	State of Delaware
	Division Of Prevention And Behavioral Health Services
PROVIDER DISCHARGE SUMMARY

(to be completed by providing agency)
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	The Department of Services

For Children, Youth and

Their Families
	



	CLIENT NAME:          

PARENT/GUARDIAN NAME:      
ADDRESS:     
PHONE NUMBER:     
AGENCY:                      

DATE OF ADMISSION:                                      

	DOB:     
LEVEL OF CARE:     
DATE OF DISCHARGE:     


	


REASON FOR DISCHARGE: (check all that apply)
 FORMCHECKBOX 
 Successfully Completed Treatment with referral to another agency

 FORMCHECKBOX 
Discharged Without Completing Treatment

 FORMCHECKBOX 
Family accepted referral
 FORMCHECKBOX 
Family declined referral

 FORMCHECKBOX 
 Successfully Completed Treatment without referral to another agency
 FORMCHECKBOX 
Discharged Against Staff Advice


 FORMCHECKBOX 
Client Reached Max Benefit





 FORMCHECKBOX 
Transfer of Responsibility to Another Agency


 FORMCHECKBOX 
Client Refuses Services






 FORMCHECKBOX 
 Administrative Discharge
 FORMCHECKBOX 
 Runaway/AWOL






 FORMCHECKBOX 
Emergency Discharge
 FORMCHECKBOX 
 Discharged: Detention/Corrections       



 FORMCHECKBOX 
 Other:       
REASON FOR ADMISSION AND PRESENTING PROBLEM: 
     
DEVELOPMENTAL & SOCIAL HISTORY:
     
ASSESSMENT OF CHILD/FAMILY SYSTEM:

     


STRENGTHS OF THE CHILD:


     

STRENGTHS OF THE FAMILY:


     



ABILITIES, NEEDS, PREFERENCES OF THE CLIENT/FAMILY:

     
PROGRESS WHILE IN TREATMENT: 
	
	Regression
	No

Progress
	Slight

Progress
	Moderate

Progress
	Significant

Progress
	Resolution of Problems

	Presenting Problem (Specify):     

	     
	     
    
	     
	     
	     
	     

	Other Identified Problems (Specify):      

	     
	     
    
	     
	     
	     
	     

	Specify:      

	     
	     
    
	     
	     
	     
	     

	Specify:      

	     
	     
    
	     
	     
	     
	     

	Overall Progress in Treatment      

	     
	     
    
	     
	     
	     
	     



SUMMARY OF CLIENT INVOLVEMENT/RESPONSE TO TREATMENT:


     
SUMMARY OF FAMILY INVOLVEMENT/ RESPONSE TO TREATMENT:


     

MODALITIES USED:


     
UNRESOLVED PROBLEMS: 
     
SUMMARY OF PSYCHIATRIC INTERVENTION:
     
SUMMARY OF EDUCATIONAL INTERVENTION:
     
DISCHARGE DIAGNOSES IMPRESSION:
Axis I  
     
Axis II      
Axis III      
Axis IV      
Axis V       
CONDITION AT DISCHARGE:

     
DISCHARGE PLANS AND RECOMMENDATIONS: 

     
Does the parent/guardian agree with the discharge plan? 
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Did the parent/guardian receive a copy of the Transfer Instruction Sheet?
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

_____________________________________

_____________________________________

Client (when applicable)

Date


Parent/Guardian (when applicable)
Date

_____________________________________ 

_____________________________________

Therapist



Date


Supervisor



Date

     







     
Agency






Level of Care

1
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