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Dear Patient and Family: 
 
We are glad that you have chosen Hospice of Stanly County, Inc. to assist you in caring for your 
loved one as he/she faces a serious illness. In the next few days, your hospice team will begin to 
work with you, your family and your physicians to provide the care you need in your home and we 
want you to know what to expect. This handbook provides information about our services and 
addresses some of the topics that patients and families often ask about. Certainly not all of the 
information will be pertinent to your situation. Of course, our hospice team always welcomes your 
questions as well. 
 
Our goal is to provide you – the patient and family – with the highest quality service possible.  Our 
team is committed to helping you and your family in a way that is professional, respectful and 
sensitive to your values and needs.   Our staff members will do everything in their power to take care 
of any need or situation that may arise.   We focus on things that support your quality of life – relief of 
pain and symptoms and care for the whole person- physical, emotional and spiritual. Remember that 
we are only a phone call away any time of the day or night.  We are always ready to help with 
changing conditions as well as lend an understanding ear and caring hand. 
 
Often times, close relationships develop between families and the staff members who serve them and 
the family may want to express their gratitude by giving a gift to a staff member.  While such a 
generous impulse is well intended, we want you to know that it is not necessary.  In fact, Hospice 
policy prohibits staff members from accepting gifts of cash or cash equivalents.  We are here to care 
for you in the best way we possibly can and your satisfaction is our highest reward. 
 
If at any time during our service to you, you should have questions or wish to express compliments or 
concerns, please know that you may do so by calling our office during business hours (704-983-4216 
or 800-230-4236) and asking to speak to a supervisor or to me.  Thank you for choosing Hospice of 
Stanly County.  It is our privilege to serve you. 
 
Best regards, 
 
 
 
Audrey M. Howell 
Executive Director 
 
 
 

����������������
 �!�������"���#�����$�%�����
��������	
����
������������	
����
������������	
����
������������	
����
����� ���

 



 
 
 

 To Speak with a  
Hospice Nurse : 

 

Please call 

704-983-4216  

or 
1-800-230-4236 

 

The office is open 
Monday - Friday from 8:30am to 5:00pm. 

 
An on-call nurse is available 24 hours per day and on 

weekends. 
 

If you call outside of our office hours,  
our answering service will answer. 

Please give your name & phone number only and they will page the 
Hospice Nurse on call. 

 
If you do not receive a call back from the nurse within  

10-15 minutes, please call again. 
 

*Our goal is to keep your loved one as comfortable as possible.   
To help us do so, please report unmanaged symptoms during the day when 

doctors are available and pharmacies are open.* 
 
 
 
 
 



 
 
 

 
 

             Hospice of Stanly County, Inc. 
is an organization that provides palliative, or “comfort” care to persons with a terminal illness and their 
families. Care can be provided in the home setting, nursing facilities and at Stanly Regional Medical 
Center. 
   
Hospice Services include: 
 
 �   Nursing Services…  A registered nurse with specialized training in palliative care will be 
assigned as your primary nurse. He/she will visit at a minimum of once per week. Your nurse will 
coordinate visits with you. The nurse will focus on keeping pain and any other symptoms you have 
under control. The nurse updates your physician on how you are doing every 2 weeks and more 
frequently if needed.  A registered nurse is available after hours and on weekends for emergency 
intervention, questions or support. You may speak with a nurse by calling the hospice office at 704-
983-4216. 
 
 �   Medical Social Worker Services…  A medical social worker will be assigned to you as your 
primary social worker. He/She will visit with you at a minimum of once per month. Your social worker 
will coordinate visits with you. The social worker will provide emotional support for you and your 
caregivers, assistance with care giving or facility placement needs, assistance in managing 
resources, advanced directives and end of life planning. 
 
 �   Certified Nursing Assistants…  A hospice certified nursing assistant is a home health aide 
who may come to your home and assist you with bathing, grooming, specific treatments and other 
activities of daily living. Certified nursing assistant services may be initiated at any time based on the 
needs of the patient or caregiver. He/She, under the supervision of the registered nurse will 
coordinate the plan of care and frequency of visits. 
 
 �   Chaplain Services…  An ordained minister will be available upon your request. He/She may 
work with your current pastor or be your primary spiritual provider. The hospice chaplain offers 
spiritual support to both the patient and family and is available to aide in funeral services. 
 
 �   Volunteer Services…  A trained hospice volunteer will be available upon your request. A 
volunteer can provide a variety of services that will assist the patient and caregiver.  Examples 
including running errands, short term respite for caregivers, haircuts, as well as friendly 
companionship. 
 
 �    Bereavement Services…  The bereavement coordinator will initiate contact with family 
members and provide grief counseling for up to 1 year following the death of the patient.  Family 
members will have the opportunity to participate in various support groups and/or individual 
counseling sessions. 

 
For more information call 704-983-4216. 

 
 



    
  Introducing Hospice of Stanly County Staff. . . 
 

OFFICE STAFF 
Audrey Howell ~ Executive Director 
Sherra Lowder ~ Accounting Supervisor 
Renda Lowder ~ Reimbursement Specialist 
Amy Brinson ~ Administrative Assistant 
Robin Rose ~ Medical Records Specialist 
Tonya Smith ~ Development Director 
Randy Huneycutt~Network Administrator 
 

NURSES 
Pauline Mauldin ~ RN, CHPN, Patient Care Director 
Lynne Nash Mullis ~ RN, CHPN, Palliative Care Nurse 
Judy Almond~RN,CHPN-Performance Improvement Nurse 
Jan Goetz~RN - Triage Nurse 
Carol Benoy~RN - Weekend Nurse 
Joy Burris~RN - Staff Nurse 
Sherri Cranford~RN - Staff Nurse 
Karen Herlocker~RN - Staff Nurse 
Dana Moose~RN,BSN,CHPN - Staff Nurse   
Debbie Thomas ~ RN, CHPN - Staff Nurse 
*Anissa Chapman ~ RN 
      
CERTIFIED NURSING ASSISTANTS 
Nancy Burleson~C.H.P.N.A. II 
Rita Lynn Jefferson~C.N.A. II 
Alicia McKinnon~C.N.A.II 
 

SOCIAL WORK DEPARTMENT  
Beth Thomas ~ SW/Counseling Director 
Sharita Dunlap ~ Social Worker 
Anna Allred McGee ~ Social Work Counseling 
Margaret Fields ~ Bereavement Coordinator 
Leslee Wray ~ Chaplain 
 

VOLUNTEER SERVICES 
Kathy Hicks ~ Volunteer Coordinator 
*part time as needed staff 
 
 Please call us when you need us at: 704-983-4216 (o r) 1-800-230-4236 

 



                VOLUNTEERS ARE SPECIAL PEOPLE 
 

Hospice volunteers can visit on a regular basis or for a one time need. They 
provide companionship for patients, respite for family members and assist with 
many other tasks. Volunteers are provided with extensive orientation and 
specialized training. 
 

          Here are some of the many things 
                  Hospice Volunteers can assist you with: 

Listen to concerns …Volunteers try to help patients find their own answers to important questions. 

Keep the patient company …The volunteer’s presence can be extremely comforting to the 
patient, even if the volunteer only sits quietly in the room. Volunteers may read to patients or 
suggest activities they could do together. 

Provide emotional support… Volunteers form close bonds with patients and family members. 

Provide a link to the hospice staff… Volunteers report on the needs of the patient and 
family. They are an important source of information for the hospice team. 

Run errands.. These might include:        Picking up medical supplies     Grocery shopping 

Assist with light household chores… Volunteers may help with light household chores, if 
needed, to help take pressure off family members. 

Provide respite for the family… Volunteers will sit with the patient so the caregiver may 
use this time for a much needed break. 

Bereavement support… Volunteers provide support to the family after the patient’s death. 
This support could include: 

·   House sitting while the family attends the funeral home or funeral  
·   Help with addressing thank you cards 
·   Returning dishes 
·   Lending a listening ear 

For more information 
About using the services of a Hospice Volunteer contact… 

Kathy Hicks, Volunteer Coordinator 
704-983-4216 or 1-800-230-4236 

  
 
 



 
A Note from the Chaplain 

  
 I imagine as you’re becoming acquainted with Hospice you’re discovering there are many who 
are offering their care and support.  As the Chaplain and Spiritual Care Provider for Hospice, I too am 
available for any special needs you may have regarding your spiritual care.  As you move through this 
path on your journey you may find that you: 
 
 *need someone to listen  *are feeling fearful or anxious 
 *are feeling angry or frustrated  *are feeling helpless 
 *feel your faith is challenged  *want communion 
 *want a blessing  *want to ask, “why me?” 
 *feel like crying  *feel like praying 
 *don’t know how to pray  *are full of dread or despair 
 *are full of joy and gratitude  *need forgiveness 
 *need to forgive  *want to talk about things that matter most 
 *need to talk about things you’ve been unable to share with others 
 *already have a spiritual community leader and want extra support 
 *want a representative of your own religious group 
 
 As Hospice’s Chaplain I seek to offer spiritual care, by first listening and learning who you are 
and what it is you believe you most need.  When it is meaningful for you or your family, I may offer 
prayer, scripture reading, rituals, sacraments and funeral services.  If desired, I may also help you 
connect with a spiritual leader or tradition that best supports your needs. 
 
 You don’t, however, have to be a “religious” person to receive my or Hospice’s support.  If you 
find it would simply be helpful to have any additional friend companion you on this most sacred of 
journeys, I would count it a deep privilege to be that friend. 
 
 Enclosed with this packet is our Chaplain’s Covenant, some questions for your personal 
reflection, and my contact information.  I will plan to contact you by phone within the week to see if 
you’d like me to come for a visit.  You are certainly free to decline.  And regardless if you choose to 
receive my services, you are welcome to contact me, on your own, at any time.  On behalf of Hospice 
of Stanly County, thank you for allowing us to share this path with you. 
 
        Blessings, 
 
 
 
        Leslee Wray 
        Chaplain 
 
 
 
 
 
 
 



Chaplain’s Covenant  
 

 The Chaplain will provide spiritual care for all.  The Chaplain respects a person’s right to have 
his/her own religious beliefs and/or to decline our offer of assistance and care.  If a person requests, 
we will contact the religious leader of the person’s preference.  We are opposed to the use of 
manipulation, harassment, pressure and special inducements to affect a change in philosophical or 
religious beliefs and practices. 
 
In seeking to provide the best possible spiritual care the Chaplain commits to the flowing acts of 
conduct: 
 
Integrity :  The Chaplain believes in the highest level of ethical and professional conduct and will not 
violate or exploit the personhood of another human being, religiously, emotionally, financially or 
sexually. 
 
Commitment :  The Chaplain believes in providing the highest professional service to all. 
 
Value:  The Chaplain recognizes the value, quality, diversity and importance of all patients/residents 
and fellow workers whatever their gender, ethnic background, religion, sexual orientation or social 
status. 
 
Collaboration :  The Chaplain values and cultivates a team approach among all staff members. 
 
Compassion :  The Chaplain believes service must be provided with respect, dignity and sensitivity. 
 
Responsibility :  The Chaplain will strive to uphold the policies and procedures of the institutions in 
which Hospice serves. 
 
Confidentiality :  The Chaplain will hold in confidence any privileged communication received by 
Hospice while conducting ministry. 
 
Accountability :  The Chaplain will diligently and respectfully respond to any flagrant violation of 
these guidelines brought to the attention of Hospice.  The Chaplain equally understands that any 
persistence in unwarranted behavior may lead to further disciplinary action by Hospice. 



Questions for Personal Reflection  
 

1.  What do you believe in that gives meaning to your life? 
 
 
 
 
 

2.  How important is faith, religion and/or spirituality for you? 
 
 
 
 
 
 

3. From what sources do you draw strength to help you cope with this illness? 
 
 
 
 
 
 

4. For what in your life do you still feel gratitude even though you are ill? 
 
 
 
 
 
 

5. When you are afraid or in pain, how do you find comfort? 
 
 
 
 
 
 

6. How do you see and feel about yourself?  Do you believe that you are a person of sacred 
worth? 

 
 
 
 
 
 

7. What does peace feel like, look like, sound like, taste like and touch life for you? 
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PATIENT/FAMILY RIGHTS & RESPONSIBILITIES 
 



    NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT  YOU MAY BE USED AND DISCLOSED  

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.   
PLEASE REVIEW IT CAREFULLY. 

 
USE AND DISCLOSURE OF HEALTH INFORMATION  
 
Hospice of Stanly County, Inc. may use your health information, information that constitutes protected health information as defined in the Privacy Rule of the Administrative 
Simplification provisions of the Health Insurance Portability and Accountability Act of 1996, for purposes of providing you treatment, obtaining payment for your care and conducting health 
care operations.  The Hospice has established policies to guard against unnecessary disclosure of your health information.   

 
THE FOLLOWING IS A SUMMARY OF THE CIRCUMSTANCES UND ER WHICH AND PURPOSES FOR WHICH YOUR HEALTH INFORMA TION MAY BE USED AND DISCLOSED:  

 
To Provide Treatment .  The Hospice may use your health information to coordinate care within the Hospice and with others involved in your care, such as your attending physician, 
members of the Hospice interdisciplinary team and other health care professionals who have agreed to assist the Hospice in coordinating care.  For example, physicians involved in your 
care will need information about your symptoms in order to prescribe appropriate medications.  The Hospice also may disclose your health care information to individuals outside of the 
Hospice involved in your care including family members, clergy who you have designated, pharmacists, suppliers of medical equipment or other health care professionals. 

 
To Obtain Payment .  The Hospice may include your health information in invoices to collect payment from third parties for the care you receive from the Hospice.  For example, the 
Hospice may be required by your health insurer to provide information regarding your health care status so that the insurer will reimburse you or the Hospice.  The Hospice also may need 
to obtain prior approval from your insurer and may need to explain to the insurer your need for hospice care and the services that will be provided to you. 
 
To Conduct Health Care Operations .  The Hospice may use and disclose health information for its own operations in order to facilitate the function of the Hospice and as necessary to 
provide quality care to all of the Hospice’s patients.  Health care operations includes such activities as:   
- Quality assessment and improvement activities.   

 
- Activities designed to improve health or reduce health care costs. 

 
- Protocol development, case management and care coordination. 

 
- Contacting health care providers and patients with information about treatment alternatives and other related functions that do not include treatment. 

 
- Professional review and performance evaluation. 

 
- Training programs including those in which students, trainees or practitioners in health care learn under supervision. 

 
- Training of non-health care professionals. 

 
- Accreditation, certification, licensing or credentialing activities. 

 
- Review and auditing, including compliance reviews, medical reviews, legal services and compliance programs. 

 
- Business planning and development including cost management and planning related analyses and formulary development. 

 
- Business management and general administrative activities of the Hospice. 

 
- Fundraising for the benefit of the Hospice.  

 
For example the Hospice may use your health information to evaluate its staff performance, combine your health information with other Hospice patients in evaluating how to more 
effectively serve all Hospice patients, disclose your health information to Hospice staff and contracted personnel for training purposes, use your health information to contact you as a 
reminder regarding a visit to you, or contact you as part of general fundraising and community information mailings (unless you tell us you do not want to be contacted). 

For Fundraising Activities .  The Hospice may use information about you including your name, address, phone number and the dates you received care in order to contact you or your 
family to raise money for the Hospice.  The Hospice may also release this information to a related Hospice foundation.  If you do not want the Hospice to contact you or your family, notify 
Development Director  at 704-983-4216 and indicate that you do not wish to be contacted.   
 
For Appointment Reminders .  The Hospice may use and disclose your health information to contact you as a reminder that you have an appointment for a home visit. 
 
For Treatment Alternatives .  The Hospice may use and disclose your health information to tell you about or recommend possible treatment options or alternatives that may be of interest 
to you.   
 
THE FOLLOWING IS A SUMMARY OF THE CIRCUMSTANCES UND ER WHICH AND PURPOSES FOR WHICH YOUR HEALTH INFORMA TION MAY ALSO BE USED AND 
DISCLOSED. 
  
