Teaching-Family Homes of Upper Michigan


Discharge Summary

Client’s Name: _____________________________________
Therapist: _____________________________
 

Date of Admission: __________________________________________________


Date of Discharge: __________________________________________________

Reason Terminated:

__
Service Plan Objectives Completed

__
Service Plan Objectives Not Completed (other appropriate services not available)

__
Agency Terminated Client Due to Non-cooperation

__
Client Referred to Another Agency    (include contact info with D/C letter)
__
Client Terminated Against Recommendation of Agency

__
Client Deceased

__
Client Moved

__
Client Incarcerated

__
Other:
  _________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________

Discharge Primary Diagnosis:
 ___________________________________________________________

Discharge Secondary Diagnosis: __________________________________________________________

____________________________________________________________________________________
 Presenting Condition: ___________________________________________________________________

____________________________________________________________________________________

  Referred to: ______________________________________________
Number of Visits:
 ___________

Discharge Summary:
___________________________________________________________________

_____________________________________________________________________________________

Progress: ______________________________________________________________________________

_____________________________________________________________________________________

Strengths: _____________________________________________________________________________

_____________________________________________________________________________________

Needs: _______________________________________________________________________________

_____________________________________________________________________________________

Abilities: ______________________________________________________________________________

______________________________________________________________________________________

Preferences: ___________________________________________________________________________

______________________________________________________________________________________

Current Status: _________________________________________________________________________

_____________________________________________________________________________________

Recommendations: ______________________________________________________________________

_____________________________________________________________________________________


Post-Evaluation Scores

 
___ GAF 


___ CBCL

___ YSR 

___ Piers-Harris  


___CAFAS 
___ AAPI
___Other  (specify: ___________________ ) 
Was the client given the discharge satisfaction survey?    ____ Yes     _____ No

If not, why? _____________________________________________________________

_______________________________________________________________________

If client was not given the satisfaction survey, administrative support staff will send it within 7 business days.

Check when complete: ( initials ___
___________________________________________________
___________________

Clinician:
Date

___________________________________________________
__________________

   Supervisor






Date

Cc: per signed release
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