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DISCHARGE SUMMARY

CLIENT NAME:

 DOB:


Therapist Name/Credentials:

Discharge date:  
Primary Presenting problem/Reason for referral:  
Final Multi-Axial Diagnosis:

Treatment provided: 
Client Response to treatment:

Clinical condition at termination: 
Recommendations made to client: 
Referrals given to client if any: 
Treatment goals met?                  Yes              No
Therapist Signature: _________________________Date: _________________________

Supervisor Signature: ________________________Date:_________________________