 When Legally Required .  The Hospice will disclose your health information when it is required to do so by any Federal, State or local law. 
 
 When There Are Risks to Public Health .  The Hospice may disclose your health information for public activities and purposes in order to: 
 
- Prevent or control disease, injury or disability, report disease, injury, vital events such as birth or death and the conduct of public health surveillance, investigations and interventions. 

 
- Report adverse events, product defects, to track products or enable product recalls, repairs and replacements and to conduct post-marketing surveillance and compliance with 

requirements of the Food and Drug Administration. 
 

- Notify a person who has been exposed to a communicable disease or who may be at risk of contracting or spreading a disease. 
 
- Notify an employer about an individual who is a member of the workforce as legally required. 
 
To Report Abuse, Neglect Or Domestic Violence .  The Hospice is allowed to notify government authorities if the Hospice believes a patient is the victim of abuse, neglect or domestic 
violence.  The Hospice will make this disclosure only when specifically required or authorized by law or when the patient agrees to the disclosure. 
 
To Conduct Health Oversight Activities .  The Hospice may disclose your health information to a health oversight hospice for activities including audits, civil administrative or criminal 
investigations, inspections, licensure or disciplinary action.  The Hospice, however, may not disclose your health information if you are the subject of an investigation and your health 
information is not directly related to your receipt of health care or public benefits. 
 
In Connection With Judicial And Administrative Proc eedings .  The Hospice may disclose your health information in the course of any judicial or administrative proceeding in response 
to an order of a court or administrative tribunal as expressly authorized by such order or in response to a subpoena, discovery request or other lawful process, but only when the Hospice 
makes reasonable efforts to either notify you about the request or to obtain an order protecting your health information.   
 



For Law Enforcement Purposes .  As permitted or required by State law, the Hospice may disclose your health information to a law enforcement official for certain law enforcement 
purposes as follows: 
 

- As required by law for reporting of certain types of wounds or other physical injuries pursuant to the court order, warrant, subpoena or summons or similar process. 
 
- For the purpose of identifying or locating a suspect, fugitive, material witness or missing person. 
 
- Under certain limited circumstances, when you are the victim of a crime. 
 
- To a law enforcement official if the Hospice has a suspicion that your death was the result of criminal conduct including criminal conduct at the Hospice. 
 
- In an emergency in order to report a crime. 

 
To Coroners And Medical Examiners .  The Hospice may disclose your health information to coroners and medical examiners for purposes of determining your cause of death or for other 
duties, as authorized by law. 
 
To Funeral Directors .  The Hospice may disclose your health information to funeral directors consistent with applicable law and if necessary, to carry out their duties with respect to your 
funeral arrangements.  If necessary to carry out their duties, the Hospice may disclose your health information prior to and in reasonable anticipation of your death. 
 
For Organ, Eye Or Tissue Donation .  The Hospice may use or disclose your health information to organ procurement organizations or other entities engaged in the procurement, banking 
or transplantation of organs, eyes or tissue for the purpose of facilitating the donation and transplantation. 
 
For Research Purposes .  The Hospice may, under very select circumstances, use your health information for research.  Before the Hospice discloses any of your health information for 
such research purposes, the project will be subject to an extensive approval process.  
 
In the Event of A Serious Threat To Health Or Safet y.  The Hospice may, consistent with applicable law and ethical standards of conduct, disclose your health information if the Hospice, 
in good faith, believes that such disclosure is necessary to prevent or lessen a serious and imminent threat to your health or safety or to the health and safety of the public. 
 
For Specified Government Functions .  In certain circumstances, the Federal regulations authorize the Hospice to use or disclose your health information to facilitate specified 
government functions relating to military and veterans, national security and intelligence activities, protective services for the President and others, medical suitability determinations and 
inmates and law enforcement custody. 
 
For Worker's Compensation .  The Hospice may release your health information for worker's compensation or similar programs. 
 
AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION  
Other than is stated above, the Hospice will not disclose your health information other than with your written authorization.  If you or your representative authorizes the Hospice to use or 
disclose your health information, you may revoke that authorization in writing at any time.   
 
YOUR RIGHTS WITH RESPECT TO YOUR HEALTH INFORMATION  
You have the following rights regarding your health information that the Hospice maintains: 
 
Right to request restrictions .  You may request restrictions on certain uses and disclosures of your health information.  You have the right to request a limit on the Hospice ‘s disclosure 
of your health information to someone who is involved in your care or the payment of your care.  However, the Hospice is not required to agree to your request.  If you wish to make a 
request for restrictions, please contact Executive Director at 704-983-4216.  

 
Right to receive confidential communications .  You have the right to request that the Hospice communicate with you in a certain way.  For example, you may ask that the Hospice only 

conduct communications pertaining to your health information with you privately with no other family members present.  If you wish to receive confidential communications, please 
contact Executive Director at 704-983-4216. The Hospice will not request that you provide any reasons for your request and will attempt to honor your reasonable requests for 
confidential communications. 

 
- Right to inspect and copy your health information .  You have the right to inspect and copy your health information, including billing records.  A request to inspect and copy 

records containing your health information may be made to Executive Director at 704-983-4216 .  If you request a copy of your health information, the Hospice may charge a 
reasonable fee for copying and assembling costs associated with your request. 

 
- Right to amend health care information .  You or your representative have the right to request that the Hospice amend your records, if you believe that your health information is 

incorrect or incomplete.  That request may be made as long as the information is maintained by the Hospice.  A request for an amendment of records must be made in writing to 
Executive Director, Hospice of Stanly County, 960 N orth First Street, Albemarle, NC 28001 .  The Hospice may deny the request if it is not in writing or does not include a 
reason for the amendment.  The request also may be denied if your health information records were not created by the Hospice, if the records you are requesting are not part of the 
Hospice‘s records, if the health information you wish to amend is not part of the health information you or your representative are permitted to inspect and copy, or if, in the opinion of 
the Hospice, the records containing your health information are accurate and complete. 

 
-          Right to an accounting .  You or your representative have the right to request an accounting of disclosures of your health information made by the Hospice for certain reasons,  
           including reasons related to public purposes authorized by law and certain research. The request for an accounting must be made in writing to Executive Director, Hospice of 
Stanly  
           County, 960 North First Street, Albemarl e, NC 28001.  The request should specify the time period for the accounting starting on or after April 14, 2003.  Accounting requests may  
           not be made for periods of time in excess of six (6) years.  The Hospice would provide the first accounting you request during any 12-month period without charge.  Subsequent 
            accounting requests may be subject to a reasonable cost-based fee. 

 
Right to a paper copy of this notice .  You or your representative have a right to a separate paper copy of this Notice at any time even if you or your representative have received 

this  
Notice previously.  To obtain a separate paper copy, please contact Executive Director at 704-983-4216.  
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The Hospice is required by law to maintain the privacy of your health information and to provide to you and your representative this Notice of its duties and privacy practices.  The Hospice 
is required to abide by the terms of this Notice as may be amended from time to time.  The Hospice reserves the right to change the terms of its Notice and to make the new Notice 
provisions effective for all health information that it maintains.  If the Hospice changes its Notice, the Hospice will provide a copy of the revised Notice to you or your appointed 
representative.  You or your personal representative have the right to express complaints to the Hospice and to the Secretary of DHHS if you or your representative believe that your 
privacy rights have been violated.  Any complaints to the Hospice should be made in writing to Executive Director, Hospice of Stanly County, 960 N orth First Street, Albemarle, NC 
28001. The Hospice encourages you to express any concerns you may have regarding the privacy of your information.  You will not be retaliated against in any way for filing a complaint.   
 
CONTACT PERSON 
The Hospice has designated the Executive Director  as its contact person for all issues regarding patient privacy and your rights under the Federal privacy standards.  You may contact 
this person at Hospice of Stanly County, 960 North First Street, A lbemarle, NC 28001, 704-983-4216. 
 
EFFECTIVE DATE 
This Notice is effective April 14, 2003. 
 
IF YOU HAVE ANY QUESTIONS REGARDING THIS NOTICE, PLEASE CONTACT Executive Director, Hospice of Stanly County, 960 North First Street, Albemarle, NC 28001 or  
704-983-4216 (or)1-800-230-4236. 

Reviewed 02/07 



 
 



 
 



 

Insurance Coverage Notification Statement 
�  MEDICARE  
Hospice Medicare Benefit pays 100% of per diem char ges from Hospice for core services: 
 Skilled Nursing Care 

Social Work/Counseling 
Home Health Aide 
Chaplain 
Volunteers 
Bereavement 

         If related to the terminal illness , core services include:  
Medications 
Supplies  
Medical Equipment  
Outpatient Services (labwork, scans, diagnostic testing, etc.) 
Palliative Chemotherapy and/or Radiation (for comfort, not cure) 
Consulting Physician Services (doctor’s treating the terminal illness, other than the primary care  

physician, i.e. Oncologists) 
         Prior approval by hospice staff is require d for coverage of : 

Ambulance transport  
General Inpatient Stays at contracted hospitals for Symptom Management 
Respite Stays at contracted hospitals 
Physical, Speech or Occupational Therapy Services  

     
***Items not covered  by the Hospice Medicare Benefit should be billed d irectly to Medicare by the provider. 
These services include***  

Medications and supplies that are not related to your terminal illness (The Hospice team will review your current 
medications and notify you of non-covered drugs & supplies) 
Services provided by your attending/primary care physician (MD bills regular Medicare) 

 Non-related hospital stays 
 Non-related ambulance transports 

�  MEDICAID  
Hospice Medicaid Benefit pays 100% of per diem char ges from Hospice for core services:  

Skilled Nursing Care 
Social Work/Counseling 
Home Health Aide 
Chaplain 
Volunteers 
Bereavement Care 

        If related to the terminal illness , core services include:  
Medications 
Supplies 
Medical Equipment  

         Prior approval by hospice staff is required for cov erage of : 
Ambulance transport  
General Inpatient Stays at contracted hospitals for Symptom Management 
Respite Stays at contracted hospitals 
Physical, Speech, or Occupational Therapy Services 

 
***Items not covered  by the Hospice Medicaid Benefit should be billed d irectly to Medicaid by the provider.  
These services include:*** 

Medications and supplies that are not related to your terminal illness (The Hospice team will review your current 
medications and notify you of non-covered drugs & supplies) 
All Physician Services (MD bills directly to Medicaid) 
Outpatient Services (labwork, scans, diagnostic testing, etc.) 
Palliative Chemotherapy and/or Radiation (for comfort, not cure) 
Non-related ambulance transports 
Non-related hospital stays 



 
 

�  PRIVATE INSURANCE – Your Social Worker will provide plan coverage detai ls and your  
financial responsibility.  

Private insurance is negotiated on a case-by-case basis.  However, Hospice strives to obtain per diem coverage for all 
clients.  The per diem rate is $130.00/day and includes our c ore services : 

Skilled Nursing Care 
Social Work/Counseling 
Home Health Aide 
Chaplain 
Volunteers 
Bereavement 

Prior approval by hospice staff is required for cov erage of : 
IV Therapy 
Physical, Speech or Occupational Therapy  

 
*The above services are excluded from the normal per diem rate & if the patient requires such services, Hospice   
negotiates rates separately.  

 
***Items not covered  under the Hospice benefit of your Private Insuranc e should be billed directly by 
the providers.  These services include:*** 

Medications and supplies that are not related to your terminal illness (The Hospice team will review your current 
medications and notify you of non-covered drugs & supplies) 
All Physician Services (MD bills directly to Insurance Company) 
Outpatient Services (labwork, scans, diagnostic testing, etc.) 
Palliative Chemotherapy and/or Radiation (for comfort, not cure) 
Non-related ambulance transports 

 Hospital stays  
 

�   BCBSNC and/or State Health Plan– Your Social Worker will provide plan coverage 
details and your financial responsibility. 
Hospice of Stanly County, Inc. has a contract with BCBS.  Services are billed at the per diem rate of $130.00/day 
and includes:   
 Skilled Nursing Care 
 Social Work/Counseling 
 Home Health Aide 
 Chaplain 
 Volunteers 
 Bereavement 
 Home infusion services 
 Durable medical equipment 
 All drugs, medical supplies and equipment related to the terminal illness 
 Nutrition services 
 Speech therapy 
 Occupational therapy 
 Physical therapy 
 In-home lab fees 
 Educational services 
Prior approval by hospice staff is required for cov erage of:  
 IV Therapy 
 Physical, Speech or Occupational Therapy 
***Items not covered  under the Hospice benefit of your Private Insuranc e should be billed directly by 
the providers.  These services include:*** 

Medications and supplies that are not related to your terminal illness (The Hospice team will review your current 
medications and notify you of non-covered drugs & supplies) 
All Physician Services (MD bills directly to Insurance Company) 
Outpatient Services (labwork, scans, diagnostic testing, etc.) 
Palliative Chemotherapy and/or Radiation (for comfort, not cure) 
Non-related ambulance transports  
Hospital stays  



 
 
 
 

�  SELF-PAY –Hospice bills self-pay clients.  
 

    The per diem rate is $130.00/day and includes o ur core services .   
Skilled Nursing Care 
Social Work/Counseling 
Home Health Aide 
Chaplain 
Volunteers 
Bereavement 

    If related to the terminal illness , core services include : 
Medications 
Supplies  
Medical Equipment  

 
Patient/family will receive a monthly statement of charges from Hospice.  The social worker can make payment 
arrangements for the family by contacting the Associate Director or Executive Director. 
 
***Items not covered  under the Self-Pay plan should be billed directly by the providers.  These services 
include:*** 

Medications and supplies that are not related to your terminal illness (The Hospice team will review your current 
medications and notify you of non-covered drugs & supplies) 
All Physician Services (MD bills directly to Insurance Company) 
Outpatient Services (labwork, scans, diagnostic testing, etc.) 
Palliative Chemotherapy and/or Radiation (for comfort, not cure) 
Ambulance transports 

 Hospital stays 
 
 
�  INDIGENT CARE  
Patients without a valid pay source, who are not financially able to reimburse Hospice for services provided are 
considered free care.  HSC will not bill patient/family for the core services provided. 
 
Hospital stays, outpatient services and physician charges are non-covered by Hospice.  Facility/other providers should bill 
directly to patient/family 
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This form must be completed on all Medicare patient s, dated, signed and retained in the pt chart for a udit/ reimbursement purposes. 
  
PATIENT NAME:________________________________________________________  PATIENT # ___________________ 

 
PART I -BLACK LUNG, RESEARCH, VA & WORKERS COMP  
1. Are you receiving Black Lung (BL) Benefits? 
 _____No.   ____Yes; Date benefits began:  ____/____/____  BL IS PRIMARY PAYER ONLY FOR CLAIMS RELATED TO BL.  
2. Are the services to b e paid by a government research program?    
 _____No  _____Yes  GOVERNMENT RESEARCH PROGRAM WILL PAY PRIMARY BENEFI TS FOR THESES SERVICES. 
3. Has the Department of Veterans Affairs (DVA) authorized and agreed to pay for your care?    
 _____No. _____Yes.    DVA IS PRIMARY FOR THESE SERVICES 
4. Was illness/injury due to a work related accident/condition covered by a Workers’ Compensation Plan (WC)? 

____Yes.   Date of injury;illness _____/_____/_____ 
Name and address of WC plan ____________________________________________________________________________ 
Patient’s policy or identification number ____________________________  WC IS PRIMARY PAYOR FOR WORK-RELATED 
INJURIES OR ILLNESSES, GO TO PART III.     
 _____ No. GO TO PART II 
 

PART II - ACCIDENTS  
1. Was illness; injury due to a non-work related accident? 

______Yes; Date of Accident _____/_____/____        
______ No.     GO TO PART III 

2. Is no-fault insurance available? (No-fault insurance pays for health care services resulting from injury to your or damage to your 
property regardless of who is at fault for causing the accident.) 

