Client Name: _____________. ID#: ____________________	 DOB: ___________________
Discharge/Transfer Summary
Admission Date/Time: _____________ ____________
Discharge/Transfer Date/Time: __________________
Discharge/Transfer Practitioner:  ________________
Transfer Point of Contact (optional): _____________

Discharge/Transfer Reason: _____________________________________________________________________________
_____________________________________________________________________________
______________________________________________________________________________
Discharge/Transfer Plan:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Episode Summary
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Current Mental Status/Physical Exam: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Prognosis:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Dietary Notes:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Client Strengths:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Other Important Information:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Client Diagnoses:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Client Medications: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________




Print Name: _____________.  Signature: _____________.  Effective Date: _____________.


