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BHP DISCHARGE SUMMARY

	Patient Name: 
	DOB: 

	Provider of record (print name): 
	BHP Authorization #: 

	

	Last Date of Service: 

	DSM-V Diagnoses:

Primary:      
Additional Diagnosis:              Additional Diagnosis:               Additional Diagnosis:      

	

	Clinical Data:  

	Was the patient prescribed mental health medication during this episode of care?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

If Yes, please note medication:      
Was the patient compliant with medication at the time of discharge?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

	Is the patient under the age of 18?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    If No, move to substance abuse problems section. 

If Yes, were 90847/90846 sessions a part of the treatment provided?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   If No, explain why 
Were the parents/care takers involved in the treatment?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    If No, explain why: 

	Substance abuse problems addressed?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A    

	Medical conditions addressed?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No     FORMCHECKBOX 
N/A

	Please check the reason(s) that episode of care ended 

 FORMCHECKBOX 
Patient and therapist mutually agreed that the treatment goals were accomplished

 FORMCHECKBOX 
Patient’s insurance coverage terminated

 FORMCHECKBOX 
Patient stopped coming

 FORMCHECKBOX 
Therapist discontinued treatment. Explain rationale:       

 FORMCHECKBOX 
Therapist referred the patient to alternate or less intensive mental health services. Explain rationale: 
 FORMCHECKBOX 
Therapist referred patient to higher level of care. Explain rationale: 

	

	Coordination of care

	Were there other providers involved during this episode of care?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Check all that apply:  FORMCHECKBOX 
Psychiatrist     FORMCHECKBOX 
PCP   FORMCHECKBOX 
Day treatment program    FORMCHECKBOX 
Hospital for psychiatric care      FORMCHECKBOX 
Other psychotherapy   FORMCHECKBOX 
CD treatment     FORMCHECKBOX 
Social worker    FORMCHECKBOX 
Probation officer    FORMCHECKBOX 
Other, explain: 

	Was a copy of the treatment plan(s) sent to other provider(s) involved?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    

If No, check all that apply:  

 FORMCHECKBOX 
Care coordinated verbally      FORMCHECKBOX 
Provider sent written information    FORMCHECKBOX 
Patient declined to authorize exchange information with other providers    FORMCHECKBOX 
Provider believed that providing information about the treatment plan to others would be detrimental to the patient  FORMCHECKBOX 
Provider and other provider(s) share the same chart     FORMCHECKBOX 
Other, explain: 


Provider Signature (print name):          Date:      
BHP Care Management

Toll free: 1 (866) 604-2739 
1405 North Lilac Drive, Ste. 151 

Local (763) 486 4445

Golden Valley, MN 55446 

Fax (763) 486 4437

www.bhpcare.com 


cmmail@bhpnet.com 
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