  _____Yes; Name & Address of no-fault insurance:_____________________________________________________________ 
Insurance Claim number(s) ________________________________________ 
_____No 

3. Is liability insurance available? (Liability insurance protects against claims based on negligence, inappropriate action or inaction, 
which results in injury to someone or damage to property.) 
_____Yes, Name & Address of liability insurer(s) and responsible party: 
_____________________________________________________________________________________________________ 
Insurance Claim Number(s) _______________________________________ 

 _____No.  NO-FAULT INSURER IS PRIMARY PAYER ONLY FOR THOSE SE RVICES RELATED TO THE ACCIDENT.  
LIABILTIY INSURANCE IS PRIMARY PAYER ONLY FOR THOSE  SERVICES RELATED TO THE LIABILITY SETTLEMENT, 
JUDGMENT, OR AWARD.             GO TO PART III. 
 

PART III – MEDICARE ENTITLEMENT 
 
1. Are you entitled to Medicare based on: 

_____Age.   GO TO PART IV 
_____Disability.  GO TO PART V 
_____End-Stage Renal Disease (ESRD).  GO TO PART VI. 
(Note: patient cannot be entitled to Medicare based on “age” and “disability” simultaneously.  Please complete all parts associated 
with the patient’s selections.) 
 

PART IV - AGE 
 
1. Are you currently employed? 

_____Yes; Name & Address of your Employer: 
_____________________________________________________________________________________________________ 

 _____No, If applicable, date of retirement: _____/_____/_____ 
 _____No, Never Employed  
2. Do you have a spouse who is currently employed? 

_____Yes; Name & Address of your spouse’s employer: 
_____________________________________________________________________________________________________ 

 _____No.  If applicable, date of retirement: _____/_____/_____ 
 _____No. Never Employed 

IF THE PATIENT ANSWERED “NO” TO BOTH QUESTIONS 1 &2 , STOP:  MEDICARE IS PRIMARY UNLESS THE PATIENT 
ANSWERED “YES” TO QUESTIONS IN PART I OR II.       

3. Do you have group health plan (GHP) coverage based on your own or a spouse’s current employment? 
____Yes, both.         _____Yes, self.     _____, Yes, spouse. 
_____No.  STOP.  MEDICARE IS PRIMARY PAYER UNLESS THE PATIENT  ANSWERED “YES” TO THE QUESTIONS IN PART I 
OR II. 

 
 
 
 
 
 



4. If you have GHP coverage based on your own current employment or your spouse’s current employment, does  the employer that 
sponsors or contributes to the GHP employ 20 or more employees? 
_____Yes.  GHP IS PRIMARY.  OBTAIN THE FOLLOWING INFORMATION: 
Name & Address of the GHP: 
_____________________________________________________________________________________________________ 
Policy ID Number ____________________________________ Group Number ______________________________________ 
Name of policyholder/name insured: ________________________________________________________________________ 
Relationship to patient: ______________________________________________ 
_____No.   IF THE PATIENT ANSWERED “NO” TO QUESTION 4, STOP:  MEDICARE IS PRIMARY UNLESS THE PATIENT 
ANSWERED “YES” TO QUESTIONS IN PART I OR II.  

 
Part V-DISABILITY 
1. Are you currently employed? 

_____Yes; Name & Address of Employer: ___________________________________________________________________ 
_____No. If applicable, date of retirement:  _____/_____/_____                   
_____No. Never Employed 

2. Do you have a spouse/parent who is currently employed? 
_____Yes; Name & Address of spouse/parent’s Employer: ______________________________________________________ 
_____No. If applicable, date of retirement: _____/_____/_____ 
_____No. Never Employed. 

3. Do you have group health plan (GHP) coverage based on your own or another family member’s current employment? 
_____Yes, Self 
 Name & Address of the Employer: __________________________________________________________________ 
_____Yes, Spouse/Parent 
 Name & Address of the Employer: __________________________________________________________________ 
_____No.  
 IF THE PATIENT ANSWERED “NO” TO QUESTIONS 1, 2 & 3 , STOP:  MEDICARE IS PRIMARY UNLESS THE PATIENT 
ANSWERED “YES” TO QUESTIONS IN PART I OR II. 

5. If you have GHP coverage based on your own current employment or the employment of a family member, does the employer that 
sponsors or contributes to the GHP employ 100 or more employees? 

 _____Yes.  GHP IS PRIMARY.  OBTAIN THE FOLLOWING INFORMATION : 
 Name & Address of GHP: ________________________________________________________________________________ 

Policy ID Number ____________________________________ Group Number ______________________________________ 
Name of policyholder/name insured: ________________________________________________________________________ 
Relationship to patient: ______________________________________________ 
_____No.  STOP: MEDICARE IS PRIMARY  

 
Part VI  END STAGE RENAL DISEASE 
1. Do you have group health plan (GHP) coverage? 

_____Yes.    
 Name & Address of GHP: ________________________________________________________________________________ 

Policy ID Number ____________________________________ Group Number ______________________________________ 
Name of policyholder/name insured: ________________________________________________________________________ 
Relationship to patient: ______________________________________________ 
Name & Address of employer, if any, from which you receive GHP coverage: ________________________________________ 
_____________________________________________________________________________________________________ 
_____No.  STOP: MEDICARE IS PRIMARY 

2. Have you received a kidney transplant? 
_____ Yes; Date of Transplant: _____/_____/_____ _____No 

3. Have you received maintenance dialysis treatments? 
_____Yes; Date dialysis began: _____/_____/_____ If you participated in a self-dialysis training program, provide date training 

started: _____/_____/_____ 
_____No 

4. Are you within the 30-month coordination period? 
_____Yes _____No   STOP: MEDICARE IS PRIMARY 

5. Are you entitled to Medicare on the basis of either ESRD and age or ESRD and disability? 
_____Yes  _____No 

6. Was your initial entitlement to Medicare based on ESRD? 
_____Yes _____No 

7. Does the working aged or disability MSP provision apply? (i.e., is the GHP already primary based on age or disability entitlement?) 
_____Yes    GHP CONTINUES TO PAY PRIMARY DURING THE 30-MONTH COORDINATION PERIOD 
_____No      MEDICARE CONTINUES TO PAY PRIMARY 

 

 
Patient Signature __________________________________________________ Date _______________________ 
 
Employee ________________________________________________________ Date _______________________ 

04/00, Reviewed 8/03, Revised 03/07 
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�
Patient Name ____________________________________  Patient # _____________ 
 
Address_________________________________________ Phone #   _____________  
 
DOB __________ Admission Date__________ Attending Physician________________ 
 
 
I, __________________________________________, hereby revoke my election to the hospice 
Medicare benefit. I understand by revoking my hospice benefits, I no longer will receive hospice care 
and services and I am forfeiting hospice Medicare coverage for the days remaining in the current 
benefit period.   I will resume regular Medicare coverage as of the revocation date below.   
I also understand that I may at any future date elect to receive Medicare hospice coverage if I 
become eligible. 
 
Date of Revocation  _____/_____/______. 
 
   
_________________________________    ______________ 
SIGNATURE OF PATIENT                            DATE 
(or caregiver if patient is unable to sign) 
 

  
_________________________________    ______________ 
SIGNATURE OF WITNESS                DATE 
 
 
 
 
 
 
cc:  Patient, Hospice, Medicare Intermediary 
 

 
 
 
 
 
 
 
 
 
 

Revised 03/01, Revised 8/03, Revised 4/07 

 
 
 



 
 

             INITIAL PSYCHOSOCIAL ASSESSMENT 
PATIENT NAME:          PATIENT # 
 
SOURCE OF INFORMATION        ADMISSION DATE 
 
STREET ADDRESS 
 
CITY    STATE    ZIP CODE                        COUNTY 
___________________________________________________________________________________________________________ 
PHONE    SEX � M   � F DOB                     AGE  SS#                                               
___________________________________________________________________________________________________________ 
MEDICARE #    MEDICAID #     EFFECTIVE DATE(S) 
 
PRIVATE INSURANCE NAME, PHONE, NO.      POLICY #/GROUP # 
 
PRIMARY MEDICAL DIAGNOSIS          PHYSICIAN 
 
PATIENT HISTORY: 
 

Education: �  Grammar School   �  Less than 12 yrs     �  High School Graduate  
   �  Some College      �  College Graduate    �  Undetermined 

Marital Status: �  Married (Anniversary Date ____/____/____)   �  Divorced   �  Spouse Deceased  
 �  Single    �  Separated  

Children Under Age of 18    �  No �  Yes    
Permission to Contact School Counselor  �  No �  Yes Name of School_______________________________________  
Referral  to Hospice Counselor    �  No �  Yes  
 
Military Service/Veteran Status:  �  No �  Yes Branch ________________________________________________________ 

  

If yes, is patient enrolled in VA Serivces:  �  No �  Yes Name of PCC Team _____________________________________________ 
 

Significant Family History:            �  Mental Illness    �  Alcohol/Drug Abuse    �  Other____________________________________________________ 
 
Hobbies/Interests:  ________________________________________________________________________________________________________ 
 

Employment History: ________________________________________________________________________________________________________ 
 

SOCIAL/HOME ENVIRONMENT:  �  Own         �  Rent      �  Other ___________________________________________ 
 
Safety Hazards:      �  Structural      �  Electrical  �  Pets  �  Pest Infestation Other  
   �  Fire Extinguisher      �  Smoke Detector    �  Guns  �  Other 
Living Arrangements: �  Lives Alone  �  With Family                   �  In a Facility � Other ________________________ 
Comments: _______________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 
  
LEGAL/ADVANCE DIRECTIVES: 
 

DNR   �  Yes �  No �  Desires  
Living Will  �  Yes �  No �  Desires 
Healthcare POA  �  Yes �  No �  Desires   (Name of HCPOA: __________________________________) 
Power of Attorney  �  Yes �  No �  Desires    (Name of POA: ____________________________________) 
Will   �  Yes �  No �  Desires 
Comments: _______________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 
 

FINANCIAL/ECONOMIC STATUS: 
 

�  Declined to Reveal �  Adequate �  Inadequate 
�  Earnings  �  SS  �  Pension/Disability �  No Income �  Family Assist �  VA Benefits 
�  Other Financial Support ___________________________________________________________________________________________________ 
�  Resources Needed (i.e. food stamps) ________________________________________________________________________________________ 
�  Financial Concerns/Worries     �  Difficulty Obtaining Medications and/or Supplies Additional Notes  

Comments: 
_______________________________________________________________________________________________________________Page 1 of 3       
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MENTAL/EMOTIONAL STATUS:         PATIENT # _______________ 
 

�  Alert/Oriented to:  �  Person   �  Place  �  Time  �  Situation 
�  Non-Verbal  �  Semi-Responsiv  �  Unresponsive/Comatose 
�  Verbal               

�  Poor Communication Skills �  Forgetful �  Educationally Limited  �  Lethargic 
�  Disoriented/Confused   �  Mental Illness �  Poor Comprehension  �  Retardation  

 
   
 

Coping Skills:   �  Adequate  �  Inadequate  �  Unable to Assess 
Adjustment to Illness:  �  Adequate  �  Inadequate  �  Unable to Assess 
Acceptance of Diagnosis/Prognosis: �  Yes   �  No   �  Poor Understanding of Diagnosis/Prognosis 
          �  Non-Accepting of Diagnosis  
          �  Non-Accepting of Prognosis 

�  Depression  �  Angry   �  Isolation/Lonely  �  Tearful      
�  Anxious   �  Withdrawn  �  Hallucinating  �  Fearful      
�  Agitated/Irritable  �  Suicidal Ideations �  Suicidal Risk  �  Lethargic    
�  Demanding  �  Verbally Abusive  �  Sleep Disturbance �  Destructive Behavior 
�  Apathetic   �  Appetite Disorder  �  Self-Neglect  �  Other __________________________ 

 
Comments: _________________________________________________________________________________________________________ 
 

__________________________________________________________________________________________________________________ 
 
BODY IMAGE: 
Appearance:   �  Neat  �  Appropriate  �  Untidy 
Changes/Limitations: �  Pain  �  Visual Limitations �  HOH  �  Nausea 
   �  Ambulatory �  Semi-Ambulatory  �  Bedridden �  Significant Weight Change 
   �  Self Care �  Asst w/self Care  �  Total Care �  Communication Barriers 
   �  Incontinent  �  Other _______________________________ 
Comments: _________________________________________________________________________________________________________ 
 

__________________________________________________________________________________________________________________ 

CAREGIVER/FAMILY SUPPORT SYSTEM: 
Primary Caregiver ____________________________________________________ Relationship ____________________________________ 
 
Address (if different from patient) __________________________________________________________________________ DOB ____/____/_____ 
 
Home # __________________________________ Work # ___________________________________   Cell # ________________________________ 
 
Limitations:  �  Elderly   �  Mentally Ill  �  Emotional Problems  �  Poor Coping 
   �  Health Problems  �  Physically Handicapped �  Other________________________________________ 
Strengths:  �  Devoted  �  Capable  �  Knowledgeable 
   �  Caring   �  Good Coping Skills �  Other_________________________________________ 
Caregiver/Family Coping:    �  Accepting  �  Pleasant  �  Tearful   �  Talkative 
   �  Denial   �  Angry   �  Light Conversation  
 

Support System for PCG:    �  Family   �  Faith Community                  �  Friends               �  Other___________________ 
 
CAREGIVERS INVOLVEMENT WITH PATIENT:  �  Involved  �  Semi-Involved  �  Non-Involved 
SUPERVISION RECEIVED:    �  Adequate  �  Inadequate 
 
Comments _________________________________________________________________________________________________________ 
 
 

HOUSEHOLD COMPOSITION: 
Name              DOB        Age          Relationship  Phone 
 
__________________________________________ ____/____/____   ________       ____________ _______________________ 
 
___________________________________________ ____/____/____   ________       ____________ _______________________ 
 
___________________________________________ ____/____/____   _______         ____________ _______________________ 
 
SIGNIFICANT OTHERS/EMERGENCY CONTACTS: 
Name    Relationship Address      Phone#  
_____________________________ __________ __________________________________________ ________________________ 
 
_____________________________ __________ __________________________________________ _______________________ 
            
_____________________________ __________ __________________________________________ _______________________ 

Page 2 of 3  
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PATIENT NAME: _____________________________________ _________                                                  PATIENT # _______________ 
 

BEREAVEMENT RISK ASSESSMENT: 
 

�  Lack of Support  �  Alcohol/Drug  �  Multiple Deaths/Crisis  �  Communication Difficulties in Family 
�  Poor Coping Skills �  Poor Health  �  Concurrent Life Crisis  �  Marital or Family Discord 
�  Guilt   �  History of Mental Illness �  Death Means Loss of Companion �  Child/Adolescent in Immediate Family 
�  Anger   �  Death Means Significant Loss of Money   �  Reluctance to Face Illness 
�  Depressed  �  Physically Dependent Family Members 
�  Suicidal 

  
Significant Losses of Patient/Family ____________________________________________________________________________________________ 
 
Referral to Bereavement Counselor :   �  Yes   �  No       Date:___________________________________ 
 
Comments ________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________ 

SPIRITUALASSESSMENT/DEATH ARRANGEMENTS: 
Patient Has Spiritual Care Provider  �  Yes �  No     

Permission to Contact  �  Yes �  No Level of Support:  �  Limited     �  Fair      �  Good     �  Other ____________________ 
         

Church/Faith Community ___________________________________________�  Member   �  Attends/ Not a Member   �   Family is a Member 
 
Leader/Pastor ______________________________________________________________  Phone ________________________________________ 
 
Address __________________________________________________________________________________________________________________ 
 
Funeral/Memorial Arrangements Made:  � Yes � No Funeral Home _________________________________________________________ 
 
Caregiver Has Spiritual Care Provider  �  Yes  �  No     
 
Church/Faith Community ___________________________________________�  Member   �  Attends/ Not a Member   �   Family is a Member 
 
