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Instructions:  This Discharge Summary is HIPAA compliant and is to be E-MAILED to the assigned Care Manager within 24 hours of the member’s discharge from your program.  Providers are expected to give the Care Manager VERBAL NOTIFICATION via phone on or before the actual discharge date.

(please delete the treatment programs that do not apply, leaving only the correct answer)
	Discharge Information

	· Member’s PsychConsult Number: (this number may be obtained from the Community Care authorization letter or from your Care Manager) 

	· Date of Discharge:  

	· Provider:  

	· Community Care Care Manager:  

	· Reason for Discharge:  Planned         Unplanned; explain:

     

	Symptom Status at Time of Admission and Discharge 

	Symptoms at Admission: 
	Baseline Rate of Behavior at Admission:
	Rate of Behavior at Discharge:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Continued Treatment Needs for Above Symptoms Include:

	

	

	

	Discharge Diagnosis

(All Axes Required)

	(  AXIS I:

	(  AXIS II:

	(  AXIS III:

	(  AXIS IV (choose one):  None;  Mild;  Moderate;  Severe;  Describe:  

	(  AXIS V: Current GAF:          Past GAF:

	Discharge Medication(s) 

	Name:
	Dosage:
	Frequency:
	Reason:
	Prescribing Doctor:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	(  Has member been compliant with medication recommendations? (please delete the answer, i.e., Yes

 or No,  that does not apply, leaving only the correct answer)
	
	Yes
	No
	

	(  Did member have any adverse medication reactions while in the RTF/IRT/TFC/CRR?
	
	Yes
	No
	

	        ( If yes, please explain:

	(  Are there any problems that would prevent member’s ability to get RXs filled 

      after discharge?
	
	Yes
	No
	


	· Was the member and family educated and understand the purpose, benefits, and side effects of the 

prescribed medications?
	
	Yes
	No
	

	       ( If no, please explain:

	(  Did patient receive a RX for a 30-day supply of meds at discharge from RTF?
	
	Yes
	No
	

	( If no, please explain:

	Additional Information

	(  Is member medically stable?  (please delete the answer, i.e., Yes or No,  that does not apply, leaving 

only the correct answer)
	
	Yes
	No
	

	       ( If no, please describe plan to meet member’s medical needs:

	(  Was primary care physician contacted during treatment?
	
	Yes
	No
	

	      ( If no, please explain why:

	(  Does member have a history of substance use?
	
	Yes
	No
	

	(  Was member’s family member(s)/significant other(s) involved in treatment?
	
	Yes
	No
	

	      ( If yes, number of family sessions during this stay:  

	(  Number of Inpatient days during this stay:  

	(  Number of Therapeutic Leave days during this stay:  

	Behavioral Health Disposition Plan
	
	
	
	

	(  Patient has follow-up services in place prior to discharge?
	
	Yes
	No
	

	( If no, did patient refuse follow-up care?

	(  Type of recommended follow-up: (please select all that apply; for those which do not apply, highlight the row, right click and select “delete rows”; please provide additional information as requested)

	· Outpatient Therapy:

	· Medication Management:

	· ICM/RC:

	· BHRS:  MT hrs/week; BSC hrs/week; TSS hrs/week; STAP hrs/week; Day Treatment hrs/week

	· Family-based Mental Health:

	· Acute Partial
Hospitalization:

	· Partial Hospitalization:

	· School-based Partial Hospitalization:

	· Mobile Crisis Services:

	· Drug and Alcohol Treatment:

	· Other (Please specify):

	· None:  please explain:

	Other Recommended Services/Resources:

	(  Type of recommended follow-up: (please select all that apply; for those which do not apply, highlight the row, right click and select “delete rows”; please provide additional information as requested)

	· None

	· CYF:       Caseworker:             Phone Number:                                             Aftercare Program:

	· JPO:        Probation Officer:    Phone Number:                                             Aftercare Program:

	· Primary Care Physician:

	· Dental:

	· Optical:

	· Other Medical Services (explain):

	· MR Services:

	· Education/School (describe):  School:                             Grade:                     Regular Ed   Special Ed

	· Community Resources (describe):

	· Natural Supports (describe):

	· Living Arrangements (describe):  Lives alone; Lives w/family/foster home/others; Shelter


	(  Post Follow-Up Appointment(s) – please indicate for each type of service/Resource listed above

	Provider;
	Contact/Phone Number;
	Appt Date;
	Appt Time;
	Type of Service;
	Were discharge recommendations sent to provider 7 days prior to member’s discharge, if no please explain?

	1.
	
	
	
	
	Y      N

	2.
	
	
	
	
	Y      N

	3.
	
	
	
	
	Y      N

	4.
	
	
	
	
	Y      N

	5.
	
	
	
	
	Y      N

	6.
	
	
	
	
	Y      N

	7.
	
	
	
	
	Y      N

	8.
	
	
	
	
	Y      N

	9.
	
	
	
	
	Y      N

	10.
	
	
	
	
	Y      N

	11.
	
	
	
	
	Y      N

	12.
	
	
	
	
	Y      N

	(  Form Completed By:    Phone Number:    Date D/C Summary Completed:

	(  RTF/IRT/TFC/CRR Attending Physician:

	(  Care Manager’s Initials:  


Please note that the child’s discharge caregiver’s name, address and phone number must be faxed or left on your care manager’s voice mail to complete the discharge summary process.  

Community Care must receive all RTF/IRT/TFC/CRR Discharge Summaries within 24 hours of discharge.


