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OASAS/OMH DISCHARGE UTILIZATION REVIEW FORM
	Location:
☐ENY       ☐WSHC ☐Harlem
☐OMH   ☐OASAS
	Date of Utilization Review:

	Date of Admission:


	Client Name: 

	Unique Identifier:

	Date of Discharge:


	Client Type: 
☐Primary  ☐Significant Other**
	Is Client a Priority Admission: ☐ Y   ☐ N
	Assigned Clinician/Therapist:




ADMINISTRATIVE DOCUMENTATION					Score:____________________
	Client’s record meets criteria for discharge with the presence of the following: 

	Reason for Discharge:
	☐Client Lost to Care/ Lack of engagement                            ☐ Internal program transfer    ☐ Voluntary Discharge           ☐ Program Completion   ☐ Referral to different level of care  ☐ Relocation   ☐ Incarceration     ☐ Death

	At least 3 Documented Outreach Attempts:
	☐ Y            ☐ N
	If No, provide comments:

	Client discharged within state identified time frame of no contact? 
(OMH 45 days, OASAS 60 days)
	☐ Y            ☐ N       ☐ N/A
	If No, provide comments:

	Completed and Approved PAS-45**
	☐ Y            ☐ N
	If No, provide comments:


	Completed Discharge Plan, if client was engaged at time of discharge

If yes, was the plan signed and approved by supervisor on or prior to discharge?**
	☐ Y            ☐ N         ☐ N/A

☐ Y            ☐ N  
	If No, provide comments:

	If client was internally transferred to another program, is there documentation of:
Case conferencing with previous clinician?
New consent forms completed?
Documented discussion/review of previous intake assessment?
Completion of new initial txp?*
	


☐ Y            ☐ N

☐ Y            ☐ N

☐ Y            ☐ N
☐ Y            ☐ N

	





CLINICAL DOCUMENTATION						Score:____________________

	Documented discussion of discharge/termination plan
	☐ Y            ☐ N         

	If No, provide comments:

	Client and their family/sig other offered overdose prevention education/training**
	☐ Y            ☐ N         ☐ N/A

	If No, provide comments:

	Completed discharge summary including the following:
a) Original reason for treatment
b) Client’s response to treatment
c) Client’s progress regarding goals
d) Client’s referrals including appointment dates 
e) Client’s level of risk at discharge*
f) Client’s updated prescriptions (if any) and reported adherence
g) Update of client’s legal status, including documented reporting to all mandated providers (if applicable)
 
	

☐ Y            ☐ N
☐ Y            ☐ N
☐ Y            ☐ N
☐ Y            ☐ N         ☐ N/A

☐ Y            ☐ N         ☐ N/A
☐ Y            ☐ N         ☐ N/A

☐ Y            ☐ N         ☐ N/A

	If No, provide comments:





	REQUIRED CHANGES: 
 
 
CLINICAL RECOMMENDATIONS:  


	
Quality Cumulative Score:________________


	QHP Completing Utilization Review

	Name:
Anna Baker
	Title: 
Quality Assurance Specialist

	Signature:
Anna Baker, LCSW
	Date:




*OMH only     **OASAS only				Revised 7/26/24
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