EXHIBIT “B”

Change of Status Form

(Sample Form)

	Consumer Name
	
	DMH #
	

	Staff Name
	
	Date form Completed
	

	Hospitalization:

	Date of admission
	
	Discharge
	

	
	
	
	
	
	
	
	
	

	Facility Name
	
	Address
	
	City
	
	State
	
	Zip

	Was hospitalization (Check one)

	
	Physical
	
	Psychiatric
	
	Substance Abuse
	
	Routine/Surgical

	

	Incarceration:

	Date of incarceration
	
	Date of Release
	

	
	
	
	
	
	
	
	
	

	Facility Name
	
	Address
	
	City
	
	State
	
	Zip

	Was incarceration (Check one)

	
	Psychiatric
	
	Substance Abuse

	
	Other, please specify

	

	

	

	


