Fountain of Hope Family Services
Discharge Transition Summary

Client Name:____________________________________________ Member ID #_______________________________________  

Admit Date: _____/_____/____ Discharge Date: _____/_____/____ Primary Clinician: __________________________________  
Diagnosis. Presenting Problem at Intake

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Client Strength, Abilities, Needs, Preferences

Strengths:_________________________________________________________________________________________________

Abilities:_________________________________________________________________________________________________

Needs:___________________________________________________________________________________________________

Preferences:_______________________________________________________________________________________________

ASAM Criteria for Discharge or Transition to other level of care:
1.  The client has achieved goals articulated in his or her individualized comprehensive treatment plan, thus resolving the problems that justified admission at the present level of care.  Y  or  N   OR

(Yes to # 1 should result in discharge from current level of care to a lower level. )

2.  The client has been unable to resolve the problem(s) that justified admission to the present level of care, despite amendments to the treatment plan.  Treatment at another level of care or type of service therefore is indicated.  Y  or  N   OR

3. The client has demonstrated a lack of capacity to resolve his/her problem(s), r has developed a new problem(s), and can be treated effectively only at a more intensive level of care.  Y  or  N   OR

4. The client has experienced an intensification of his or her problem(s), or has developed a new problem(s), and can be treated effectively only at a more intensive level of care.  Y  or  N  

(Yes to #(s) 2-4 should result in a transfer to a higher level of care.  To document and communicate the client’s readiness to discharge or transfer to another level of care, each of the six dimensions of the ASAM criteria should be reviewed and documented [if applicable] in a progress note.)
Treatment Summary

Service Provided

           Outcome/ Client’s Response     




Progress Achieved
_________________________    ________________________________________________________      _________________
_________________________    ________________________________________________________      _________________

_________________________    ________________________________________________________      _________________

_________________________    ________________________________________________________      _________________

_________________________    ________________________________________________________      _________________

Reason for Discharge (use same as Client Data Core)
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
Recommendations

Released to following for follow-up:
( Self
     (  Parent
(  Child Welfare   

( Or Other, as :_________________________________________________________________________________________
Referrals:
_________________________________________________________________________________________________________

GAF Scores

(LOF) GAF score at intake: ______

(LOF) GAF score upon discharge: ______

( Increase (Condition Improved)

 (Decrease (Condition Worsened)

 ( No Charge

	Mental Exam: Evaluation Rating  


	Above Average

(1 point)  
	Average

(2 points)
	Slight

(3 points)
	Moderate

(4 points)
	Severe

(5 points)
	Extreme

(6 points)

	Feeling /Mood / Affect
	1
	2
	3
	4
	5
	6

	Thinking/ Mental Process
	1
	2
	3
	4
	5
	6

	Substance Use
	1
	2
	3
	4
	5
	6

	Medical / Physical
	1
	2
	3
	4
	5
	6

	Family
	1
	2
	3
	4
	5
	6

	Interpersonal
	1
	2
	3
	4
	5
	6

	Role Performance
	1
	2
	3
	4
	5
	6

	Socio-Legal
	1
	2
	3
	4
	5
	6

	Self Care / Basic Needs
	1
	2
	3
	4
	5
	6

	Community Integration
	1
	2
	3
	4
	5
	6

	Care Giver Resources
	1
	2
	3
	4
	5
	6

	Communication
	1
	2
	3
	4
	5
	6

	Total: 
	_________
	________
	________
	________
	________
	________


Total Final Score: _______      Mental Exam Score at Intake:   ________

( Increase (Condition Improved)

 (Decrease (Condition Worsened)

 ( No Charge
Additional information/case narrative/medications

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Confirming that Client has received a copy of After Care Plan (ACP) and 
      recommendations or referral for additional services if needed or requested. 
      (use attached ACP)
(Client not present at discharge; reason: ___________________________________

   _______________________________________________________________
______________________________________________     ______________________________________     _____/_____/_____

Client Signature                                                                       Parent/Guardian Signature                                       Date
______________________________________________     ______________________________________     _____/_____/_____

Staff Signature                                                                         Credentials                                                               Date
_________________________________________________________________
FOHFS Requires the following for Discharge/Case Record Closing:

PLANNED DISCHARGE:

Discharge Summary – signed by Client and Counselor
Discharge Progress Note

Discharge DataCore

(FOR AOD) Discharge Verification by ASAM-PPC criteria

(FOR AOD) ASI or T-ASI follow-up

(FOR AOD) ODMHSAS Client Satisfaction Survey

UNPLANNED DISCHARGE:

Discharge Summary – signed by Counselor

Discharge Progress Note

Discharge DataCore

_________________________________________________________________
**(please complete & copy for client to take upon discharge)**

Changing Times Counseling, with your consent, shall follow-up with you within or up to 90 days from today’s discharge.

AFTERCARE PLAN FOR____________________________Date:          _________
Recommendations are for the following:

( Self-Help Meetings, as:______________________________________________________

( Self-Help Meetings:  90 meetings in 90 days, gain sponsor

( Self-Help Meetings:  5 meetings per week, 20 per month with sponsor

( Self-Help Meetings:  1 meeting per week, begin service work at 6 months

( Drug Testing Services, as:___________________________________________________

( Medical, as:______________________________________________________________

( Education/Employment, as:__________________________________________________

( Legal, as:________________________________________________________________

( Family/Social, as:__________________________________________________________
( Emotional/Health, as:_______________________________________________________

( Self Care, as:_____________________________________________________________

( Other Referral, Contact:_____________________________________________________

( Other Referral, Contact:_____________________________________________________
Higher Level of Care Recommendations are for the following:

( Referral, Contact:__________________________________________________________
( Other Referral, Contact:_____________________________________________________
( Other Referral, Contact:_____________________________________________________
Treatment is completed

( no other referrals, linkage, or advocacy is recommended. 

_________________________________________________________________
FOLLOW-UP DCOUMENTATION 
CONTACTED BY:__________________________________________ DATE/TIME:___________________________________

IF RESULTS, FORWARDED TO: _____________________________ DATE/TIME:___________________________________
1.  Do you need any assistance with any of the recommendations or referrals made?   ( Yes     ( No
2.  Is there anything new that has occurred for you that you would like help with?

     _______________________________________________________________________________

     _______________________________________________________________________________

3.  If Yes to any of above, how would you like us to help you or what type of help would you like?

     _______________________________________________________________________________

     _______________________________________________________________________________
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