
End of Care Plan

Patient information

Name: Date of birth:

Medical record number: Contact information:

Emergency contact person and information: Primary care physician:

Medical history

Primary diagnosis (include any terminal or 
life-limiting conditions): 

Significant secondary diagnoses:

Allergies: Current medications:

Previous surgeries/procedures: Relevant chronic health conditions:

Advance directives:



Patient’s wishes and preferences

Preferred place of care: Spiritual/cultural needs:

[  ]  Home     [  ]  Hospice     [  ]  Nursing home

[  ]  Others please specify:

Desired level of medical intervention: Pain management preferences:

Emotional and psychological support: Social support network:

Funeral arrangements (if already discussed/planned):

Symptom management

Current symptoms: Symptom monitoring:

[  ]  Managing pain

[  ]  Breathing difficulties

[  ]  Nausea

[  ]  Others please specify: 

Management plan: Comfort measures/non-medical preferences:



Care team information

Primary caregiver’s name: 

Hospice/nursing home caregiver (if applicable):

Interdisciplinary team members (e.g. social workers, nurses, spiritual advisors):

Name Role

Family and loved ones

Key family members involved in care: Family preferences for 
communication/updates:

Additional family or caregiver education/support needs:

Patient’s goals for end of life

What does the patient want to achieve 
during their final months or days?

Activities or interactions that would improve 
the patient’s quality of life:

How would the patient like to spend their final moments?

Review and signatures

Patient name and signature: Primary caregiver name and signature: 

Healthcare provider name and signature: Date:
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