Leader/Pastor ______________________________________________________________  Phone ________________________________________ 
 
Address __________________________________________________________________________________________________________________ 
 
Hospice Spiritual Care Services Presented to Pt/Fam ily  �  Yes  �  No 

Desires Hospice Chaplain    �  Yes  �  No   Referral Date: _______________________________________ 
 
Specific needs determined during admission visit: 
�  Spiritual Concerns    �  Assistance with Religious Practice/Rituals �   Spiritual Resource     �  Assist with Funeral Service        �  Organ Donor 
 
Comments:________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________ 
 

VOLUNTEER NEEDS ASSESSMENT: 
 
Hospice Voulnteer Services Presented to Pt/Family  �  Yes  �  No 

Desires Hospice Volun    �  Yes  �  No   Referral Date: _______________________________________ 
 
Specific needs determined during admission visit: 
�  Home Visit  �  Hospital Visit  �   Respite  �   Errands  �   Emotional Support 
 
Comments:________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________ 
 

PLAN OF CARE: 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 

SOCIAL WORKER SIGNATURE     DATE     Page 3 of 3 
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  Nursing Assessment Form 
 

Patient Name:________________________________    Patient Number:________     Date:__________ 
Physician:___________________________________ Allergies:____________________________ 
Pharmacy Name:_____________________________ Phone Number:_______________________ 
Arrival Time:________________AM / PM    Departure Time:_______________AM / PM 
Temp:____________ Pulse:_____________ Resp:_____________ B/P:______________ 
 
NEUROMOTOR  �  WNL 
Weakness: �  RUE    �  LUE             �  RLE           �  LLE             �  Generalized         
Speech:      �  Clear   �  Garbled       �   Slurred     �   Absent 
LOC:           �  Alert      �  Lethargic     �  Oriented    �  Disoriented  �  Restless    � Anxious   � Agitated      
                   �  Forgetful    �  Comatose   �  Semi-responsive   
                   �  Headache  �  Tremors      �  Numbness  �  Vertigo/dizziness  �   Seizures 
Additional Notes:__________________________________________________________ 
________________________________________________________________________ 

 

CARDIOVASCULAR  �   WNL        Apical Pulse:_________ Pedal Pulse:_________ 
Radial Pulse: �   WNL  �   Weak  �   Thready  �   Irregular  �   Bounding            
Color:    �   Cyanosis  �   Mottling  �   Pallor 
Edema: �   None �   General �   Local  Ankles-�   R �   L  Periorbital-�   R �   L  Feet-�   R �   L   
                 Hands-�   R �   L  �   Sacral 
Implanted cardiac device �    Yes �    No Type__________ Manufacturer________________ 
Name & Phone Number of Cardiology MD:  _________________________________________ 
Additional Notes:_______________________________________________________________ 
_____________________________________________________________________________ 
 
RESPIRATORY �   WNL 
Cough: �   Non-productive  �   Productive  Color:________ Amount:________  �   Hemoptysis  
             �   Tobacco Use 
Lungs:  �   Clear______ �   Diminished_____ �   Wheezes_____ �   Crackles_____ �   Rub_____  
             �   Rhonchi 
SOB/Dyspnea: �   None  �   At Rest  �   With Exertion 
�   Apnea  �   Orthopnea  �   Cheyne Stokes    O2@___L/M    �   PRN  �   Continuous  �   Needs, But Does     
                                                                                                                                           Not Use 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
GASTROINTESTINAL  �   WNL  Last BM_________(date)              �   Ostomy 
Characteristics:  �   Soft   �   Loose   �   Firm   �   Hard   �   Bloody   �   Mucous 
Abdomen:   �   Soft   �   Firm      �   Non-tender  �   Tender   �   Distended  �   Ascites 
Bowel Sounds:   �   Normal     �   Hypoactive     �   Hyperactive 
Frequency of BM’s:__________ �   Constipation   �  Diarrhea   �  Impaction �  Appliance  �   Incontinence 
�   Dysphagia  �   Dry Mouth  �   Stomatitis  �   Candidias  �   Nausea  �   Vomiting   
�   Severity Of Nausea And/Or Vomiting ________/________  0 1 2 3 4 5 6 7 8 9 10 
     Current Interventions:_____________________________ Effective / Ineffective (Circle) 
�   Hiccups  �   Frequent Belching     Appetite:_____________________________________ 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
NUTRITION        �   WNL     Weight:________ 
Average 24-hour Intake:____________________________________________________ 
Average 24-hour Intake:______glasses/______oz. 
 
 



Feeding: �   Independent  �   Needs Assist  �   Dependent  �   Tube Feeding  �   Refuses 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
GENITOURINARY        �   WNL 
Source: �   Void  �   Urostomy  �   Nephrostomy   �   Condom Cath  �    Diapers 

�   Foley/Suprapubic Size:________  Date Inserted:__________ 
Color: �   Yellow  �   Amber  �   Dark      �   Incontinent  �   Frequency  �   Urgency  �   Burning  �   Dysuria   
�   Hematuria  �   Odor  �   Sediment  �   Retention  �   Bladder Spasms  �   Vaginal/Penile 
Discharge___________________  �   Irrigation_____________________ 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
INTEGUMENT �   WNL 
Color: �   WNL  �   Pale  �   Dusky  �   Mottled  �   Jaundice  �   Cyanotic  �   Flushed 
Temp: �   Hot  �   Cool  �   Warm  �   Moist  �   Dry      
Turgor: �   Firm  �   Loose  �   Fragile      Tenting �   1 second  �   2 seconds  �   3 seconds 
Integrity: �   Intact  �   Incision  �   Ulcer  �   Bruise  �   Tear  �   Tumor  �   Puritis 
IV Access: �   Groshong  �   Port-a-cath  �   Peripheral  �   Subq 

   
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
SLEEP        �   WNL 
______Hours/24-hour Period      
�   Trouble Falling Asleep �   Trouble Staying Asleep �   Patient Satisfied With Sleep Pattern   
�   Patient Dissatisfied With Sleep Pattern Due To:________________________________ 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
CAREGIVING Availability: �   24-hours/Day  �   Intermittent  �   None 
Patient Caregiving Needs: �   Met  �   Not Met  �   Refuses Assist 
Caregiving Coping: �   WNL  �   Needs Assistance  �   Demonstrates Readiness to Learn  �   Inadequate 
Additional Notes:_________________________________________________________ 
_______________________________________________________________________ 
 
 
PSYCHOLOGICAL          �   No Problems Identified 
�   Aggressive/Assaultive  �   Agitated  �   Apprehensive  �   Compulsive  �   Manipulative  �   Demanding   
�   Non-Responsive   �   Fearful  �   Paranoid/Suspicious  �   Sad/Tearful  �   Hopelessness  �   Withdrawn  
�   Suicidal Ideations  �   Purposeless Activities   
�   Scattered Thoughts  �   Expressed Wish To Die  �   Use of Street Drugs/ETOH �   Inappropriate Concern Over Minor 
Things 
Cultural Issues:___________________________________________________________ 
Additional Notes:_________________________________________________________ 
_______________________________________________________________________ 
 
 
Patient Name:________________________ Patient Number:________ Date:__________ 

 
 
 



PAIN 
Location:  

   
Intensity: 0 1 2 3 4 5 6 7 8 9 10 (Circle)  �   Non-verbal Indicators  �   Other Scale 
Average Pain Level:________ Worst Pain Level:_________ Best Pain Level:_________ 
Acceptable Pain Level:________ Subjective Data/Location:_______________________ 
Quality: �   Bone Pain – �   Worse With Movement/Activity  �   Heavy �   Dull �   Aching 
                                     �   Steady �   Tender to Pressure 
              �   Visceral Pain – �   Cramping �   Bloating �   Crushing �   Deep �   Pressing 
                                          �   Squeezing �   Radiating 
              �   Nerve Pain – �   Burning �   Itching �   Light Touch Painful �   Numbness 
                                       �   Sharp/shooting �   Throbbing �   Tingling 
Temporal Pattern: �   Constant  �   Intermittent  �   Brief  �   No Pattern 
Aggravating Factors:_______________________________________________________ 
Alleviating Factors:________________________________________________________ 
Effect of Pain on Quality of Life: �   Mood  �   Sleep  �   Movement  �   Appetite �   Relationships With Others 
Interventions:          �   Pharmacologic               Effective / Ineffective(Circle) 
List:_____________________________________________________________________________________________
_______________________________________________ 
Frequency of Breakthrough Medications:______________________________________ 
 
           �   Nonpharmacologic Measures            Effective / Ineffective (Circle) 
List:_____________________________________________________________________________________________
_______________________________________________ 
 
       �   Herbal or Homeopathic Therapies     Effective / Ineffective (Circle) 
List:_____________________________________________________________________________________________
_______________________________________________ 
 
�   Need for Further Education Identified:_______________________________________ 
�   Call to MD   �   Change in Medication   �   Other _________________________________ 
�   Pain Reassessment for Opioids 24/hour____________ (date) 
�   Pain Reassessment for Adjuvants 72/hour__________ (date) 
�   Reassessment of other symptoms_________________ (date) 
 
 
 
ENVIRONMENTAL/SAFETY ISSUES  �   Standard Precautions Observed   
�   Fall Precautions Observed �   Smoke Detector �   Fire Extinguisher �   O2 Safety Observed 
�   Demonstrates Proper Use of DME �   Understanding of 24-hour On-call Demonstrated 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 



FALL / RISK  
�    Age greater than 65     
�    Previous history of falls at home or hospital     
�    Difficulty walking (unsteady gait or posture) or performing ADL’s    
�    Difficulty getting OOB    �    Episodes of dizziness or seizures     
�    Difficulty asking someone for help      
�    Use of ambulatory device (cane, crutches, walker, braces, w/c)     
�    Impaired vision     
�    Weakness from disease process     
�    Altered mental status (confusion, disorientation, etc)     
�    Current medication regimen that includes sedatives, hypnotics, tranquilizers, analgesics, diuretics,   
       laxatives     
�    Low blood pressure or postural blood pressure changes    �    Incontinence without use of protective  
        garments    
�    Environmental hazards     
�    Use of medical equipment (oxygen, IV’s, foley catheters, etc)     
�    Bedbound/chairbound 
 
Low Risk if 0-2 statements checked  
 

Moderate Risk if 3-5 statements checked  
Safety POC �  
 

High Risk if 5+ statements checked  
Safety POC �     
History of 2 or more falls – Initiate Falls Contract �    
Additional Notes:  ______________________________________________________________ 
_____________________________________________________________________________ 
 
CASE MANAGEMENT   
POC Reviewed With Pt./PCG: �   Yes �   No  �   Demonstrates Understanding of POC 
Supplies Needed: �   Yes �   No  List:____________________________________________ 
Medication Refills Needed: �   Yes �   No  List:____________________________________ 
�   Pharmacy Called for Medications  Spoke to:___________________________________ 
Teaching: �   Initiated  �   Continued   Regarding:__________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
______________________________________________________________________________________________ 
�   Verbalizes/Demonstrates Competency 
Additional Notes:_________________________________________________________ 
________________________________________________________________________ 
 
IDG COMMUNICATIONS    Communication With: �   SW �   Chaplain �   Volunteer �   CNA �   MD  
�   Medical Director �   Other:______________________________________ 
Regarding:____________________ Spoke to:__________________ Time:___________ 
Order Received For:_______________________________________________________ 
 
 

ADDITIONALNOTES :_______________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_____________________________________________________________________________  

  _____________________________    
 Nurse Signature and Title 
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Patient Name __________________________________________________________________________________ Patient # ________________ 
 

Discharge Plans:  Transfer to bereavement upon patient’s death or discharge from Hospice if no longer appropriate for services. 
 

����������������������������������������������������������������������������	
�����
ICD-9CM Rank Description O/E Date ICD-9CM Rank Description O/E Date 

        
        
 

FUNCTIONAL LIMITATIONS  (Code up to 3) 
�  Amputation   �  Hearing �  Ambulation �  Legally blind 
�  Bowel/bladder incon �  Paralysis �  Speech �  Dyspnea w/minimal exertion 
 

DIET (Code up to 3) 
�  Low sodium  �  High protein  �  Full liquid  �  01 & 10 
�  ADA Diet   �  Soft   �  Clear liquid  �  01 & 02 
�  Low fat    �  Bland   �  Tube feeding  �  05 & 06 
�  Low residue   �  Pureed   �  Force fluids  �  01 & 03 
�  High calorie  �  Reg as tolerated  �  Fluid restrictions  �  TPN 
�  Formulas (specify) __________________________________________________ �  Other ____________________ 
 

MENTAL STATUS  (Code for 1) 
�  Alert/Oriented    �  Comatose  �  Lethargic 
�  Depressed    �  Agitated   �  Other - specify in baseline assessment 
�  Disoriented   �  Forgetful 
 

SAFETY MEASURES  (Code for 1) 
�  General protective  �  Close supervision �  Constant supervision 
�  Walkways clear      �  Oxygen with exercise  �  BP check before/after exercise 
 

ACTIVITIES PERMITTED (Code up to 3) 
�  Complete bed rest  �  Partial WT bearing �  Limited ADLs 
�  BRP    �  Crutches  �  Other – clarify on baseline assessment 
�  Up as tolerated   �  Cane 
�  TRSF bed/chair   �  Wheelchair 
�  Exercises Prescribed  �  Walker 
 

MEDICAL SUPPLIES  (Code up to 20) 
�  Trach   �  Incontinent   �  IV   �  Muscle Stim 
�  Dressing/Wound  �  Irrigation   �  Injection/Dilutent  �  Feeding 
�  NG   �  Decubiti  �  Gait Assist  �  Circul. Enhance 
�  Ostomy  �  Diabetic   �  Therapy Exercise  �  Bowel 
�  INT Catheter  �  Suction   �  Positioning  �  Egg Crate Mattress 
�  EXT Catheter  �  Respiratory  �  Traction  �  Adaptive Supplies 
 

COMMENTS ___________________________________________________________________________________________________________ 
 
Pharmacy ____________________________________________________________________ Phone # _________________________________ 

Orders 
�
HOME HEALTH AID   
Frequency & Duration _______________________________Total Projected Visits ________________ Employee  _________________________ 
�  Tub/Shower bath    �  Exercises 
�  Complete/Partial bed bath   �  Prepare meal in conjunction w/personal care 
�  Personal Care    �  Housekeeping in conjunction w/personal care 
�  Catheter Care    �  Grocery Shop 
�  Assist with Ambulation   �  Wash clothes 
�  Other ________________________________________________________________________________________________________ 
 

CHAPLAIN        
Frequency  _________________________________ 
�  Assess for, provide and/or arrange for spiritual counseling and support as indicated. 
�  Other _____________________________________________________________________________________________________________ 

DIETICIAN   
Frequency ___________________________________ 
�  Assess nutritional status and follow up as directed      
�  Teach ______________________________________________________________ diet 
�  Instruct in methods to relieve nausea and/or constipation      
�  Other _____________________________________________________________________________________________________________ 
               
                          Revised 9/02, Reviewed 8/03, Revised 4/07 



Patient Evaluation      
      Patient #_______________ 

VOLUNTEER  
Frequency __________________________________ 
�  Volunteer coordinator to assess need for volunteer services and implement as indicated. 
�  Other _____________________________________________________________________________________________________________ 
 
MSW   

Frequency ____________________________________ Employee  ______________________________________________________________ 
�  Assess patient and family psychosocial needs   �  Discuss PT’s wishes regarding DNR orders 
�  Assess need for spiritual counseling    �  Teach PT/family re: available services provided by Hospice 
�  Evaluate PT/family’s adjustment to disease, prognosis & understanding of death at home    
�  Other _____________________________________________________________________________________________________________ 
 

SKILLED NURSING     

Frequency & Duration __________________________________ Total Projected Visits _________ Employee  _____________________________ 
�  Skilled observation   �  Adm other IM/Subq.   �  Disimpaction/FU enema 
�  Foley insertion    �  Adm. IV’’s    �  Other (specify under orders) 
�  Bladder instillation   �  Teach ostomy/ileo cond. care  �  Wound care dsg/close.incision suture line 
�  Open wound care/dressing   �  Teach NG feeding   �  Decubitus care (Stage I,II) 
�  Decubitus care (Stage III,IV)  �  Reins. NG tube    �  Teach care of indwelling catheter 
�  Venipuncture    �  Teach gastro feeding   �  Management & evaluation of PT  POC 
�  Restorative nursing   �  Teach parenteral nutrition   �  Teaching & training (Other) 
�  Post cataract care   �  Teach care of trach 
�  Bowel/bladder training   �  Adm care of trach 
�  Chest physio     �  Teaching care of any indwelling catheter 
�  Adm of Viitamin B12   �  Teach adm of injection 
�  Prep-Adm Insulin    �  Teach diabetic care 
 

Order Pertinent to Service:  EVALUATE POC Q 2 WEEKS & PRN.  ALL SKILL OBS & EVAL OF VS; CV/RESP STATUS:  NUTRITION/HYDRATION 
STATUS:  BOWEL/BLADDER ELIMINATION:  PHYSICAL, MOBILITY STATUS:  MENTAL STATUS:  SKIN INTEGRITY:  COMFORT LEVEL:  
MEDICAITON COMPLIANCE & RESPONSE:  ASSESS SYMPTOM CONTROL:  TEACH PT/PCG DISEASE PROGRESSION:  SIGNIFICANT 
CHANGES WHEN TO NOTIFY RN & PROCEDURES AT TIME OF DEATH:  MED EFFECTS & S/E. 

