
[bookmark: _GoBack][image: MO HealthNet logo]Discharge Request Form
The Health Home Discharge Request Form must be completed in full, and submitted in an encrypted email to the HCH Enrollment Coordinator.  Include the words "PCHH DISCHARGE" in the subject line of the email.

	Date:
	

	

	DCN#:
	

	

	DOB:
	
	
	

	

	Patient Name:
	
	
	

	
	First
	MI
	Last

	Mailing Address:
	

	
	Street

	
	
	
	

	
	City
	State
	Zip Code

	

	Health Home:
	

	

	Does the patient have a Guardian/Parent?
	
	Yes
	
	No

	If yes, name of Guardian/Parent:
	

	Guardian/Parent Address:
	

	(if different from patient)
	Street

	
	
	
	

	
	City
	State
	Zip Code

	

	Who is requesting discharge?
	
	Patient
	
	Guardian/Parent

	
	
	Health Home 

	

	If applicable, provide a brief statement explaining why your Health Home provider is requesting the patient to be discharged from your Health Home services.

	

	

	MO HealthNet  USE ONLY:

	

	Discharge Request:
	
	Approved
	Date Request Received:
	

	
	
	Denied
	Date Request Approved/Denied:
	

	
	Effective Date of Discharge:
	

	Reason Request Denied:

	

	

	
	HCH Director Informed

	
	Patient Discharge Notification Letter Mailed

	
	HCH Director Acknowledge Receipt 
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