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  Telephone #:____________________  Date:





Project SAFE

Discharge Notification Form*

	Client Name:
	
	Provider Name:
	

	Client ABH ID#:
	
	Provider Service Location:
	

	
	
	Admission Date:
	

	Client’s Date of Birth:
	
	Discharge Date:
	

	DIAGNOSIS – AXIS I:           (1)                                                                                                                      (2)

	DISCHARGE TYPE

	 FORMCHECKBOX 
  Regular (Completed Treatment)
	 FORMCHECKBOX 
  Refused Care (Refused Treatment Referrals)
	 FORMCHECKBOX 
 Noncompliance (Did not follow treatment recommendations)

	 FORMCHECKBOX 
  AMA (Against Medical or Clinical Advice)
	 FORMCHECKBOX 
  No Care (No Discharge Referrals/Plan Made)
	 FORMCHECKBOX 
 Administrative (Violation of program rules)

	 FORMCHECKBOX 
  Transfer (transfer to higher level of care, or same level of care at a different location)
	 FORMCHECKBOX 
 AWOL (Left inpatient level of care without permission/staff knowledge)

	 FORMCHECKBOX 
  Other (Please describe):


	

	Did the client complete treatment?          FORMCHECKBOX 
   Yes                      FORMCHECKBOX 
  No                              Number of Sessions Attended (if known) 

	DISCHARGE PLAN

	Provider Name:
	

	Service/Level of Care:
	 FORMCHECKBOX 
  Group Therapy   FORMCHECKBOX 
  Individual Therapy   FORMCHECKBOX 
  Family Therapy   FORMCHECKBOX 
  IOP   FORMCHECKBOX 
PHP   FORMCHECKBOX 
   Other  (Please Specify) 

	Date of 1st Appointment:
	

	Discharge Medications:
	

	
	

	If there was no Plan, please explain :
	

	
	

	
	

	
	             

	Living Arrangements at Discharge
	 FORMCHECKBOX 
 Homeless    FORMCHECKBOX 
Dependent Living (Residential, Halfway house, Supportive Housing, Shelter)     FORMCHECKBOX 
Independent 

	
	

	DCF Involvement:
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No   (if yes please complete the questions below):

	
	DCF Case Status:  FORMCHECKBOX 
Closed case           FORMCHECKBOX 
Active Case 

DCF Notified of Discharge Plan   FORMCHECKBOX 
Yes        FORMCHECKBOX 
No    (If yes, the date of notification,     _______/_________/________)

                                                                                                                                               mm             dd             yyyy

Name of DCF Worker: _______________________________________________________________________


Form Completed By:







  Telephone #:____________________  Date:





*Discharge Notifications may be submitted by fax to:  Advanced Behavioral Health, Inc. at (860) 638-5302 

 Project SAFE requires Discharge Notification for all authorized PHP or IOP services.  