 
 

 
 

V.O. / ____________________________________________________________________________ Date: _________ / _________ / _________ 
 

Adjustment to Illness 
�  Good  �  Fair  �  Poor  �  Denial   �  Poor Understanding 
 

Safety Hazards 
�  None   �  Needs Repair  �  Use of Oxygen  �  Cluttered Walkways 
�  Scatter Rugs   �  Electric Wiring Frayed    �  Other ____________________ 

Sanitation 
�  Clean   �  Dirty   �  Pest Infested  �  Other ____________________ 

Environmental/Living Situation 
�  House  �  Apartment  �  Rest Home   �  SNF  �  Other ____________________ 

Willing caretaker at home   �  Yes   �  No 
PT/PCG competent & willing to participate �  Yes   �  No 
Home has refrigerator   �  Yes   �  No 
Home has running water   �  Yes   �  No 
Home has working telephone  �  Yes   �  No 
Home has electricity   �  Yes   �  No 

Disaster Levels    �  Level I   �  Level II   �  Level III 
  

Plan of Care Reviewed With  
�  Medical Director 
�  Attending Physician 
�  Patient / Patient Caregiver 
 

Signature of Nurse ________________________________________________________________  Date _________ / _________ / _________ 
               
          Revised 9/02, Reviewed 8/03, Revised 4/07 
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Patient Name ___________________________________________________________________ Patient # _______________ 
 

Allergies ______________________________________________________________________________________________ 
 

R,C,P,A Start 
Date 

Stop 
Date 

Prescription Medications 
Over the Counter & Home Remedies 

Category Dose Route Frequency Duration/Comments 

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
 

        

 
(R) Related to Diagnosis        (C) Related to Plan of Care       (P) Prescription Drug         (A) Agency Pays 

 
Signature:          Date: 
______________________________________________________________________________  _________________________ 
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Patient Name: _______________________________________________ DOB: ______________ Patient # ______________ 
 
Physician: ______________________________________________________________   Admission Date: _______________  
       
Code status ________________________________ Start Date: ____________________ Stop Date: ____________________ 
 
Procedure to follow at time of death: RN to pronounce & release body to funeral home of family choice. 

STANDING ORDERS 
*PHYSICIAN MAY MAKE A LINE THROUGH ITEMS NOT TO BE UTILIZED AND INITIAL  

CONSTIPATION Senalaxs 1-4 PO BID PRN 
·  Laxative of choice 
·  Stool softener of choice 
·  Dulcolax suppository pr prn constipation 
·  Fleets or SSE 500-1000cc prn 
ANOREXIA 
·  Dexamethasone 2mg po qd x 2 weeks, if effective continue 

DIARRHEA 
·  Kaopectate prn per pkg instructions 
·  Pepto Bismol per pkg instructions 
·  Immodium AD per pkg instructions   

ORAL CARE 
·  Magic mouthwash 15-30cc swish & swallow q 4 hrs prn 
·  Nystatin 5cc po qid 

INDIGESTION 
·  Maalox or Mylanta 15-30cc po q 4 hrs prn 
·  Mylicon 80mg chew tab ac/hs prn indigestion 
·  Reglan 10mg po q 4-6 hrs prn reflux 
HICCUPS 
·  Simethicone 40mg po qid prn 
·  Thorazine 25-50mg po tid prn   

NAUSEA/VOMITING 
·  Phenergan 25mg po or suppository q 6 hrs prn n/v 
·  Compazine 10mg po q 6 hrs prn or 25mg suppository Q6hr & 

PRN 
·  Scopolamine transderm patch topical behind ear 1-2 q 72 hrs 
·  Benadryl 25-50mg po q 4-6 hrs prn 
·  Reglan 10mg po q 4-6 hours prn ac & hs 
·  Haldol 1mg po bid 

URINARY RETENTION 
·  Insert #16-18 FR Foley cath prn incontinence, change q month  

and prn, teach caregiver to irrigate with 30cc sterile H20 prn 
·  Condom cath prn incontinence 
·  Skin care per Hospice of Stanly County protocol 

EXCESSIVE SECRETIONS 
·  Atropine Opthalmic 1% 1-2 gtts PO/SL q 3 hrs prn 
·  Scopolamine transderm patch topical behind ear 1-2 q 72 hrs 
·  Atropine 0.4mg sq x 1 then initiate Scopolamine patch 
·  NT suctioning prn 
·  Oral suctioning prn 

FEVER / MILD PAIN 
·  Tylenol 650mg po or suppository q 4 hrs prn for elevated temp 

or mild pain  
·  Ibuprofen 200-400mg po q 4-6 hrs prn 

TERMINAL RESTLESSNESS / ANXIETY 
·  Lorazepam 0.5mg-1mg po/sl q 4-6 hrs prn 
·  Haldol 1mg po q 4-6 hrs prn 
·  Diazepam 5-10mg PO/SL/IV/PR/IM q 4-6 hr prn 

COUGH 
·  Robitussin DM per pkg instructions 

SLEEP 
·  Temazepam (Restoril) 15-30mg po q hs prn 
·  Trazadone 50mg PO q hs prn  

SEIZURE ACTIVITY 
·  Diazepam 5-10mg po/sl/Im/Iv/supp q 4-6 hrs prn 

EQUIPMENT 
·  DME as needed for comfort 
·  O2 1-5LPM per NC continuous or prn shortness of breath 

IV ACCESS (Groshong, Hickman, Port-a-cath) 
·  Follow HSC procedure for dsg & cap changes to Groshong & 

Hickmans 
·  Follow HSC procedure for accessing ports with huber needles 

q month & prn 
·  Flush lines as follows:  
        Port-a-caths  flush with 10cc NS followed by 10cc heparinized     
        NS;   
        Hickman caths  flush each lumen with 3cc NS followed by 3cc 
        heparinized NS;   
        Groshong caths  flush each lumen with 10cc NS NO 
        HEPARIN 

 
Order Pertinent to Service:  EVALUATE POC Q 2 WEEKS & PRN.  ALL SKILL OBS & EVAL OF VS; CV/RESP STATUS: 
NUTRITIONAL/HYDRATION STATUS: BOWEL/BLADDER ELIMINATION: PHYSICAL, MOBILITY STATUS: MENTAL STATUS:  SKIN 
INTEGRITY:  COMFORT LEVEL: MEDICATION COMPLIANCE & RESPONSE: ASSESS SYMPTOM CONTROL: TEACH PT/PCG 
DISEASE PROGRESSION: SIGNIFICANT CHANGES WHEN TO NOTIFY RN & PROCEDURES AT TIME OF DEATH:  MED 
EFFECTS & S/E. 
 

CERTIFICATION OF TERMINAL ILLNESS 
I certify that this patient has a life expectancy of six (6) months or less if the disease runs its normal course. 

��������	��������	��������	��������	� ���
Physician signature: ______________________________________________ Date: ________________________ 
 

                                                      03/04, Revised 3/07, 5/07 



 
 
 



 

 
Care Needs – Self Assessment 

 
Patient Name: __________________________________________ Pt  Number______ 
 
 
The ultimate goal of palliative care is to improve the quality of life for the people we serve and their families.  In order to 
accomplish this goal, we ask your assistance in identifying the specific areas where you feel the team members can best 
assist you.  
 
Check the items you want the team to assist you wit h.   
 

Diagnosis and Treatment  
� Y � N      Information regarding my diagnosis  
� Y � N     Pain management/ or  other physical symptoms (i.e. nausea) 
� Y � N      Learning about how to manage uncomfortable symptoms without medicines. 
    List symptoms:_____________________________________________________________   
 
Quality of Life issues  

 
Expectations of Hospice _____________________________________________________________ 
 
� Y � N      Learning more about how to improve my quality of life day to day 
� Y � N      Adjusting to the things I can no longer do because of my illness 
� Y � N      Finishing a project __________________________________________________________ 
 
Advance Directives/DNR  
� Y � N      I desire more information about:    
                    � Living Will  � Out of Facility Do Not Resuscitate  � Healthcare Power of Attorney 
                    � Durable Power of Attorney        
� Y � N      Communicating my wishes to my   

 �  physician           � care team    � family 
 
Addressing Money Issues  
� Y � N      Medicaid/Disability       
� Y � N      Medications        
� Y � N      Medical/Hospital Costs     
� Y � N      Rent/utilities  
� Y � N      Other money issues:_________________________________________________________ 
 
Counseling (for self and/or family)  
� Y � N      Counseling services that are available in my community 
� Y � N      Support group information 
� Y � N      Hospice bereavement services 
 
Family Issues  
� Y � N      Communicating feelings toward family member(s)  
� Y � N    Other:_______________________________________________________________________ 
 
 
 
 
 
 



Home Situation  
� Y � N      Information on hiring caregivers in my home  
� Y � N      Equipment needs:_____________________________________________________  
� Y � N      Meals on Wheels  
� Y � N      Lifeline 
� Y � N      Exploring nursing homes or other living arrangements  
� Y � N      Other________________________________________________________________ 
 
Spiritual Care Needs  
� Y � N      Maintain contact with my congregation/minister  
� Y � N      Strengthening my life with prayer/meditation  
� Y � N      Exploring some of my spiritual issues  
� Y � N      Feeling a sense of worth and dignity  
� Y � N      Settling some religious differences within my family  
� Y � N      Looking at planning my funeral services  
� Y � N      Talking about afterlife  
� Y � N      Helping a particular member of my family  
� Y � N      Finding a minister/congregation  
� Y � N      Finding some good study materials for my struggles  
� Y � N      Addressing some of my doubts and anger 
 
Other goals of Care 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
______________________________________________  ________________ 
Patient/Responsible Party Signature     Date 
 
______________________________________________  ________________ 
Hospice Representative Signature     Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 



 

 
 



 

 
 



 

  SLEEPING HINTS 
 
�  If you have problems sleeping...  

·  Recognize that the more anxious you are, the harder it is to sleep.  Sit or lie quietly for several 
minutes. 

·  Exercise early in the evening for at least twenty minutes, outside if possible. 
·  Try a relaxing warm bath. 
·  Avoid violent TV programs late at night.   
·  If you have a tape player, try some soothing music, meditation, or imagery tapes. 
·  Read in bed. 
·  Avoid overeating or consuming caffeine before bedtime. 
·  Phone a friend who is compassionate, supportive, and cheerful. 
·  Avoid major physical or mental tasks before bedtime (closet cleaning, bill paying, trying to 

settle an argument). 
·  Avoid overuse of tranquilizers, barbiturates, hypnotics, or alcohol.  They are habit forming. 
·  Encourage your mind to let go of the day.  If you recall things that need to be done, write them 

down. 
·  Practice relaxation by tensing all of your muscles beginning with your toes and then releasing 

them.  Work upward to the top of your head. 
·  Keep a notebook handy.  Start a daily journal or diary. 
·  Avoid napping during the day. 
·  Try to go to bed at the same time each night and wake at the same time each morning.  

Oversleeping and irregular hours hinder steady sleep. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 

                      EATING HINTS 
 
�  Not hungry...  

·  Try ice cream mixed with ginger ale or your favorite carbonated beverage as a drink. 
·  Try milkshake, frozen yogurt, or eggnog. 
·  Eat small meals more often. 
·  Keep snacks handy for nibbling.  It has been proven that people eat more when food is easily 

available.  Leftovers make good snacks. 
·  Try eating a snack before you go to bed in addition to your other meals. 
·  Rely on food you really love during your “not-hungry” periods. 
·  Vary the color of food served on the plate.  Arrange it attractively.  Add garnishes of orange 

slices, a slice of tomato or a sprig of parsley. 
·  Make mealtime more enjoyable with attractive settings, good company or soft music. 
·  Supplement meals with Ensure, Nutrashake, Sustacal or Carnation Instant Breakfast.  May be 

mixed with ice cream. 
 

�  Feeling nauseated...  

·  Take anti-nausea medication 30 minutes to 1 hour before eating. 
·  Let someone else do the cooking.  Sit in another room or take a walk while the food is being 

cooked. 
·  Avoid foods or beverages that produce this effect, such as brewing coffee. 
·  Avoid fried foods. 
·  Use prepared foods from the freezer that can be warmed at a low temperature or a meal that 

doesn’t need to be cooked. 
·  Avoid your favorite foods during times of nausea and vomiting to prevent a negative 

association with them. 
·  Clear, cool beverages are recommended.  Take whatever liquids you feel you can handle, i.e. 

clear soups, flavored gelatin, carbonated beverages, Popsicles or ice cubes made of any kind 
of favorite liquid.  Sip liquids slowly through a straw. 

·  Eat salty food and avoid overly sweets food, especially if you have been vomiting. 
·  Eat dry foods such as toast or crackers, especially soon after getting up in the morning. 
·  Sit at a 45-90 degree angle to consume foods or liquids. 
·  Avoid liquids at mealtimes.   
·  Don’t lie down flat for at least 30 minutes after eating.  It may be helpful to rest after eating 

since activity can slow down digestion. 
·  Try fresh air or loose clothing. 

 
 
 
 
 
 
 
 
 
 



 

 
 

Senna-S Laxative Protocol  
 

Many prescription medications may cause constipation.  Bowel function is also affected 
by activity level and diet.  For example, regular doses of narcotic pain relieving 
medications frequently cause constipation.  A medication regimen that includes use of 
a laxative and stool softener is almost always required to avoid constipation. 
 
The overall goal is to have a bowel movement every 2-3 days.  Because responses 
vary, use the guidelines below to find a regimen that works best for you. 
 

1. Take 2 Senna S at bedtime. 
   (If you do not have a BM in the morning) 
2. Take 2 Senna S after breakfast. 
   (If you do not have a BM by evening) 
3. Take 3 Senna S at bedtime. 
   (If you do not have a BM in the morning) 
4. Take 3 Senna S after breakfast. 
   (If there is no BM within 48 hours of starting the protocol) 
5. Take Milk of Magnesia 2 Tablespoons after breakfast, while continuing to take 3 

Senna S tablets in the morning and 3 Senna S tablets in the evening. 
 
If you are uncomfortable and need immediate results  you may use a Dulcolax 
suppository or a Fleets enema. 
 
