ACUTE & RTC EXTENSION TEMPLATE

Date of Review:        
Caller and Phone Number:        
DOA:       
Realistic Discharge Criteria/Date (also copy & paste in CC DC section):        
DOCTOR:        
CURRENT MEDS/Dosage:        
MED CHANGES SINCE LAST REVIEW:        
PAST MEDS (dosages, dates, if known):        
Diagnosis Updates (include GAF):          
· If MR, IQ:        
CURRENT CLINICAL (specific behaviorally descriptive terms/AEB): 

· Evidence of Active Treatment:        
· Continued Suicidal/Homicidal (if yes, provide details):          
· Aggression/Tantrums (dates, frequency, duration, intensity, resulting injuries to self/others/property, triggers):        
· Self Mutilation (include details):        
· Psychotic Behaviors (resulting in a danger to self or others) and/or Unable to Care for Self:        
· School Issues:        
· Current Sleep Pattern:        
· Current Eating Habits:        
· Progress/Regression on Issues/Behaviors/Discharge Criteria:        
· Changes/Modifications in Treatment Approach/New Interventions since Last Review (includes star charts, levels, changes due to seclusion/restraint, lack of progress, regression):        
· New Treatment Issues:        
· Seclusion/Restraint/Now meds (dates, triggers, meds, dosages):        
· Interventions in lieu of Now Meds:        
· 1:1 or Special Staffing/Special Precautions during Review (include details):        
Other Information to support continued stay at this level of care with this provider:        
Psych testing (past/pending/results):        
FT SESSIONS (dates, who attended, phone v face, issues discussed, therapist intervention, training provided to Guardian, progress/regression):        
PASSES (dates, with whom, length of pass, behaviors on pass, dates of planned passes, on/off grounds/ overnight):          

· If no passes (even on site), why not?        
How can child benefit from continued treatment in this level of care? 

· What does the treatment team realistically expect in progress in treatment for this child?        
· If child has been at this facility for more than 6 months:

· What is being done to move the child towards discharge?        
· Has the child reached maximum benefit from services at this level of care at this facility?           
· Have alternative interventions been considered?        
· Does the child need to transfer from this facility due to lack of progress?        
CURRENT DHS/GUARDIAN CONTACT and Phone Number:        
Care Coordination: 

· CM/ Systems of Care (offered/ accepted/declined):        
· Does pt receive DDSD support?  FORMDROPDOWN 

· What date was DDSD support applied for (application status)?        
· Does pt receive SSI support?  FORMDROPDOWN 

· What date was SSI support applied for (application status)?        
DC PLAN: Ongoing DC planning information (providers):        
· Expected living arrangements:        
· Detailed Aftercare appointments made approximately 2 weeks prior to EDOD (all sections of each applicable 
appt must be completed):
PSYCHIATRIST NAME:           DATE/TIME OF APPT:         
ADDRESS/PHONE #:        
THERAPIST NAME:            DATE/TIME OF APPT:         

ADDRESS/PHONE #:        
OUTPATIENT FACILITY:             DATE/TIME OF APPT:         
ADDRESS/PHONE #:        
PRIMARY CARE PHYSICIAN:             DATE/TIME OF APPT:         
ADDRESS/PHONE #:        
OTHER MEDICAL/DENTAL/VISION:             DATE/TIME OF APPT:         
ADDRESS/PHONE #:        
SCHOOL (DISTRICT, IEP, ETC.):             DATE/TIME OF APPT:         
ADDRESS/PHONE #:        
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