Consumer Name_________________​​​​​__________  Service Record #________________________
Date the PCP planning participants met to develop this discharge/transition plan:__________
Consumer Name​​​​​​​​​​​​​​_____________________________
 Service Record #______________________
MID____________________________________     
  DOB______________________________


Medicaid/State-funded Consumer Discharge/Transition Plan

This completed document must be submitted to the LME, along with the Transition Spreadsheet, in accordance with the benchmarks listed in Special Implementation Update #79.
The consumer will be discharged or will transition to a CABHA or other outpatient provider and continue with the following services identified below. Please indicate either the expected discharge date or date of transition to a CABHA or other outpatient provider and identify the anticipated CABHA provider or other outpatient provider.
□ Expected date of discharge 

___/___/___
□ Community Support Team

___/___/___ Provider: _________________________________

□ Intensive In-Home


___/___/___ Provider: _________________________________

□ Day Treatment


___/___/___ Provider: _________________________________
□ MH/SA Targeted Case Management
___/___/___ Provider: _________________________________
□ Outpatient Therapy                    
___/___/___ Provider: _________________________________
□ Medication Management                    
___/___/___ Provider: _________________________________

□ Other________________________
___/___/___ Provider: _________________________________

Explain your plan for transition to new services and supports (i.e. engaging natural and community supports, transition meetings with new providers, etc.)  Who will do what by when?

__Activity_____________ResponsibleParty__________________ImplementationDate__________________________________________________________________________________________________________________
___________________________________________________________________________________________
The following potential barriers to success of the discharge/transition plan have been identified and addressed.

______________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________
I, ________________________________(consumer, guardian) acknowledge that I have been given an opportunity to review the list of Certified CABHA providers within my county.  I understand that only medically necessary services will be authorized and that it is my choice to select a provider that will address my needs for services.

I understand that I can contact my LME to get additional information about providers that I might choose or if I experience any difficulty in changing providers.

Please check the appropriate box to indicate you selection:

	


I chose to discharge from services at this time.  I understand that I can contact my LME at any time if I need immediate assistance with my mental health needs or want to re-engage with services.

	


I choose to continue in services and have picked _________________________ as the agency I would be transferred to.

__________________________________


________________________

Consumer/Legal Guardian Signature



Date

__________________________________


________________________

QP signature






Date
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