	Provider Discharge Summary
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Effective Date of Discharge
	
	

	
	
	

	Reason For Discharge:

	(  Evaluation Only     





(  Moved from service area
(  Treatment Completed




             (  Deceased               

(  Provider Terminated Treatment                                         
             (  No contact in 12 months
(  Individual Referred Elsewhere
(  Individual requested discharge
(  Other   _______________________  





	Referred To:

	( DMH Behavioral Health Program  
( Family/Friend



( Private PRTF
( Other MS CMHC

( School/Education


( Private ICF/IID
( DMH IDD Program

( Employer/EAP


( Other_____________
( Private Psychiatric Hospital

( Police / Sheriff  



( Other MH Provider

( Courts/Corrections


 

( Other IDD Provider

( Probation/ Parole


( Other A&D Provider

( Self Help Program

( Gen/Hospital/Other Health

( Voc Rehab/Job Placement  

( Self




( Licensed Personal Care Home

	Discharge Instructions provided to    (  Individual          (  Legal Representative

	Discharge Instructions/Additional Information:

	

	

	

	

	

	

	                                   

	Individual/Legal Representative
	
	Date

	Signature/Credentials
	
	
	Date
	


DMH Provider Discharge Summary form





