American Behavioral

DISCHARGE INFORMATION FAX
Telephone: (205) 871-7814
Fax: (205) 868-9625

Today’s Date:

Date of Admission:

Date of Discharge:
Patient Name: Patient DOB:
Patient Phone Number (required): Facility:

Discharge To: Step Down To: (circle applicable)
Partial Hospitalization Program
Intensive Outpatient Program

Address: Outpatient
Mental Health Center

MD Follow Up Counselor Follow Up

Name: Name:

Appt Date/Time:

Turnaround Time from Discharge:

Appt Date/Time:

Turnaround Time from Discharge:

Support System Support System
Name: Name:

Contact Info: Contact Info:

UR Contact: UR Phone #:
UR Fax #:
Medication Orders
Name Dosage Route Frequency

CONFIDENTIALITY NOTE: The information contained in this facsimile is legally privileged and confidential information intended
only for the use of the individual or entity named above. If the reader of the message is not the intended recipient, you are hereby notified
that any dissemination, distribution, or copy of this facsimile is strictly prohibited. If you have received this in error, please immediately
notify us via telephone and return the original message via the United States Postal Service.

Payment of benefits is subject to eligibility at the time services are rendered according to the terms of the benefit contract.



