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MHS  31 - ENHANCED CARE SERVICES: DATABASE INAME: ________________________________	DATE OF BIRTH: ____________________
MEDICAID ID: ___________________________	DATE OF ADMISSION: _______________

SYMPTOMS & COMPLEX BEHAVIORS UPON ADMISSION:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ADMITTING DIAGNOSES:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


MENTAL HEALTH PROVIDER: _______________________________________________________
FACILITY: _______________________________________________________________________
ADDRESS: ______________________________________________________________________
PHONE: __________________________________

ADMITTED FROM: _______________________________________________________
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