                  DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

Therapeutic Services
DISCHARGE SUMMARY FOR THERAPEUTIC SERVICES


	Person Supported:________________ 
	Address: ___________________

	ISP Effective Date: ___________

	ISC/ Agency: ______________

	Agency Provider: ____________
	PCP: ____________________  



	Service Provided:
 ___Nutrition  __Occupational Therapy  ___Physical Therapy   ___Speech Language Therapy  ___Orientation and Mobility ____Other _______________________________________


	Effective date of discharge:_________________________

Reason for discharge:
 FORMCHECKBOX 
  Discharged due to achieving goals 

 FORMCHECKBOX 
  Discharged at request of person supported, family, conservator, circle of support

 FORMCHECKBOX 
  Expired

 FORMCHECKBOX 
  Transferred to another provider

 FORMCHECKBOX 
  Other________________________________________________________________________


	Analysis of the services provided and their benefit to the person using services:


	Status at the time of discharge:


	Relevant indicators for re-referral (as applicable):


	Service Provider’s Signature/Credentials: _______________________________ Date:_______________
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