Fountain of Hope Family Services
Adult Extended Outpatient Discharge Criteria

Name__________________________________     Date_______/_____/______

Acute intoxication and /or withdrawal potential (one of the following)

_____ There is no indication of current intoxication, no admission or indication or ingestion of alcohol/other non-prescribed psychoactive drugs and no indication of withdrawal.

OR

_____ Consumer is assessed as continuing to use alcohol and /or non-prescriptive psychoactive drugs and is need of a more intensive level of treatment.

Biomedical conditions/complications (one of the following)

_____ Consumer’s biomedical problems, if any, have diminished or stabilized to the extent that they can be managed through outpatient appointment at the consumer’s discretion as the need arises, OR

_____ There is a physical health condition that is interfering with additional treatment that should be treated in another setting.

Emotional/Behavioral conditions/complications (one of the following)

______ Consumer’s emotional or behavior problems have diminished or stabilized to the extent that they can be managed through outpatient appointments at his /her discretion as the need arises OR

______ An emotional/behavioral condition exists at such an acuity level that the condition should be treated in another setting

Treatment acceptance/resistance

______ Consumer’s awareness and acceptance of an additional problem and commitment to recovery is sufficient to expect maintenance of a self-directed recovery plan. AND

______ He/She can demonstrate an understanding of his/her self-defeating behaviors as they relate to continuing recovery. AND

______ He/She is applying the essential skills necessary to maintain sobriety either in a mutual/self-help fellowship and /or with post-treatment supportive care. OR

______ Consumers has not consistently achieved essential treatment objective designed to address his/her illness (despite revisions to the treatment plan) to the degree no further progress is accruing.

Staff Name__________________________________
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