










         Type of Discharge:

 (  ) Voluntary












 (  ) Involuntary
Participant Name:





Agency & Program:





Date of Admission:                                                              Date of Discharge:                          
         ___

The following items are to be included and numbered in your documentation:

1. Significant Historical Findings Warranting Need for Psychosocial Services: (a) Include AODA related conditions:  

i. (b) Physical health assessment (medical conditions, allergies, etc.): 
2. Client Strengths:
3. Reason for discharge.
4. Client status and condition at discharge (including the consumer’s progress toward the outcomes specified in the service plan).
5. Continuing Care Plans:     (a) Recommendations/referrals/follow-up.

         (b) Natural Supports.

                                                    (c) Prescribed medications.

6.  (CCS only) Documentation of the circumstances, as determined by the consumer and recovery team, that would suggest a renewed need for psychosocial rehabilitation services.  
​​​​​​​​​​___________________________________________________________________________________________________________

Final Diagnosis: List the relevant final diagnoses (including severity specifiers, where indicated)

 and medical conditions, psychosocial and contextual factors.
__________________                    ____________________________________


                                                                      Date                                             
Participant (for planned discharge)
__________________

___________________________________

 Date                                                Care Coordinator 
__________________










Date



Care Coordinator Supervisor / Mental Health Professional
                                                         CCS DISCHARGE NOTE

