REPORT OF DEATH / CLINICAL SUMMARY
	  Name:
	     
	Case Number:
	     
	Date of Report:
	     


	  Open Date:
	     
	DOB:
	       
	Gender:
	     


	  Race:
	     
	Living Situation/Address
	     


	  Date of Death:
	     
	Time of Death:
	  
	Place of Death:
	     


	Last hospitalized in Psychiatric Hospital:
	     


	Last hospitalized in a State Psychiatric, DD Center, or Child Caring Institution and location if 

within 1 year from date of death:
     


	   AXIS I Diagnosis:
	     

	AXIS II Diagnosis:
	     

	  AXIS III Diagnosis:
	     

	 AXIS IV Diagnosis:
	     


	Summary of condition receiving Mental Health Services for including recent changes (be sure to include what services were provided within last one year, start and end dates; ie. Medications, Therapy, Targeted Case Management, Comprehensive Case Management, ACT, Supports Coordination, HAB Waiver, CLS/frequency & duration, Specialized Residential – Type A or B, etc… this is not an exhaustive list):

     


	Summary of Physical Health Status including recent changes:  

     


	Medications prescribed by Agency Physician within last 30 days:  

     


	Cause of Death as reported to author  -or- as identified in death certificate if available when completing this form (if suicide include method, if accidental include type of accident and how it occurred, if natural give specific cause, was it expected or unexpected):
     


	Death Certificate Status (date to expect or attach if received):
	     


	Autopsy Report Status (if requested date to expect or attach if received):
	     


Signature







Date

*Forward to the Office of Recipient Rights
