Organization Name
Address/phone/fax/web address 


Discharge Plan


Client Name: _______________________________
Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: ________________________

Communication Preference (circle one):       Text     Phone     Email     App Messenger  

MAT Prescriber: ________________________________ Date of Service: ___________
Organization Name: _______________________________________ 
	Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: _________________________

Primary Care Physician/ CNP: _____________________________ Date of Service: ___________
	Organization Name: _______________________________________ 
	Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: _________________________

Psychologist: ________________________________ Date of Service: ___________
	Organization Name: _______________________________________  
	Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: _________________________

Psychotherapist: ________________________________ Date of Service: ___________ 
	Organization Name: _______________________________________
	Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: _________________________

Dentist: ________________________________ Date of Service: ___________
	Organization Name: _______________________________________ 
	Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: _________________________


Treatment Facility: ________________________________ Date of Service: ___________
	Organization Name: _______________________________________ 
	Address: _________________________________________________
City/ State/ Zip: ___________________________________________
Phone: ___________________ Email: _________________________

Emergency Contact: 
Phone: ___________________ Email: _________________________

Accountability Partner Name: 
Phone: ___________________ Email: _________________________

Support Person Name: 
Phone: ___________________ Email: _________________________

Support Person Name: 
Phone: ___________________ Email: _________________________


Referral Sources:
Local hospital
Local MH hospital
Local AOD Hospital
Psychology Today: https://www.psychologytoday.com/us?tr=Hdr_Brand
Organization Phone









