Department of Children and Families 
Receiving Facility Discharge Information Form 

Instructions: This form will be completed and given to the individual or guardian upon discharge. Complete all sections of this form clearly and accurately at the time of discharge. Ensure all required notifications are made and documented. Attached any relevant aftercare or follow-up plans and retain a copy in the individual’s clinical record. 

Social History Section 

First Name: _____________________________ Last Name: _____________________________ Middle Initial: ____________
Date of Birth: ___________________________   Sex: ________ Phone Number: _____________________________________
Address: _______________________________________________________________________________________________
City: _____________________________ State: ________ Zip: ___________ County of Residence: ______________________
Admission and Discharge Details 
Date of Admission: ___________________ County of Admission: _______________ Client Number: _____________________
[bookmark: _Hlk206075261]Baker Act Admission: |_|  BA 1 – Court Order |_|  BA 40 – Voluntary  |_|  BA 52 – Involuntary  
Date of Discharge: ________________________________    
Discharge to: |_| Home (if not same as above, fill in below)  |_|  Residential Facility |_|  Jail  |_|  ALF |_|  Shelter   
|_| Other facility: ___________________________________ 
Discharge Address: _______________________________________________________________________________________
Diagnosis: ______________________________________________________________________________________________
Follow-Up Appointment
Date: _____________________________________________________    Time: _______________________________________
Name of Facility: _________________________________________________________________________________________
Address: ________________________________________________________________________________________________
Provider/Case Manager Name: _______________________________________________________________________________
Discharge Medications 
	Medication Name
	Dose
	Usage

	
	
	 

	
	
	

	
	
	

	
	
	



Discharge Planning Discussion  
[bookmark: _Hlk206144162]Date of Meeting: _____________  Time: ___________  Location: |_|  In-Person   |_| Telehealth    |_| Phone 
Attendess: |_| Individual |_| Parent/Guadian |_| Provider |_| Case Manager |_| Nurse |_| Other: ______________________________

Summary of Discussion (Attach additional document when necessary):  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	

Individual Signature: _____________________________________ Date: ______________________________________
Staff Name (Printed): ____________________________ Staff Signature: ________________ Date: _________________ 
CF-MH 7003 (August 2025) [Rule 65E-5.1303, F.A.C.]
