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 One-Page Discharge Form 

Client Name:  Case #  

Clinician Name:  Discharge Date: 

Client is:      Private 

LifeWays 

Reason for Discharge (Choose only 1): 

Completed/Authorization Ended 

Deceased* 

Ineligible Insurance 

Transferred/Referred to: 
More Restrictive           Equal Transfer 

Client requested discharge 

Terminated by RT 

Incarcerated or released to/by 

courts* 

Moved 

No Show/Dropped out* 

What service is closing?  CSM ACT/IDDT OPT 

Ang Mgt BIP RT- Psychiatric  

Remains open to: CSM ACT/IDDT OPT 

Ang Mgt  BIP RT- Psychiatric NA  

Complete a DLA-20 upon discharge unless * above. 

Completed by: ______________________________________________ Date: _____________________ 

Management Initials when complete: _______________ 

CHECK ALL THAT APPLY 

TO RT SERVICES ONLY 

CHECK ALL THAT APPLY 

TO RT SERVICES ONLY 


	Date: 
	Discharge Date: 
	Text1: 
	Text2: 
	Text3: 
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Group15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Text29: 
	Check Box30: Off


