EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER, INC.

POST DISCHARGE STATUS @ TWO MONTHS
Consumer name: _______________________________________ Chart #: ________________

SSN: ____________________________________ Date of Birth: ________________________

Parent/Guardian Name, if minor:  _________________________________________________
Discharge date: ________________________ Phone number: __________________________

Mailing address: ______________________________________________________________

Clinician of record: ____________________________________________________________
Contact made by:  


 FORMCHECKBOX 
 Face-to-face         


 FORMCHECKBOX 
 Phone      FORMCHECKBOX 
 Phone: Left Message     FORMCHECKBOX 
 Phone: No Answer     FORMCHECKBOX 
 Phone is not in service


 FORMCHECKBOX 
 Letter       FORMCHECKBOX 
 Letter returned by Post Office              FORMCHECKBOX 
 Unable to Locate

Date contact made: _____________________ Staff involved: ___________________________

Consumer currently receiving services from: _________________________________________

Other Consumer comments: ______________________________________________

__________________________________________________________

Additional services needed from EFC:         FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

Referred to ___________________________________ for follow-up on __________________

                                           EFC staff                                                                        Date

Comments: 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________
__________________________________________________________________
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