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Fairfax County System of Care Office

Short Term Behavioral Health Service for Youth

DISCHARGE SUMMARY
	Client Name:   Click here to enter text.
	Final Diagnosis (ICD 10 Code):
 Click here to enter text.


STBH Start Date: Click here to enter a date.

          STBH End Date:  Click here to enter a date.
STATUS OF PROGRESS:




REASON CASE CLOSED:


Targeted Problems:


☐  Deteriorated




☐  Goals met/Client satisfied


☐  No Change





☐  Client dropped out against advice


☐  Minimal Improvement



☐  Client referred


☐  Moderate Improvement



☐  Client utilized all available sessions

☐  Significant Improvement



☐  Other: Click here to enter text.

☐  Not Addressed/Plan Changed







☐ Unknown:  ​​​Click here to enter text.
CONTINUED SERVICES RECOMMENDED: (check all that apply)

REFERRED LEVEL OF CARE


Client referred to:


☐  Substance use treatment





☐  Community resources


☐  Mental health treatment





☐  Outpatient


☐  Provider within insurance plan




☐  Intensive inpatient


☐  Community Services Board




☐  Inpatient


☐  Private non-profit behavioral health provider


☐ Other: Click here to enter text.


☐  Other private provider

☐  No referral


☐  Other: 
	Click here to enter text.


Provider/Facility/Resource information referred to: 

	
Name:

Click here to enter text.

	
Address:
Click here to enter text.

	
Phone: 

Click here to enter text.


FOLLOW UP:
Did client receive services for which they were referred?   

 ☐ Yes   
☐  No
Number of session attended by youth:   Choose an item.
Clinical Summary/Comments: 
	Click here to enter text.


Provider Name





Provider Signature/Date

	         
	


Revised: 8/2016
