DREAMWEAVERS UNLIMITED, INC.

Consumer Discharge Form

Consumer Name: 













Record #: 


  Medicaid #: 




 DOB: 




Address: 















Home Phone: 





 Mobile Phone: 






Service being discharged:  (circle one)

HCS
PC
Respite     HCS Group        Supported Employment
Individual Caregiver Training
         

Speech

Private MT
       
CBRS
    
IMH
 
OPT

Service start date: 




 Last date of service: 





Diagnosis: 














Transferred to: 














Referral options provided: 










































Follow up needed: 











































Result of services provided by Dreamweavers: 







































Reason for termination:  (circle one)


moved 

changed providers

non-compliance
aged out

not satisfied

no response 
parent discontinued

did not qualify
unknown 

outcomes met

other: 















Signature




Credentials




Date

Location: L/Forms/Consumer Discharge Form


Created: 4/29/09








