
Stepworks, LLC
P.O. Box 6209, Elizabethtown, KY 42702  |  Phone: 1-800-545-9031 Updated 12/01/23

Discharge Summary and Continuing 
Care Plan
Patient Name (print):                                                                                                                                                           

Date of birth:            /            /           

Admission Date:            /            /           

Discharge Date:            /            /           

Program:      Location:

Admission Diagnoses:

Strengths: 

Needs:

Abilities: 

Preferences: 

Summary of treatment and progress made towards treatment goals: 



Stepworks, LLC
P.O. Box 6209, Elizabethtown, KY 42702  |  Phone: 1-800-545-9031 Updated 12/01/23

Discharge Diagnoses: 

Prognosis/Areas of Concern: 

Discharge Medications: 

Summary of Continuing Care Plan:

g Individual Therapy

g 12-Step Meetings

g Halfway House

g Family Therapy

g Obtain a Sponsor

g Outpatient Clinic

g PHP

g IOP

g Group Therapy

g Recovering(me)

Other:                                                                                                                                                                                    

Category of discharge location:      Other:                                                                  

Type of transportation:       Other:                                                                  

Primary source of income:     Other:                                                                  

MAT after discharge? g yes  g no

If so, where?                                                                                                                                                                        



Stepworks, LLC
P.O. Box 6209, Elizabethtown, KY 42702  |  Phone: 1-800-545-9031 Updated 12/01/23

Confirmed Appointments

Provider Name:                                                                                                                                                                    

Appointment Date:            /            /           

Address:                                                                                                                                                                               

Provider Name:                                                                                                                                                                    

Appointment Date:            /            /           

Address:                                                                                                                                                                               

Provider Name:                                                                                                                                                                    

Appointment Date:            /            /           

Address:                                                                                                                                                                               

Completed Program? g yes  g no

Patient Signature:                                                                                                                Date:            /            /           

Team Member Signature:                                                                                                   Date:            /            /           
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