Integrated Therapy Solutions of Oklahoma, LLC
Discharge Summary

(To be completed within 30 days of termination of services)

CLIENT NAME: __     _________________________________________________________    ADMISSION DATE: ____     ____
PRIMARY CLINICIAN: __     ___________________________________     DISCHARGE DATE: __     __TRANSFER DATE: __     __
I.    Presenting Problem: 

Described by client during assessment:

     
III.         Diagnoses 
At Initial Assessment

Diagnosis I:      
Diagnosis II:      
Diagnosis III:      
V. Medication:

 What Patient was prescribed at Intake?

Drug Name

Dose
     Frequency

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           


What Patient was prescribed at Discharge?

Drug Name

Dose
     Frequency

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           

	     
	     
	           


II.    Assessment:

Initial Condition: Mental Status, Affect, High Risk                                  Indicators, Medical Director’s Impressions, 

Clinical Strengths

     
IV.    Services:  List services provided

     
VI.     Final Assessment of patient/prognosis                                                       Referrals/Recommendations:  Strengths, needs, abilities and preferences at discharge. Include extent to which goals/objectives were achieved and the reason for discharge.                                                               

     
     




     
Therapist Signature                       DATE
 FORMCHECKBOX 
 DISCHARGE CDC COMPLETED IN MILAN    

 FORMCHECKBOX 
 TRANSITION PLAN COMPLETED (IF CLIENT IS PRESENT)
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Client Name: __________________________________


