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CONCURRENT OR DISCHARGE REVIEW INFORMATION
Please fax to: Behavioral Health Unit Toll Free: 1.866.616.6255

Today's Date:

Patient Name:

ID #: Date of Birth:

Referring Physician:

Admitting Physician:

Name: Phone Number:

Information Submitted By:

Fax: Date of Review:

Facility Name:

Admission Date: Room Number:
Clinical Disorders/Syndromes Diagnoses Code:

Personality Disorders/Intellectual Disabilities  Diagnoses Code:

Relevant Medical Issues/Physical Problems
Does the patient have a current medical conditfion linked to the Axis 1 or 2 diagnoses?2

[l Yes [ No Describe:

Psychosocial Stressors

Please indicate the severity of current Psychosocial Stressors:

[ ] None [] Mild [] Moderate [] Severe

GAF Score  Highest Past Year: Current:

1110 Main Street, Wheeling, WV 26003-2704 ¢ P: 1.800.624.6961

healthplan.org



T

HealthPlan

Suicidal Ideation O ideation O Pian O intent O None
Homicidal Ideation [ 1deation O Plan O Intent [0 None

Anticipated Discharge Date (if applicable):

Follow-Up Appointment(s) Scheduled:

Discharge Address:

Discharge Phone:
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[ yes I No
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