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STOMAL THERAPY
DISCHARGE FORM
	
Name:                                                                 
Address:                                                            


Phone:                                          
DoB:                                                                     
URN:                                                                     



Stomal Therapy Discharge Form

	Referring facility:                                                                                 
Admission date:                              Discharge date:                     
Discharged to:                                                                                                                                                        
Surgical outpatient appointment date:                                                                      
STN outpatient appointment date:                                                                                

	Date of Surgery:                                        Surgeon:                                                                                               
Surgery:                                                                                                                                             
Diagnosis:                                                                                                                                         

	Stoma type:                                                                      Temporary ☐   Permanent ☐                                                          
Stoma appearance:                                                                                                                       
Mucocutaneous junction:                                                                                                          
Peristomal skin:                                                                                                                              
Output:                                                                                                                                                
Comments:                                                                                                                                       








	Ostomy Supplies
Number of weeks supply on discharge:                                                                             
Joined ostomy association? No  ☐  Why?                                                                
                                        Yes ☐  Association Name:                                                          
Next order due:                                                                                                                               
Requires assistance with ordering? No ☐     Yes ☐ 

	Code
	Brand
	Description

	     	       	      
	    	     	     
	     	     	      
	     	      	      
	     	      	         


	Patient progress and education
☐ Independent with stoma cares          ☐ Requires full assistance    
   
☐ Requires supervision / assistance to:
☐ Cut out appliance                             ☐ Measure stoma size
☐ Position appliance                             ☐ Attach pouch to base                          
☐ Empty pouch                                    ☐ Manage accessories 
☐ Connect / disconnect overnight bag    ☐ Clean overnight bag
☐ Other:                                                                                      




Factors that may impact on stoma care:                                                                              



Frequency of pouch change:                                                                                                 
Pouching instructions:                                                                                                             







Stomal Therapy Discharge Form

	Medications:                                                                                                              

Food / fluid adjustments:                                                                                                           




	Further information: 




	Support person:                                                                                                                               
Relationship:                                                                                                                                      
Contact details:                                                                                                                                



	Referrer name:                                         Designation:                                    
Phone:                                                                         Date:                                                    
Email:                                                                                                                                                    
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