:

Additional Information:

Form Completed by (Clinic Staff Member):

Signed-off by (Provider):

This material was prepared by Health Quality Innovators, a Quality Innovation Network Quality Improvement Organization (QIN QIO)
under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human

Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference
to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. 12SOW/HQI/QIN
QIO-0504-03/30/23
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