
SAN MATEO COUNTY BHRS


 DISCHARGE FORM
CLIENT NAME______________________CLIENT ID__________________


PROVIDER/TEAM_____________________________________________


	THERAPIST_________________DISCHARGE DATE_____________________

Living Arrangement at Discharge (Place a check mark to identify the client’s living arrangement at discharge)
____House or apartment (includes trailers, hotels, dorms, barracks, etc.)

____House or apartment and requiring some support with daily living  activities (applies to adults only)

____House or apartment and requiring daily support and supervision  (applies to adults only)

____Supported housing (applies to adults only)

____Foster family home

____Group Home (includes Levels 1-12 for children)

____Residential Treatment Center (includes Levels 13-14 for children)

____Community Treatment Facility

____Board and Care

____Adult Residential Facility, Social Rehabilitation Facility, Crisis Residential, Transitional Residential, Drug/Alcohol Facility

____Mental Health Rehabilitation Center (24 hour)

____Skilled Nursing Facility/Intermediate Care Facility/Institute of  Mental Disease (IMD)

____Inpatient Psychiatric Hospital, Psychiatric Health Facility (PHF), or Veterans Affairs (VA) Hospital

____State Hospital

____Justice related (Juvenile Hall, CYA home, correctional facility, jail, etc.)

____Homeless, no identifiable residence

____Other

____Unknown / Not Reported



	DISCHARGE DSM5 DIAGNOSIS
	ICD-10
	√ AOD
	√ P

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	General Medical Conditions.  Circle # identifying physical health condition(s) as reported by client



	Circle Number for Condition 
	Circle Number for Condition 
	Circle Number for Condition 

	17 = Allergies
	
	12 = Diabetes
	
	29 = Muscular Dystrophy
	

	16 = Anemia
	
	09 = Digest Reflux, Irritable Bowel
	
	15 = Obesity
	

	01 = Arterial Sclerotic Disease
	
	34 = Ear Infections
	
	21 = Osteoporosis
	

	19 = Arthritis
	
	26 = Epilepsy/Seizures
	
	30 = Parkinson’s Disease
	

	35 = Asthma
	
	02 = Heart Disease
	
	31 = Physical Disability
	

	06 = Birth defects
	
	18 = Hepatitis
	
	08 = Psoriasis
	

	23 = Blind/Visually Impaired
	
	03 = Hypercholesterolemia
	
	36 = Sexually Transmitted 
	

	22 = Cancer
	
	04 = Hyperlipidemia
	
	32 = Stroke
	

	20 = Carpal Tunnel Syndrome
	
	05 = Hypertension
	
	33 = Tinnitus
	

	24 = Chronic Pain
	
	14 = Hyperthyroid
	
	10 = Ulcers
	

	07 = Cystic Fibrosis
	
	27 = Migraines
	
	37 = Other
	

	25 = Deaf/Hearing Impaired
	
	28 = Multiple Sclerosis
	
	99 = Unk/Not Report’d. GMC
	


Completion Date:_______________________  Assessor’s Signature: ____________________
NOTE: If you need to make a change to any of the information shown above that has already been submitted to MIS, simply cross out the information, write the correction above it and re-submit to MIS at fax number 650-573-2110.
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