Discharge Summary

Client Name: _______________________________________________        Date: _____________________
Admitting Date: _____________________     Discharge/Termination Date: __________________________
Admitting Diagnosis: _______________________________________________________________________
Treatment Level Recommended:  _____ Short Term   _____    Long Term    _____ Day Tx     _____ IOP
The client successfully completed the recommended treatment program:      _____ Yes        _____ No
Treatment program hours completed:  _______________________________________________________
Nature of Discharge:     Tx Completed: ________       Withdrew from Tx: _______      Transfer: ________
Treatment Outcome (program attendance & participation, family involvement, 12 Step attendance, achievement of treatment goals and expectation):

____________________________________________________________________________________________________________________________________________________________________________________ 
Discharge Plan:  ___________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
Referrals:  ________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Discharge Diagnosis: _______________________________________________________________________

	ASAM DIMENSIONS AT TIME OF DISCHARGE
	RISK RATING AT TIME OF DISCHARGE

	1. Acute Intoxication/Withdrawal
	0
	1
	2
	3
	4

	2. Biomedical Conditions and Complications
	0
	1
	2
	3
	4

	3. Emotional/Behavioral/Cognitive Conditions
	0
	1
	2
	3
	4

	4. Readiness to Change
	0
	1
	2
	3
	4 / 4b

	5. Relapse/Continued Use Potential
	0
	1
	2
	3
	4 / 4b

	6. Recovery/Living Environment
	0
	1
	2
	3
	4 / 4b




Counselor Signature/Credentials: _______________________________________________ Date: ________

Counselor Printed Name/Credentials: _________________________________________________________

[bookmark: _GoBack]Client Signature (when applicable): _____________________________________________ Date: ________