**If there is no BM within 72 hours after beginning this protocol please call your 
Hospice nurse at  
(704) 983-4216. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 

Shortness of breath and oxygen  
 

Patients with terminal illness may experience some degree of respiratory distress 
(difficulty breathing).  Shortness of breath may be mild or severe.  Persons who have 
illnesses affecting the heart or lungs are more likely to have shortness of breath.  One of 
the simplest things to do is help the patient sit up.  If they are in the hospital bed you 
can elevate the head of the bed.  If there is not a hospital bed in the home, you can 
place two couch cushions or pillows under the mattress at the head of the bed.  Another 
basic intervention is the use of oxygen.  Your hospice nurse can arrange for oxygen 
equipment to be delivered to your home. 
 
In certain cases of heart and lung disease there is a higher likelihood of fluid build up in 
the lungs.  The build up of fluid in the lungs can be minimized by aggressively 
administering certain medications such as scopolamine, hyoscyamine, atropine, 
diuretics and sometimes morphine.  Morphine in combination with diuretics is generally 
very effective when pulmonary edema is present. 
 
Oxygen is commonly used in terminal illness.  Generally it is given by nasal cannula, 
however, it may be administered by a mask.  Oxygen is given at a certain rate and your 
hospice nurse will explain how to set it.  It is very important not to self adjust the oxygen 
flow higher than the nurse has told you.  Providing oxygen to your loved one will help 
keep him or her comfortable and reduce shortness of breath.  When patients become 
short of breath their anxiety level increases creating more shortness of breath and it 
becomes a vicious cycle. 
 
When oxygen is used it is extremely important not to smoke in the same area.  Smoking 
can cause a fire.  It is also important not to have any flames from candles or kerosene 
heaters in the same room.  It is important to make sure the oxygen is in a safe area free 
of clutter.  The medical supply company will provide more details on the safe use of 
oxygen. 
 
It is not uncommon to see altered breathing patterns in the terminally ill.  What this 
means is that the patient may breathe abnormally slow, then quickly, then they may 
pause in between breathing (apnea) for short or long periods of time.  Breathing may 
develop irregular patterns or rhythms.  It will be difficult to see your loved one breathing 
in these ways.  Often times these changes in breathing patterns may be an indication 
that your loved one is declining and nearing death and certain organs may be failing.  
Some individuals may experience a very rapid breathing pattern of up to 30 or 40 times 
per minute.  Their mouth may become very dry if they are breathing through their 
mouth.  If they are no longer swallowing you can provide mouth care using swabs 
dipped in water.  Your hospice nurse or home health aide will show you how to do this.  
These changes in breathing patterns may go on for weeks or months and are to be 
expected.  This does not mean your loved one is suffering. 

 
 
 
 
 



 
 

Pain relief and sedation  
 

Hospice care is an art and a science, just like any aspect of medical and nursing care.  
When patients are in severe pain from terminal illness, strong medications may be 
necessary to keep them comfortable.  Sometimes these medications have sedative like 
effects.  Most patients can receive high doses of pain medication and remain fully alert 
and comfortable, while others are only able to achieve full pain relief with doses that 
make them sleep. 
 
Some patients may place more value on remaining alert and awake and are willing to 
tolerate a certain level of pain in order to do this.  The ideal goal in hospice care is to 
keep a patient as comfortable as possible, however if a patient chooses to have some 
pain to remain alert those wishes will be honored. 
 
Some patients may refuse narcotic pain medications in the belief that pain is a 
necessary part of death, or that being stoic and not complaining is important.  These are 
all personal decisions for each patient.  Some family members may have a difficult time 
accepting these decisions.  At times families and hospice staff may find it heartbreaking 
as we try our best to relieve the pain that a loved one is experiencing.   
 
Physicians vary widely in how they treat pain in the terminally ill.  Some physicians will 
provide all the relief from pain that medical science has to offer.  Other physicians may 
be more conservative in their approach to pain relief.  Most physicians believe in 
ordering gradually increasing doses of pain medications until pain relief is achieved.  
This is a very effective method especially used in combination with anti-anxiety agents, 
or other type sedatives.  What must be clearly understood is that there are standards of 
practice about how to treat pain, how to increase dosages, what medications to use, 
when to use new medications, and so on. 
 
Fortunately medical science is very capable of relieving pain in the terminally ill.  Death 
does not have to be painful.  Sometimes palliative use of chemotherapy or radiation 
therapy may be helpful to relieve pain.  At times surgery may need to be done to relieve 
pain.  Pain relief is crucial to quality of life.  If pain is relieved, then the dying process 
can be a peaceful, calm transition with family members expressing their love and 
support. 
 

 
 

 
 
 
 
 
 
 
 
 
 
 



 
 

Declining level of consciousness  
 

When a person’s level of consciousness is severely compromised, the quality of life 
issue becomes even more pronounced.  Level of consciousness is defined as the 
awareness of one’s surroundings, and how alert and responsive one is.  When a person 
responds to light, sound and touch in a meaningful way they are considered to be alert 
and aware.  As death approaches the level of consciousness often declines and the 
person no longer responds.  First the person may become very sleepy.  They may fall 
into a sleep that they can be aroused from and eventually they may fall into a sleep 
where they cannot be aroused. 
 
There are varying degrees of unresponsiveness.  Some may have inner awareness, but 
are unable to respond.  Others may be unaware of their surroundings and unconscious.  
Still others with severe brain damage may have no possibility of awareness. 
 
Modern medical science is capable of keeping a body alive with artificial respirations 
(ventilators) and other types of equipment.  When there is no consciousness or brain 
functions left, these machines are merely keeping the cells alive.  The standards of 
health care in our society require us to respect the patient’s wishes and not to impose 
our own.  When the quality of life has declined beyond any meaningful point, many 
choose to let go and not take any extraordinary measures.  They do not desire 
resuscitation or artificial life support.  Hospice care is about improving the quality of life 
as much as possible, not to take action to prolong life. 
 
It is important to know the patient’s wishes before getting to the point of a declining level 
of consciousness.  Your hospice social worker can help you complete documents such 
as Advanced Directives, Living Will, Durable Power of Attorney and Do No Resuscitate 
orders. 
 
 
 
 
 
 

 
 



 
 

Fluid Management  
 
One of the most difficult experiences for families of hospice patients is dealing with an 
alteration in fluid management.  Fifty-five to sixty percent of our weight comes from 
water in the body.  In the terminally ill, the amount of food and fluids the person takes in 
decreases as the appetite decreases as well as the process of moving food through the 
digestive system. 
 
Many families and cultures place a high value on food.  Food is symbolic of love and 
refusal to eat or drink is contrary to all beliefs.  However, in the terminally ill, providing 
food or fluids late in the dying process may actually harm the patient by causing fluid 
imbalances.  There is a natural process the body goes through when dying.  The 
slowing down of metabolic processes, and declining food and fluid intake are natural 
consequences of the dying process and are not uncommon or to be fought. 
 
Giving fluids against a person’s will is a violation of their rights.  Persons who are ready 
to die and whose systems are shutting down will naturally reduce the food and fluids 
they take in.  Families often have a difficult time with this; most think as long as they eat 
and drink someone will live.  That just simply is not true.  In fact forcing someone to eat 
or drink when their bodies can no longer utilize the food and fluids may only hasten 
death and/or cause for an uncomfortable death.  There is a “natural dehydration” 
process that occurs as one nears the end of life.  This process releases endorphins in 
the brain that promote comfort. 
 
Other issues related to fluid management are edema.  In patients with heart or lung 
diseases potential problems with edema (swelling) may increase.  Edema of the legs 
and arms may become a problem as water collects in the tissues outside the circulatory 
system, your hospice nurse may refer to this as third spacing.  Elevating the feet and 
legs may be helpful, as well as a diuretic, “fluid pill,” ordered by your physician. 
 
There are a variety of medications that are effective for managing the symptoms of 
edema.  As mentioned before your physician may order a diuretic.  Anticholinergic 
medications, such as scopolamine or atropine may be helpful.  Morphine may also be 
used. 
 
Pulmonary edema or fluid in the lungs may be more troublesome.  This is often referred 
to as the death rattle.  Pulmonary edema occurs when fluid pools in the airway, causing 
respiratory congestion, shortness of breath and a reduction in oxygen.  Generally when 
this happens it is due to the weakness of the patient who is no longer able to swallow or 
cough.  The sound of the pulmonary secretions is uncomfortable for the family to hear, 
fortunately it does not seem to cause discomfort to the patient. 
 
If you are having difficulty with the idea of not giving food or fluids to your loved one, 
discuss this with your physician, hospice nurse, social worker or chaplain.  There is a 
time to live and a time to die.  Respect the dying process while living and caring for the 
patient and you will have given them a meaningful gift. 
 
 



 
 

Quality of life verses quantity of life 
 
It is natural to wish to live as long as possible.  We might think that no one ever wants 
life to end.  However, as our life situation changes, our ability to enjoy life may decline.  
At some point as we come closer to death, health declines, energy declines, and 
involvement in the world around us decreases.  Unpleasant experiences such as pain, 
helplessness and mental or physical deterioration increase.  It is one thing to enjoy life 
when one’s energy level is high and all thought processes are intact.  It is quite another 
thing to enjoy life in extreme pain, inability to complete day-to-day activities.  Watching a 
loved one experiencing this is extremely difficult. 
 
How many of us would want to live if we could not enjoy the pleasures of life, could not 
contribute to society or our families?  How many of us would want to live if we could not 
give back to others and only receive assistance and care from others?  Many people 
become ready to die when their health fails and they can no longer participate in the 
activities they once loved. 
 
How an individual handles these challenges of life greatly depends on their own 
philosophy of life, our beliefs about the purpose and meaning of life and the religious 
views we hold or do not hold.  Some may find it hard to understand why anyone might 
wish to let go, even when terminal illness strikes.  This may go against your belief that 
life is sacred.  You are probably familiar with the saying there is a time to be born and 
there is a time to die; it is simply a part of life that must be accepted sooner or later.  
Even though life is sacred, death is also sacred and everyone has his or her own 
destiny of when death will occur.  The process of dying can be very painful; full of grief 
and sorrow or it can be peaceful and accepted in an atmosphere of love with dignity and 
comfort. 
 
There is a part of most that wishes to deny death, to fight and never surrender.  
Eventually though death comes to all and this is not necessarily a defeat or depressing.  
It is simply the truth of existence.  Even though not all dying persons accept death 
willingly, even at the very end, most do accept it and make peace with it.   
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

Signs and symptoms of approaching death  
 

When confronted with approaching death, many of us wonder when exactly death will 
occur.  Many of us ask the question, “How much time is left?”  This can often be a 
difficult question to answer.  The dying do not always cooperate with the predictions of 
the doctors, nurses or others who tell family members or patients how much time is left. 
 
Statistical averages do not tell us exactly how long a particular patient has to live; they 
can only serve as a general guideline or point of reference.  Although statistical 
averages do not help much in an individual case, there are specific signs of 
approaching death which may be observed, and do indicate that death is closer.  Each 
individual is different.  Not all individuals will show all of these signs, nor are all of the 
signs of approaching death always present in every case. 
 
Depending on the type of terminal illness and the metabolic condition of the patient, 
different signs and symptoms arise.  There are two phases that arise prior to the actual 
time of death:  the “pre-active” phase of dying and the “active” phase of dying.  
Generally the pre-active phase of dying may last approximately two weeks, while on 
average, the active phase of dying lasts about three days. 
 
The term “on average” is used because there are often exceptions to the rule.  Some 
patients have exhibited signs of pre-active phase of dying for a month or longer, while 
some patients exhibit signs of the active phase of dying for two weeks or more. 
 
Signs of the pre-active phase of dying:  

 
�  Increased restlessness, confusion, agitation, inability to stay content in 

one position and insisting on changing positions frequently (exhausting 
family and caregivers). 

�  Withdrawal from active participation in social activities. 
�  Increased periods of sleep, lethargy. 
�  Decreased intake of food and fluids. 
�  Beginning to show periods of pausing in breathing (apnea) when sleeping 

or awake. 
�  Reports seeing persons who have already died. 
�  May state he or she is dying. 
�  May request family visits to settle “unfinished business” and/or tie up 

“loose ends.” 
�  Decreased ability to recover from infections or wounds.  
�  Increased swelling (edema) of the legs, arms or generalized. 

 
 
 
 
 
 
 
 
 
 



 
 

Signs of the active phase of dying:  
 

�  Inability to arouse patient at all (coma) or ability to only arouse patient with 
great effort and then quickly returns to an unresponsive state (semi-
coma). 

�  Severe agitation, picking at linens, picking in the air. 
�  Longer periods of pausing in the breathing (apnea). 
�  Dramatic changes in breathing pattern including apnea, but also including 

very rapid breathing alternating with slow shallow breathing or no 
breathing.  This breathing pattern may happen in a cycle for a while. 

�  Increased respiratory congestion or fluid build up in the lungs. 
�  Inability to swallow. 
�  Breathing with mouth open and no longer able to speak when awake. 
�  Urinary and bowel incontinence if not already incontinent. 
�  Decrease in urinary output and darkening of the color of urine. 
�  Hands, feet, arms and legs feel cool to touch. 
�  May complain that legs and feet feel numb or cannot be felt at all. 
�  Cyanosis, or a bluish or purple coloring to the arms and legs. 
�  May hold body in a rigid unchanging position. 

 
Although all patients do not show all these signs, many of those signs will be seen in 
some patients.  The reason for the tradition of “keeping a vigil” when someone is dying 
is because we don’t know exactly when death will occur.  If you wish to be present with 
your loved one at the time of death, keeping a vigil at the bedside is part of the process. 
 
Always remember that your loved one can hear even up until the end.  Talk to your 
loved one and reassure them.  Your loving presence can be a great comfort and 
expression of love. 
 
When death has occurred there is no reason to panic.  Allow family to spend time with 
their loved one.  Call the hospice nurse at 704-983-4216.  The hospice nurse will arrive 
as soon as possible and make a formal pronouncement of time of death and prepare 
the body for the funeral home. 
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Changes in the Dying Process 
 

1 - 3 months   Withdrawal from the world & people   Decreased food intake 
   Increase in sleep    Going inside of self 
   Less communication 
 
1 - 2 weeks   Disorientation     Agitation 
   Talking with the unseen    Confusion 
   Picking at clothes    Decreased blood pressure 
   Pulse increase or decrease   Color changes, pale, bluish 
   Increased perspiration    Respiration irregularities 
   Congestion     Sleeping but responding 
   Complaints of body tired and heavy  Not eating, taking little fluids 
   Body temperature, hot/cold                              Increased fever 
 
Days or Hours  Intensification of 1 to 2 week signs  Surge of energy 
   Decrease in blood pressure                Eyes glassy, tearing 
                                       Irregular breathing, stop/start                                Restlessness or no activity 
   Purplish knees, feet, hands, blotchy  Pulse weak and hard to get 
   Decreased urine output    May wet or stool the bed 
                                         
Minutes  Rapid uneven breathing with periods of non-breathing 
   May appear to be breathing like a fish out of water 
   Cannot be awakened 
 

Signs/Symptoms of Approaching Death 
 

All the symptoms described are indicative of how the body prepares itself for the final stage of life.  Not all of these 
symptoms will appear at the same time and some may never appear. 
 

�   Spends more and more time sleeping during the day, at times it will be difficult to arouse patient.   

�   Increasingly confused about time, place, and identity of close and familiar people.   

�   Decreased need for food and drink. 

�   Incontinence of urine and bowel movements may become a problem.   

�   Amount of urine will decrease.   

�   Oral secretions may become more profuse and collect in the back of the throat, "death rattle".   

       �             The arms and legs of the patient may become cool to touch and there may be a "drenching sweat" as  
the body surface cools, regardless of the room temperature. 
 

�   Sensation of touch may be diminished, yet the dying can sense pressure. 
 
�   Restless, pulling at bed linens, having visions of people and/or things which others cannot see. 

�   Clarity of hearing and vision decreases slightly.  However, hearing generally remains intact.  

�   Breathing patterns changes, may become irregular with short periods of no breathing patterns.   
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You give of your heart, your love, and your life, 
To a grandparent, parent, husband or wife. 

You dress and you feed them, you clean up the mess. 
For months, maybe years, you give of your best. 
At times you can laugh, more often there's tears, 

As you watch them decline year after year. 
So often you feel like there's nobody there, 
No one to talk to, there's no one who cares. 

Then late at night, you'll sit and just cry, 
"It all seems so hopeless, so why do I try?" 

And then comes a voice, so soft and so clear, 
You look all around you, but no one is near. 
Again comes the voice, as soft as can be, 

"You know why you try, just look and you'll see." 
"You do it for love, you know that is true." 

"This love that you have, will help see you through." 
"You're not alone, there's someone who'll share." 

"The burden you carry, I'll help you bear." 
Then in the darkness, a warmth you can feel, 

A soft gentle presence, you know it is real. 
As you drop off to sleep, the angels above, 

Echo the words...."You do it for love."  
 

© 1997, Jerry Ham 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

     Caregiver Tips 
 
Caregiving is both rewarding and demanding task. Caregiving can take so much out of you.  
 

Tips for caregivers: 
1- Choose to take charge  of your life, and don’t let your loved one’s illness or disability always take 

center stage. 

2- Remember to be good to yourself.  Love, honor and value yourself. You’re doing a very hard job 
and you deserve some quality time, just for you. Set aside time regularly so you can pursue your 
own interests and hobbies. Caregiving is stressful. All caregivers need time away-it's good for the 
caregiver and the care recipient.  

3- Watch out  for signs of depression, and don’t delay in getting professional help when you need it. 
Get plenty of rest and physical activity and eat a nutritious diet. 

4- When people offer to help, accept the offer  and suggest specific things that they can do. 

5- Educate yourself  about your loved one’s condition. Information is empowering. 

6- There’s a difference between caring and doing. Be open to technologies and ideas that promote 
your loved one’s independence. 

7- Trust your instincts.  Most of the time they’ll lead you in the right direction. 

8- Grieve for your losses, and then allow yourself to dream new dreams.  

9- Stand up for your rights  as a caregiver and a citizen. 

10- Seek support from other caregivers. There is a great strength in knowing you not alone. 

11- Don't neglect your emotional needs . Sometimes you may feel anger, guilt, impatience, 
helplessness, love or dislike. All of these feelings are normal and common to caregivers, so accept 
them. If talking about your feelings helps, discuss them with a close friend, clergyperson, counselor 
or a support group of other caregivers who are experiencing the same feelings. 

 
National Family Caregivers Association                     Website: www.nfcacares.org 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

          Recognizing Depression 
 
Depression is a major illness among family caregivers. 
 

According to the National Family Caregivers Association 1997 Member Survey, 60% of family 
caregivers say they have suffered from depression.  Don’t let yourself be part of that statistic!  
Depression is nothing to take lightly. 
 

Many people associate depression with feeling “blue” or “down in the dumps.”  But depressive 
illness is much more serious and shouldn’t be confused with the passing feelings of 
unhappiness everyone has from time to time. 
 

Major depression is a “whole- body” illness which involves disabling symptoms that can last for 
months, sometimes years, if not properly treated.  No amount of “cheering up” or “toughing it 
out” will make depression go away. 
 

Watch for these symptoms 
People with depression have a number of symptoms nearly every day, all day, for at least two 
weeks.  These symptoms may include: 
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If you have five or more of these symptoms for more than two weeks, or if your symptoms are 
interfering with work or family life, it is vitally important that you go see a physician or mental health 
professionals.  Depression is a treatable illness! 
 
This educational flyer was created in honor of National Family Caregivers Week 1997 by the National Family Caregivers Association.  Information for this flyer was obtained from “New Hope for 
Depression and Other Mental Illness” by America’s Pharmaceutical Research Companies.  Additional information came from  “Depression-Effective Treatments are Available” by the US Department of 
Health and Human Services Public Health Service. 

 
National Family Caregivers Association 

Making Life Better for America’s Family Caregivers 
800/896-3650 www.nfcacares.org 

 
 
 
 
 



 
 
 

      Be Good to Your Back 
 

Family caregivers do a great deal of lifting, pushing, pulling and tugging.  It’s no wonder many of us have back problems.  
Many people believe that a back injury is the result of a single mishap.  While it is true that a painful back is often triggered 
by one action, back problems usually build up over time.  Normally chronic conditions, such as back strain, fatigue, poor 
physical condition, or emotional stress leave us vulnerable to back injury.  Then a single action – something as obvious 
like lifting a heavy load; or something simple like stumbling- activates the painful back problem. 
 

Given our caregiving roles, we may not be able to avoid activities that put strain on our backs, but we can minimize back 
problems by incorporating healthy back techniques into our daily lives.  Here are some suggestions how. 
 

Suggestions for Maintaining a Healthy Back 
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This educational flyer was created in honor of National Family Caregivers Week 1997 by the National Family Caregivers Association.  Information for this flyer was provided by the American Red Cross 
Healthy & Safety Services.  For more information contact your local Red Cross chapter or unit. 

 
National Family Caregivers Association 

Making Life Better for America’s Family Caregivers 
800-896-3650 www.nfcacares.org 

 
 
 
 
 
 
 
 
 
 



 
 

 CAREGIVERS BOOK LIST 
 

Books for all caregivers: 
 
(1995) Share the Care: How to Organize a Group for Someone Who is Seriously Ill  
           Capossela, Cappy and Warnock, Sheila 

Fireside Bks/Simon & Shuster, New York, NY 
 

(1994) Helping Yourself Help Others: A Book For Caregivers 
 Carter, Rosalynn with Golant, Susan 
 Times Books, New York, NY 
 

(1991) Helpmates: Support in Times of Critical Illness  
 Cole, Harry 
 Westminster\John Knox Press, Louisville, KY 

(special relevance for spousal caregivers) 
 

(1991) When the Blues Won’t Go Away 
 Hirshfeld, Robert MD and Meltsner, Susan 
 Macmillan Publishing Company, New York, NY 
 

(1992) Witness to Illness: Strategies for Caregiving and Coping 
 Horowitz, Karen E. and Lanes, Douglas M. 
 Addison-Wesley, Reading, PA 
 

(1992) Taking Time For Me: How Caregivers Can Effectively Deal With Stress 
 Karr, Katherine L. 
 Prometheus Books, Buffalo, NY 
 

(1993) Carepooling 
 Lowe, Paula 
 Berrett-Koehler Publishers, San Fransisco, CA 
 

(1996) Bereavement: Your Questions Answered 
 Markham, Ursula 
 Element Books, Rockport, MA 
 

(1996) The Resourceful Caregiver: Helping Family Caregivers Help Themselves  
National Family Caregivers Association 
Mosby Lifeline, Hanover, MD 
Call 1-800-667-2968 to order a copy 

 

(1993) Kind Words for Caring People: Daily Affirmations for Caregivers 
 Pitzele, Sefra Kobrin 

Health Communications, Inc., Deerfield Beach, FL 
 

(1993) Staying Sane When You Care for Someone with Chronic Illness 
 Pohl, Melvin Ph.D. and Kay, Deniston J. Ph.D. 
 Health Communications, Deerfield Beach, FL 
 

(1994) Taking Charge: Overcoming the Challenges of Long-Term Illness 
 Pollin, Irene MSW 
 Times Books, New York, NY 
 

(1991) How to Go on Living When Someone You Love Dies 
 Rando, Theresa A. Ph.D. 
 Lexington Books, Lexington, MA 

 
National Family Caregivers Association                     www.nfcacares.org 

 
 
 
 
 



 
 

    
HOW TO WASH YOUR HANDS  

 
 
OBJECTIVES: 

1. To keep hands clean. 
2. To prevent spread of infection. 

 
Instructions: 

·  Stand away from the sink so clothing is not touching the sink. 
·  Turn water on. 
·  Wet your hands and wrists. 
·  Apply soap to your hands/wrists. 
·  Wash hands/wrists for 15 seconds, using friction. 
·  Make sure to wash under fingernails, between fingers and the tops of your hands. 
·  Wash 2-3 inches above the wrists. 
·  Rinse your hands with running water. 
·  Dry hands with a paper towel, while pointing your hands downward. 
·  Turn off water using a paper towel.  ** It is important to have paper towels available in the 

home if at all possible. 
 

   Wash your hands at the following times: 
·  Before and after preparing food or eating. 
·  After coughing/sneezing or blowing your nose. After smoking. 
·  After using the bathroom. 
·  After cleaning the bathroom, changing bedding, and doing laundry. 
·  Before and after patient care. 
·  **Gloves will be provided to use during patient care such as changing dressings, changing 

diapers and incontinent care. Wearing gloves is not a replacement for handwashing. 
 

 

 

 

 

 

 



 
Medications 

 
�  Medications related to your terminal illness will be discussed with the Hospice 

interdisciplinary treatment team. Your Hospice nurse will inform you of “covered” 
and “non-covered” medications after the team reviews your current medication 
profile. 
 

�  Your Hospice nurse will review your medications at each visit and assist you with 
refilling your medications by calling in refills and requesting prescriptions from 
your physician as needed. 
 

�  Your Hospice nurse will assist you in setting up a pill pack filled with your 
scheduled medications and written instructions regarding your medications, if 
desired. 
 

�  Keep a daily log of all “as needed” medications administered.  This will assist 
your nurse in optimally managing any distressing symptoms. 
 

�  Follow dosing instructions carefully.  Make sure you only take what is prescribed.  
Call your Hospice nurse if side effects or new symptoms occur. 
 

�  Keep all medications in a cool, dry place. 
 
�  Keep medications out of reach of children. 
 
�  Wash your hands before and after handling all medicines. 
 
�  Use gloves to insert suppositories. 

 
�  At the time of death, the Hospice nurse will count all remaining medications with 

a family member and dispose of them per agency policy and procedure.  A family 
member will be asked to sign a form documenting the witnessing of medication 
disposal. 
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Patient Name:  _________________________ Date:  _________ 
Patient Number:  ________ 

 
Scheduled Medications  

 
Morning 
 
 
 
 
 
 
 
 
Lunch 
 
 
 
 
 
 
 
 
Evening 
 
 
 
 
 
 
 
 
Bedtime 
 
 
 



 
 
Patient Name:  _________________________ Date:  _________ 
Patient Number:  ________ 

 
Medications to Use As Needed  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 



 



 
 



 
 



 

 



 
 



 
 



 
 



 
 



 
 



 
 



 
 

 

 
Do Not Resuscitate 

DNR Orders 
 
 

What it is: An order approved by you from your doctor that allows you to 
refuse attempts to restore heartbeat.  Emergency transport services 
(ambulances) require this in the event you need transport to the 
emergency room for treatment even if you have a living will. 

What it is not: Having a Do Not Resuscitate Order (DNR) does not mean that you 
will be denied Hospice’s and your    physician’s best efforts to 
relieve your physical, emotional and spiritual pain. 

 
Where to get it:  From your physician/(Hospice Social Worker can assist.) 

How to implement:  Discuss this with your physician and social worker. 

Post this order where it is easily visible to any emergency 
personnel such as at the patient’s bed or on the patient’s bedroom 
door. 

Advantage of DNR : If this order is present, emergency personnel can transport a 
hospice patient to the hospital by ambulance without performing 
life-prolonging measures if the need arises.  The DNR is the only 
directive that emergency personnel are allowed to honor.  If for any 
reason 911 is called and you do not have a DNR, emergency 
personnel must, by policy, respond with a maximum effort (using 
cardiopulmonary resuscitation (CPR):  use of drugs, electric shock 
and artificial breathing to bring you back to life if your heart stops) 
to see that the patient gets to the hospital still alive. 

If you have a desire or a living will, we recommend that you also 
have a DNR order. 
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_____________________ 
              Date 
 
Re:   Patient _________________________________ # __________  DOB ________ 
 
Physician Name  ________________________________ 
Address                ________________________________ 
                             ________________________________ 
 
Dear Dr.  _________________:   
 
After review of current NC advance directives laws and options regarding DNR status, patient 
and family verbalized understanding of such and has decided that’(s)he would like a DNR 
order completed.  Below is patient/family’s consent and request for DNR order.  Please 
complete the enclosed DNR form and return to Hospice of Stanly County at your earliest 
convenience.   
 
I, _____________________, have received information on securing advanced directives 
including Do Not Resuscitate orders.  I understand the information presented and have had all 
of my questions answered.   I am now requesting the completion of a DNR order by my 
physician. 
  
________________________________________ 
Signature of patient  
 
________________________________________ 
Substitute authorization/relationship to patient  
 
Sincerely, 
 
 
 
Hospice Social Worker 
 
Enclosure 
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Safety Policy  

 

 
 
The staff of Hospice of Stanly County, Inc. is not able to provide effective care in home 
environments, which are considered unsafe.  To ensure the safety of the Hospice staff, 
patients and family members, unsafe situations may be identified and resolved to the best of 
our ability.  The following situations may be considered unsafe: 

·  Physical violence between family members, threats of physical violence toward Hospice 
staff and other providing care.  Threats may be direct or indirect, including sexual 
abuse. 
 

·  The presence of illegal drugs or trafficking of drugs in the home, suspected or observed. 
 

·  The use/abuse of alcohol or drugs resulting in inadequate care of the patient or risks the 
safety of the�Hospice staff, patient and/or family members. 

 
·  Loaded guns or weapons, which threatens the safety to the Hospice staff, patient or 

family members. 
 

·  Pets not properly restrained that might be dangerous to Hospice staff, patient or family 
member. 

 
Other safety threats may occur that are not listed above or outlined in this policy.  All situations 
will be identified and addressed at the moment of occurrence and the appropriate steps will be 
taken. When a situation is identified as a safety threat to a staff member, patient or family 
member, that person has the right to remove him/herself from the environment immediately.  
The staff member will notify the inter-disciplinary team who will decide the appropriate action to 
take.  Modification or discontinuation of services may be an option.   
 
Recommendations on how to correct a dangerous situation will be provided.  In some cases, 
the patient or caregiver will be asked to sign a contract witnessed by a Hospice staff member.  
The contract outlines the safety risk and measures to correct the situation.  If a resolution 
cannot be made, the patient and family will be given a 48-hour notice of discharge plans.  
Exceptions of the 48-hour notice would result in which the patient or family members agree 
with the changes or the staff’s safety cannot be assured. 
 
The Hospice staff will provide ongoing support to our patients and families to prevent 
dangerous situations brought on by the stresses of terminal illness and caregiving.  Our goal is 
to protect the safety of the Hospice staff, patient and family members.   
 
Hospice of Stanly County, Inc. reserves the right to make the appropriate referrals to the 
Department of Social Services, Protective Services and/or Stanly County Law Enforcement for 
cases that present danger to the patient, family members or staff members.  Patients and 
family members are encouraged to discuss any questions or concerns about this safety policy 
with the Hospice nurse or social worker.  They may also call the Hospice office to speak to the 
Executive Director, Patient Care Director, Social Work and Counseling Director or Accounting 
Director. 
 
