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 TRANSITION SUMMARY PROGRESS NOTE
107 E. 25th Street Baltimore, MD 21218 | Office: (410) 558-0019/0032 | Fax: (410) 366-2108 | Email: info@awlllc.org 

	Client’s Name:      
	DOB:   /  /    
	SSN:    -  -    

	Date Services Began:      
	Date of Transfer:      

	Involved Family Member:      
	Primary Caretaker (If minor):      

	Reason for Admission:      

	Reason For Transfer:  FORMCHECKBOX 
 N/A

	 FORMCHECKBOX 
Client goal(s) achieved

 FORMCHECKBOX 
Treatment goals not achieved/patient satisfied

 FORMCHECKBOX 
Client transferred

 FORMCHECKBOX 
Therapist viewed treatment as ineffective

 FORMCHECKBOX 
Client no longer eligible

 FORMCHECKBOX 
Client request


	 FORMCHECKBOX 
Client moved away

 FORMCHECKBOX 
Treatment goals not achieved/patient not satisfied
 FORMCHECKBOX 
Client viewed treatment as ineffective

 FORMCHECKBOX 
Therapist separation

 FORMCHECKBOX 
Other; see below

	Narrative:      

	CurrentTherapist:      
	New Therapist:      

	Treatment/Goals Achieved:      

	Recommendations for Continuing Service(s):      

	Client Participation in Transfer Plan:   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes:      

	Diagnosis at Transfer:      


	Diagnostic Category 1

     
	Diagnosis Code 1

     
	Description

     

	Diagnostic Category 2

     
	Diagnosis Code 2

     
	Description

     

	Diagnostic Category 3

     
	Diagnosis Code 3

     
	Description

     

	Primary Medical Diagnoses

Primary medical diagnosis is required. Select primary medical diagnostic category from dropdown or select medical diagnosis code and description.

	Diagnostic Category 1

Gwen
	Diagnosis Code 1

     
	Description

     

	Diagnostic Category 2

     
	Diagnosis Code 2

     
	Description

     

	Diagnostic Category 3

     
	Diagnosis Code 3

     
	Description

     


DSM V BEHAVIORAL DIAGNOSIS  

	Initial:      
	Final:      

	Medication(s) at Discharge:  FORMCHECKBOX 
N/A

	Medication
	Dosage
	Frequency
	Compliance
	Client’s Perception

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Disposition/Consults/Referrals/Prognosis:      

	Supervisor’s Name (If necessary) and Credentials:      


​​​​​​​​​​​​​​​​________________________________________________________                              _______________________________

Therapist Print Name                                                                                                                Title 





__________






__________

Therapist’s Signature







     Date

_________________________________________________________                               ____________________________
 Supervisor   Print Name                                                                                                                                               Title 





__________




__________



Supervisor’s Signature







Date
Updated 10/2019
Updated 10/2019

