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DISCHARGE LETTER


	PATIENT NAME:
	DATE OF BIRTH:

	PATIENT ADDRESS:

	DISCHARGE DATE:



Treatment Modality: Medication Management

Dear 	,

According to our records, (Provider’s name) is your assigned Psychiatric Mental Health Nurse Practitioner. We are writing to inform you that effective (date) you will no longer be a patient of (Provider’s name)  from Visionary Psychiatry.

Reasons for Discharge:
	
	Verbal abuse or violence: The patient, a family member, or a third- party caregiver is rude, uses disparaging or demeaning language, or sexually harasses office personnel or other patients, visitors, or vendors; exhibits violent or irrational behavior; makes threats of physical harm; or uses anger to jeopardize the safety and well-being of anyone present in the office.
	
	Higher Level of Care/ High Acuity Medical Psychiatrist:
The patient requires a psychiatrist who can see them in person and can institute aggressive, combined treatment for patients with complicated physical health and mental health/substance use disorder.
	
	Treatment  nonadherence:
The patient does not or will not follow the treatment plan or discontinue medication or therapy regimens before completion

	
	Follow-up and office policy noncompliance: The patient repeatedly cancels follow-up visits or fails to keep scheduled appointments with the clinic. The patient fails to observe office policies, such as those implemented for prescription refills or appointment cancellations.
	
	No Treatment needed: Patient was assessed, and no treatment is needed or accepted by the patient or family member at this time
	
	Inappropriate conduct: The patient exhibits inappropriate sexual behavior toward providers or staff or participates in drug diversion, theft, or other criminal conduct involving the practice.



This letter and any documents attached to it are confidential and may contain information that is protected from disclosure by various federal and state laws, including the HIPAA privacy rule (45 C.F.R., Part 164) This information is intended to be used solely by the entity or individual to whom this fax is addressed. If you are not the intended recipient, be advised that any use, dissemination, forwarding, printing, or copying of this fax without the sender’s written permission is strictly prohibited and may be unlawful. Accordingly, if you have received this fax in error, please notify the sender immediately by return fax or call 503-755-6703, and then shred this document. Copyright 2002-2019, HIPAATraining.com

VISIONARY PSYCHIATRY

Office Address:  535 SE Washington St, Hillsboro, OR 97123 
Office: (503) 755-6703; Fax: (503) 755-6704
Office Email Address: Visionary@VPTeam.Hush.com

	
	Nonpayment: The patient owes a backlog of bills and has declined to work with the office billing department to establish a payment plan or has discontinued making payments previously agreed on.
	
	Insurance:
Patient has no valid insurance; cannot self-pay or has an insurance we are not in network with
	
	Other:





Your continued mental health care is important. We encourage you to find another psychiatric prescribing provider immediately. We suggest you contact your insurance company for assistance in choosing a new psychiatric prescribing provider that is accepting new patients.

Non-controlled medications will be provided only up to thirty (30) days from the effective discharge date.

We will forward copies of your medical records to the healthcare provider you select. To do this, we will need you to complete a release of information that will be sent to you separately via the patient portal. You may additionally call the office at 503-755-6703 to have assistance with locating that form on the portal should you need assistance.

If there are further questions, you may contact our office at the number above.




Sincerely,

Provider’s name and signature
NPI #









image1.jpeg
hiaty
me =




