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COUNTY OF LOSANGELESDEPARTMENT OF MENTAL HEALTH

Close Inpatient Episode

| npatient CLIENT I.D.#

Last Name:
First Name: Middle:
Discharge Date: Discharge Time:

Other Factors: Physical? Yes |[No[ | DD?Yes |NQ] Dual Diagnosis:
Referral Out Code:

Referral Out Provider:

Patient Status Code:

Dl AG NOS' S Enter one Primary (required) and one Secondary Diagnosis (if applicable)

Primary Secondary JICD Code |JDiagnoss(Nomenclature)

Provider Name: Provider Number:
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