Interruption and Change in Service Delivery: Higher Level of Care
Client name ___________________________________________ # ____________________________
Client was referred to a higher level of care:
___ Partial hospital program			___ Psychiatric hospital
___ Crisis stabilization				___ other: _____________________________
[bookmark: _GoBack]Admission Date ___________________		Targeted Discharge Date ________________________
Name of facility: ________________________________________________________________
Facility contact person: __________________________________ phone# __________________
Date release of information form was provided to the facility ___________________________________
Describe your contact or plan to coordinate care with the facility _______________________________
__________________________________________________________________________________________________________________________________________________________________________
Was the client’s crisis plan followed?  _____________________________________________________
Who initiated the referral to this higher level of care? _________________________________________
Why was this client referred to a higher level of care? Please explain behaviors or concerns: __________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Services utilized to prevent referral to higher level of care:
____ phone call with provider ____________________________________________________________
____ face to face with provider ___________________________________________________________
____ mobile crisis team _________________________________________________________________
____ other ____________________________________________________________________________
Describe your plan to correct and prevent further disruption to this client’s in-home services: ________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Provider signature, credentials, & date____________________________________________________
Supervisor signature, credentials, & date __________________________________________________
