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Discharge/Termination Summary 

 
File Number:______________ 
 

Name:__________________________________________DOB:___________________ 
 

Address:________________________________________________________________ 
 

Referral Source:__________________________________________________________ 
 

Diagnosis:_______________________________________________________________ 
 

________________________________________________________________________ 
 

Date First Seen at ASU SHC:_______________________________________________ 
 

Period (s) Seen at ASU SHC:_______________________________________________ 
 

Summary of Services:______________________________________________________ 
 

________________________________________________________________________ 
 

Date Last Seen at ASU SHC:_______________________________________________ 
 

Reason ForDismissal:______________________________________________________ 
 

________________________________________________________________________ 
 

________________________________________________________________________ 

 

 

 

 

             

Student Clinician  Date  Clinical Supervisor   Date 
 


