
Family Client Termination Abstracting Form 
REFER TO DATA COLLECTION PROTOCOL BEFORE COMPLETING 

 
LEAVE NO BLANK FIELDS – REFER TO MANUAL: 

UK-Unknown, NA-Does Not Apply, NC-Not Collected, CR-Client Refused 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

      

        
 
        
 

 
 
 
 
 

Clinic/Provider ID:     1 Family Client Case ID: 

CORRECTED:

DOB:         
 
           

2 Enrollment Date: Gender: 

Treatment 
Type: 

3 Last 
 Service Date: 

Termination 
Type: 

Referral 
Type: 

4 Gambler Case ID: DOB: Gender: Relationship: 

5 Suicide  Bankruptcy: Abuse: Reported: 

6 
Primary: Secondary: 

Diagnostic Impression: 

PRINT Completed By: ______________________ Date: __________ 7 


