Coastal Behavior Health Services, Inc.


      DISCHARGE SUMMARY

Date of placement: 
                  
 Date of discharge: ____________        Time of discharge: _____________
Name, address, telephone number, and relationship of the person to whom the client was discharged:

_________________________________________________________________________________________________
Discharge diagnosis: 














Treatment Goals:  _____Met       _____Progress towards goal made but not completed      _____Not Met   

Last Face To Face Contact date:



Type of Discharge: 
_____Treatment Completed   ____ Refused Treatment   ____Therapeutic   ___Medical  
______   Client Choice                  _____Other: 








Summary of services provides: 




















________________________________
Unmet needs/goals: 





















________________________________
Plan for services to address unmet needs/goals:  



________________________________
_________________________________________________________________________________________________
Medication Information at time of discharge: 
	
MEDICATION
	DOSAGE
	NUMBER/QUANTITY RETURNED AT DISCHARGE

	
	
	

	
	
	

	
	
	

	
	
	


Prescription medication given to: 











Client Present At Discharge: _____Yes   _____No
Client Signature







Date
Signature of Parent, Guardian, or Custodian



Date
Staff Signature






      
Date
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