DISCHARGE SUMMARY
Client name: ____________________________________ Date: _____________

Other participants (name and relationship):


Final Diagnosis:

AXIS I. 
 (primary) ________________________________________
           
 (secondary) ______________________________________
           
  ________________________________________________
AXIS II.
  ________________________________________________
AXIS III.   ________________________________________________
AXIS IV.  ________________________________________________

  ________________________________________________
AXIS V.
  Intake GAF: ____   Current: ____   Highest past year: _____


Reason(s) for discharge: _______________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

___________________________________________________________

Symptom/impairment still present: ________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Goal progress and improvement: _________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Remaining needs/recommendations for additional services: (including specific referrals made at time of discharge) ___________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Clinician Signature ________________________________________  Date __________

Utilized treatment methods:


□ Individual psychotherapy


□ Couple psychotherapy


□ Family psychotherapy


□ Social skills training


□ Behavior modification                       training


□ Psycho-education


□ Supportive services and/or


	symptom monitoring


□ Play therapy


□ Other referral


□ Other: _________________





Final treatment frequency:


□ Weekly


□ Bi-weekly


□ Monthly


□ Other: _________________











