Unified Discharge Summary - Social Work

	Discharge Date:
	     
	Legal Status Upon Discharge:
	 FORMCHECKBOX 

	Voluntary
	 FORMCHECKBOX 

	Involuntary
	 FORMCHECKBOX 

	Court Order

	Outpatient Commitment Status:
	     
	Expiration Date:
	     

	

	Agency Referred to:
	 FORMCHECKBOX 

	Oconee at
	     
	 FORMCHECKBOX 

	Middle Georgia at
	     

	
	 FORMCHECKBOX 

	River Edge at
	     
	 FORMCHECKBOX 

	Phoenix at
	     


	
	 FORMCHECKBOX 

	Department of Corrections
	 FORMCHECKBOX 

	Other:
	     

	Address:
	     

	

	Attention (Name of Staff):
	     

	Phone Number:
	     
	Fax Number:
	     

	Date of Appointment:
	     
	Time of Appointment:
	     
	 FORMCHECKBOX 

	AM
	 FORMCHECKBOX 

	PM

	

	Community/Residential Arrangement (Give Address and Phone Number):
	 FORMCHECKBOX 

	Home
	 FORMCHECKBOX 

	Other

	
	Address:
	     

	
	

	
	Phone Number:
	     
	Fax Number:
	     

	

	Possible Psychosocial Risk Issues:
	Additional Comments/Information

	 FORMCHECKBOX 

	Impaired/inadequate personal support system
	     

	 FORMCHECKBOX 

	Negative peer influence
	     

	 FORMCHECKBOX 

	Lifestyle changes
	     

	 FORMCHECKBOX 

	Lack of transportation
	     

	 FORMCHECKBOX 

	Lack of services
	     

	 FORMCHECKBOX 

	Lack of knowledge of illness/disability
	     

	 FORMCHECKBOX 

	Volatile living environment
	     

	 FORMCHECKBOX 

	Spiritual, cultural, or ethnic issues
	     

	 FORMCHECKBOX 

	Vulnerable to abuse/abuse victim
	     

	 FORMCHECKBOX 

	Abuse of others/evidenced by history
	     

	 FORMCHECKBOX 

	Educational problems
	     

	 FORMCHECKBOX 

	Occupational problems
	     

	 FORMCHECKBOX 

	Financial problems
	     

	 FORMCHECKBOX 

	Inadequate housing 
	     

	 FORMCHECKBOX 

	Disruptive in placement
	     

	 FORMCHECKBOX 

	Foster care
	     

	 FORMCHECKBOX 

	Legal/incarceration
	     

	 FORMCHECKBOX 

	Family medical/psychiatric issues
	     

	 FORMCHECKBOX 

	Physical health problems
	     

	 FORMCHECKBOX 

	Non-compliance with:
	     

	
	 FORMCHECKBOX 

	Medication
	     

	
	 FORMCHECKBOX 

	Treatment recommendations
	     

	 FORMCHECKBOX 

	Resistance/denial
	     

	 FORMCHECKBOX 

	Chronic mental illness with:
	     

	
	 FORMCHECKBOX 

	Hallucinations
	     

	
	 FORMCHECKBOX 

	Delusions
	     

	
	 FORMCHECKBOX 

	Paranoia
	     

	
	 FORMCHECKBOX 

	Other
	     

	 FORMCHECKBOX 

	Poor Coping Skills As Evidenced by:
	     

	
	 FORMCHECKBOX 

	Social isolation/withdrawal
	     

	
	 FORMCHECKBOX 

	Depression
	     

	
	 FORMCHECKBOX 

	Suicidal behavior
	     

	
	 FORMCHECKBOX 

	Self-injurious
	     

	
	 FORMCHECKBOX 

	Alcohol abuse
	     

	
	 FORMCHECKBOX 

	Substance abuse, other than alcohol
	     

	
	 FORMCHECKBOX 

	Aggression/violence

	     

	
	 FORMCHECKBOX 

	Other
	     

	 FORMCHECKBOX 

	Other:
	     

	

	Recommended Aftercare Interventions:

	 FORMCHECKBOX 

	Client education
	 FORMCHECKBOX 

	Counseling
	 FORMCHECKBOX 

	Family education
	 FORMCHECKBOX 

	Family counseling
	 FORMCHECKBOX 

	Residential

	 FORMCHECKBOX 

	Medication
	 FORMCHECKBOX 

	Day Treatment
	 FORMCHECKBOX 

	Substance abuse services
	 FORMCHECKBOX 

	Vocational rehabilitation

	 FORMCHECKBOX 

	Case management/community support
	 FORMCHECKBOX 

	Other:
	     

	

	Notified of Client’s Release:

	
	Name, Address, and Phone Number
	     

	
	

	
	Notified of:
	 FORMCHECKBOX 

	Client’s discharge date
	 FORMCHECKBOX 

	Continuity of care agency and appointment

	
	 FORMCHECKBOX 

	Other
	     

	

	Additional Comments:
	

	     

	

	

	

	

	 

	Released in the company of (Name/Relationship/Agency and Address):
	

	     

	

	Released to Name (Type/Print)
	     
	Signature:
	

	
	

	
	

	
	

	Signature

	

	
	
	     

	Title                                                                                  Date








	


Stamp Plate
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