                                                                                                                                                                                                                                                                              Reviewed 04/07 



 

   EMERGENCY PHONE NUMBERS 
Hospice of Stanly County 704-983-4216 
Hospice of Stanly County toll-free        1-800-230-4236 
Stanly Regional Medical Center  704-984-4000 
First Health Montgomery Hospital       910-572-1301 
 

Fire and Police Emergencies -  EMS 911 
Albemarle Police Department 704-984-9500 
Badin City Police Department 704-422-5386 
Locust Police Department 704-888-4744 
Norwood Police Department 704-474-3716 
Oakboro City Police Department 704-485-4214 
Stanly County Sheriff’s Office  704-986-3714 
Troy Police Department        910-576-8151 
Mt. Gilead Police Department                                                           910-439-6711 
Star Police Department 910-428-9224 
Biscoe Police Department 910-428-2978 
Candor Police Department 910-974-4777 
Montgomery County Sheriff’s Office 910-572-1313 
Stanly County Health Department           704- 982-9171 
Stanly County Department of Social Services           704-982-6100 
Montgomery County Health Department        910-572-1393 
Montgomery County Department of Social Services           910-576-6531                                                        

       
 

Alliance Medical  704-983-5644 
Alliance Medical toll-free        1-800-762-3637 
 

Carolina Power & Light Co. – outage reports 
         Customer service 

1-800-419-6356 
1-800-452-2777 

City of Albemarle Utilities  - outage reports 
        Nights, Sundays, holidays  

704-984-9605 
704-984-9679 

Duke Power Company  - electric services 704-983-5102 
Pee Dee Electric – outage reports 
        Nights, weekends, holidays (Local office) 

1-800-992-1626 
704-694-2114 

Randolph Electric Membership Corp.                                   1-336-625-5177 
Union Power Corporation  - outage reports 
        Union Power Corporation -Local office 

1-800-794-4423 
704-485-3335 

WZKY Radio Station 1010 AM  704-982-0111  
704- 983-1580 

WJRM 1066AM         910-576-6531 
  
  



          EMERGENCY/DISASTER PLANNING����
 
As a provider of hospice services, we feel a responsibility to our patients/families, staff and 
community to be well prepared in the event of an emergency or disaster.   
 
It is vitally important to be prepared before an emergency/disaster occurs; therefore, we have 
developed a plan to follow BEFORE an emergency situation occurs.   
 
Instructions …  

�  Keep an emergency kit in your home that includes, at least, the following items: 
�  Candles or kerosene lamp 
�  Cigarette lighter and matches  (matches are sometimes unreliable) 
�  Flashlight and batteries 
�  Battery powered radio  
�  Bottled water 
�  First aid kit 
�  Non-perishable food items 
�  Phone that plugs into a jack (portable phones will not work without power) 

�  If a storm is approaching the area, listen to weather updates frequently.    
�  Always follow evacuation instructions that local radio and TV stations give, don’t delay. 
�  Do not let medications fall below a three-day supply before refilling.  If you have to leave your 

home, take labeled medications and essential equipment with you. 
�  Pre-arrange transportation.  Have a designated person to check on you during an emergency 

situation.  Always have a back up person. 
�  Pre-arrange a meeting place in case family is not together when an emergency strikes. 
�  If a disaster situation occurs, our agency will attempt to contact you.  If you have left your 

home and are at a different location, please call our agency and inform the staff of your 
location.  If the agency is unable to contact you due to loss of telephone service, we will be 
attempting to make the local EMS aware of any of our patients who may need immediate 
attention.   

�  Keep the Telephone List provided for you.  
�  Calls should be limited to emergency medical needs.  
�  If telephone service is interrupted, you should try to tune in to WZKY (1010 AM), or WJRM 

(1066 AM) for possible information updates related to the disaster occurrence.   
 



   SAFETY TIPS 
 

�  Have ways to get help...  

·  Keep a whistle or bell and flashlight near the patient’s bed for use in an emergency 
·  Have a phone by your bed.  In case of emergency, CALL 911.  

·  Consider a personal emergency response system which lets you signal for help if you can’t get 
to the phone (For example:  Lifeline, neighbor, etc.) 

·  Get a medical bracelet, carry a medical ID card or post instructions on your refrigerator 
�  Be ready...  

·  REGISTER WITH YOUR LOCAL UTILITY AND FIRE DEPARTMENT as a priority electrical 
user if you use oxygen systems or other electrically powered medical equipment. 

·  Pack essentials, include a blanket, flashlights, portable radio, backup power for a device that 
would create a life-threatening situation if it stopped (wheelchair, ventilator, oxygen 
concentrator, etc.), canned food, bottled water, first aid kit, candles or kerosene lamp, cigarette 
lighter and matches. 

·  Know how to turn off water, gas and electricity. 
 

NATURAL DISASTERS 
�  Heat waves...  

·  Drink plenty of water, don’t drink alcohol, use air conditioning, if possible 
·  Watch for heat exhaustion -- you may have cold, clammy skin, heavy sweating, nausea and 

weakness--so you should lie down, drink water and sponge off with a cool, wet cloth 
·  Watch for heat stroke -- you may have hot, dry skin, confusion, fast, strong pulse, body 

temperature of 104.0 or higher -- so you should GET IMMEDIATE MEDICAL ATTENTION--
CALL 9-1-1 OR THE LOCAL EMERGENCY MEDICAL SERVICES!!!  Heat stroke can be 
deadly! 

�  Cold snaps...  
·  Dress warmly even if you don’t feel cold 
·  Keep your home well-heated, don’t let your supply of heating fuel get low 
·  Do not drink alcohol -- it makes you lose heat faster 
·  Watch for a drop in body temperature -- you may have confusion or sleepiness, slurred 

speech, stiffness in arms or legs, or severe shaking--you should GET IMMEDIATE MEDICAL 
HELP if you have any of these signs.   

·  While waiting for medical help, others should wrap you in blankets, lie close to you so their 
body heat can warm you, avoid rubbing your skin, and not give you caffeine or alcohol) 

·  Remember, some medications affect your ability to tolerate temperature extremes.  Ask your 
hospice nurse. 

�  Tornadoes...  

·  In Stanly County tune in to WZKY (1010 AM), in Montgomery county tune to WJRM (1066 AM) 
for weather updates 

·  Go to the basement right away 
·  If you can’t get to a basement, go to the lowest floor possible and stay in a hallway or small 

room in the center of the building 
·  If you live in a manufactured (mobile) home, go to a sturdy building nearby.  If that is not 

possible, go outside.  Lie flat in a ditch or low area. 
 



 
�  Floods...  

·  Learn routes to higher ground and move to high ground immediately if there is a  
FLASH FLOOD WARNING.   

�  Hurricanes...  
·  As the hurricane nears stay inside, away from windows 
·  If you live in a manufactured (mobile) home, go to a sturdy building nearby 

�  Earthquake...  
·  If you are inside, it’s generally safest to stay where you are 
·  Find cover -- get under a sturdy piece of furniture or simply sit down on the floor and cover 

your head with your arms 
·  If you are in a wheelchair, move to an interior doorway.  If this is not possible, stay put and lock 

your wheels.  Cover your head with your arms.  
·  If you are in bed, stay there.  Pull the covers up and cover your head with your arms. 
·  If you are outside, stay outside. 
·  If you are in a vehicle, stay inside the vehicle. 
·  Move into the open -- get away from buildings, walls, power lines, trees, streetlights and signs. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



                 FIRE SAFETY 
 
�  Prevent fires...  

·  Avoid smoking  
�  Never smoke in bed, when drowsy or when oxygen is in use 
�  Never leave smoking material unattended 
�  Stop smoking when taking medication 
�  Never throw out smoking materials that are still hot or burning 

·  Install smoke detectors on every level of the home.  One detector should be near the kitchen 
and all detectors should be tested routinely 

·  Keep space heaters at least three feet from anything that can burn and never leave them 
unattended 

·  Never dry clothes on a space heater 
·  Bedrooms should be located on the first floor 
·  Plan your escape: 

�  all family should know the escape plan 
�  if possible, identify 2 ways out of each room 
�  choose a meeting place outside 

·  Install ramps or alter windows to make escape easier 
·  Practice escape plans at least twice a year 
·  Get yearly maintenance for water heaters, heating systems, and chimneys 
·  Have key accessible near deadbolt locked doors 
·  Store flammable liquids outside, away from heat sources 
·  Keep kitchen stoves and exhaust fans free of grease 
·  Do not wear loose clothing when cooking 
·  Use oxygen away from open flames and heat, do not put concentrator near heat source, do 

not use electrical devices while using oxygen, post “No Smoking” signs, and clean up oil or 
grease before using oxygen to prevent spontaneous ignition 

·  Have a fire extinguisher in an easily accessible place, such as the kitchen 
·  Maintain clear pathways to exits at all times 

�  In case of fire...  
·  Immediately call 911 and tell the operator that you have a FIRE EMERGENCY 
·  TURN OFF OXYGEN EQUIPMENT IMMEDIATELY 
·  Feel doors before opening--if the door is warm or if smoke is seeping in, DO NOT OPEN IT 
·  Use the second escape route 
·  If you are caught in smoke, crawl close to the floor 
·  KEEP DOORS CLOSED IF YOU CANNOT GET OUT 
·  Stuff cloth around the doors and cover vents to keep smoke out--CALL 911--signal for help 
·  Only open windows if no smoke is coming in 
·  STOP, DROP AND ROLL IF YOUR CLOTHES CATCH FIRE 

 
 
 
 
 
 

 



 

                ELECTRICAL SAFETY 
 
�  In the home... 

·  Do not place cords beneath furniture or rugs.   
·  Replace frayed cords. 
·  Do not over load extension cords or electrical outlets. 
·  Do not use multiple outlet adapters on electrical outlets. 
·  Cover unused outlets and teach children not to touch plugs, cords, or outlets. 
·  Never replace a fuse with a penny or a higher amp fuse.  Use correct-sized fuses. 
·  Never turn on or plug in an appliance with wet hands or while standing in water. 
·  Call a professional electrician if you suspect an electrical problem.  Blown fuses or dimmed 

lights may mean a wiring problem. 
·  Make sure electrical system is sufficient when utilizing medical equipment such as ventilators 

and oxygen concentrators.  Check with the medical supplier or electrician. 
·  Use three-pronged adapters when required. 
·  When walking with a pump, IV pole, electrical cord, or IV tubing, position the equipment 

between you and the outlet to avoid falls or electrical accident 
·  When using electrical appliances with detachable plugs, unplug the wall plug before detaching 

from appliance (i.e., electric skillets 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
Durable Medical Equipment 

 
The use of standard medical equipment is included in your hospice services. Discuss 
with your nurse, home health aide or social worker what equipment may be helpful to 
you. 
 
Equipment provided includes: 
 

Tub chair or bench: 
1. Adjust to comfort height for patient. 
2. Do not use the backrest as support when entering the tub or shower. 
3. You should have equal weight on all four suction cups and should not “rock” in 

the tub. 
4. Be sure all four push buttons protrude fully through the adjustment hole in each 

leg before use. 
5. No-slip strips or mats should be used in tubs and showers to prevent falls. 
6. Keep electrical devices away from sinks, tubs, and shower. 
7. Be careful when transferring. The floor may be slippery. 
 

Bedside Commode: 
1. Adjust to a comfortable height for the patient. 
2. Be sure it is on a flat surface with all four legs at the same height. 
3. Remove throw rugs to prevent slipping. 
4. To empty: Lift the seat, remove the bucket and empty, clean with disinfectant 

solution, replace the bucket and lower the seat. 
 

Walking Aids: 
Canes- Straight and Quad  

1. Adjust to proper height. Make sure that the button fully protrudes through the 
hole. 

2. When walking do not extend cane out in front too far, as that may increase 
unsteadiness. 

3. Be sure cane tips are in good repair with no holes and fits snugly. 
 

Walkers 
1. Adjust to proper height. Make sure that the buttons fully protrudes through the 

adjustment hole. 
2. Be sure all legs are at equal height. 
3. Be sure walker tips are in good repair with no holes and fit snugly. 
4. When using, place the walker at a comfortable arm length ahead and walk to the 

walker. 
 
 
 
 
 
 



 
 

Hospital Bed: 
1. Electric beds have push buttons for changing position. 
2. Keep side rails up if the patient is confused and at night. To change side 

rail position, pull out the spring loaded pin until at the desired height and 
snap on place. 

3. An eggcrate mattress can be ordered to provide increased comfort. 
 

Alternating Pressure Pad: 
An alternating pressure pad or eggcrate mattress  may be ordered to help prevent 
bedsores for patients who are in bed most of the time. Remember, pressure pads do 
not substitute for turning the patient. 

1. To clean the mattress, use soap and water or a disinfectant solution. 
Towel dry, do not get the pump wet. 

 
Wheelchair: 

1. The patient should fit comfortably in the wheelchair and thighs should be 
at a 90 degree angle to the body. 

2. Footrests should be in “up” position when getting in and out of the 
wheelchair. 

3. Put footrest down with feet on rest to prevent injury when pushing the 
chair. 

4. When leaving or entering chair, engage both wheel locks. 
5. Do not shift weight too far in one direction as the chair may tip. 
 

Overbed table: 
1. An overbed table is a convenient way to serve meals, or keep items close   

at hand for the bedbound patient. 
2. The table rolls easily but it should not be used for balancing or as an aide 

for ambulation. 
3. The height can be adjusted by a button located on the side. 
4. Clean the table after each use with warm water and a mild detergent. 
 

Oxygen  may be ordered for patients with difficulty breathing. Oxygen can be delivered 
via a concentrator or portable tanks. Please discuss the option of using supplemental 
oxygen with your Hospice nurse. 
A humidifier will be delivered with your oxygen concentrator. It is a water bottle that can 
be mounted on the concentrator to keep your nasal passages moist. Refill the bottle 
with distilled or sterile water. 
DO NOT SMOKE or allow others to smoke near you while the oxygen is intact.  
 
 

Report any problems with equipment to your medical 
equipment provider or nurse. 

 
 
 

 
 
 
 
 



 
Infection Control 

 
Know the signs and symptoms of infection:  
 
�  Fever and chills 
�  Pus 
�  Skin that is red, swollen and hot 
�  Increase cough 
�  Low back pain 
�  Pain/burning on urination 
�  Discolored sputum 
 
Call Hospice nurse if you experience these symptoms 
 
Practice good personal hygiene:  
 
�  Wash hands frequently, especially before handling food and after using the toilet or  

changing diapers, coughing, sneezing or touching uncooked food. 
�  Bathe or shower often. 
 
Launder regularly: 
 
�  Change soiled linens and clothing promptly. 
�  Wash soiled linen separately with detergent and bleach. 
 
Practice safe housekeeping:  
 
�  Wear gloves when using bleach 
�  Mix 1/10 bleach/water for disinfecting (effective for 24 hours only) 
�  Soiled toilet brushes, mops, and sponges should be soaked for 5 minutes in  

bleach/water solution 
 
Practice safe disposal of contaminated water:  
 
�           Place contaminated sharps (needles, broken glass, razor blades, lancets, etc.) in a 
           hard plastic container or coffee can that would be considered rigid to protect others  
           from injury.  Place this in a separate garbage bag for disposal. 
�  Place contaminated bandages, sanitary pads, diapers, incontinence pads,  etc., in                         

a plastic bag and close tightly, place in a separate garbage bag. 
�  Place items such as gloves or dressings in a bag and tie securely then place in               

household trash. 
 
Ask questions if you do not understand something. 
 
All supplies should be stored in a clean, dry, centralized location according to manufacturing 
recommendations. 



 
 



 

 



 
 

 
 

Fall Assessment/Prevention Contract 
 
 
Due to the reporting of patient fall on date ______________, assessment tool has been  
 
completed for patient ___________________, #______, and prevention tips reviewed  
 
with primary caregiver.  Also, the need for assistive devices has been offered and  
 
implemented (i.e. gait belts, tabs monitors in SNF, Hoyer lift) 
 
 
____________________________________   __________________ 
Nurses Signature      Date 
 
 
 
____________________________________  __________________ 
Primary Caregiver Signature    Date 
 
 



 
 

Falls Contract 
 
 
Due to the reporting of 2 consecutive falls on the dates __________ and____________,  
 
as primary caregiver for _______________________, #_________, I agree not to allow  
 
__________________________ to be left alone at anytime. 
 
I also agree that the patient will have assistance of at least one able person when ambulating and/or 
transferring and will use safety devices when deemed necessary. 
 
I understand that by not following this policy, HSC may require discharging the patient from Hospice 
services due to safety non compliance. 
 
 
 
____________________________________   __________________ 
Nurses Signature      Date 
 
 
 
____________________________________  __________________ 
Primary Caregiver Signature    Date 
 
 
 
 


