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Idaho Behavioral Health Plan
Discharge Information Form

Complete this form and fax to 1-888-656-2586 within one day of the member’s discharge.
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If member is a minor, include legal guardian name and contact number: 
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Medications at Discharge
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	Dosage
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Discharge Follow-up Appointment (Must be within seven calendar days)
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Barriers to treatment (e.g., medication adherence, housing, transportation, support system) 
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