Sample Discharge Summary

*Written discharge summary must be completed within 30 days of dischargeLegal Guardian: _____________________			Relationship: ____________________
Address: ___________________________			Phone Number: __________________
Email: ________________________________
Service Provider: __________________________________________________________________________
Case Manager: _____________________________   Date of Discharge Summary: ________________________
Name: ___________________________	_			DOB: __________________________
Address: ____________________________________________________________________________
Medicare #: ________________________			Medicaid #______________________



1. Reason for Admission to service:


2. Discharge Date: 


3. Reason for Discharge:


4. Description of the individuals’ or authorized representative’s participation in discharge planning:


5. Individual’s current level of functioning or functioning limitations and/or most recent SIS score, if applicable:


6. Level of I/DD severity:
□	Mild
□ 	Moderate
□ 	Severe
□	Profound



7. Recommended procedures, activities, or referrals to assist the individual in maintaining or improving functioning and increased independence:

8. The status, location, and arrangements that have been made for future services:


9. Progress made by the individual in achieving goals and objectives identified in the ISP and summary of critical events during service provision:




10. Discharge medications prescribed by the Licensed Healthcare Provider, if applicable (or attach MAR):


11. Signature of person completing Discharge Summary:





