Integrated Case Management Services

Termination Request

Agency:_____​​​_____________________

Date:_______________________________

Director’s E-mail/Phone #: _______________________________________________________ 
Consumer’s Name: ________________________
DOB: _____________________________
Consumer’s Address: ___________________________________________________________

Date Enrolled: ____________________________ 
Referral Source:  _____________________

Termination is requested for the following reasons: (Check all that apply)

1. ⁮ Completion of Program:
⁮ 3 months
⁮ 6 months
⁮12 months


Continued Treatment and Supportive Service {psychiatrist, PH, housing} Providers:

      Agency/Contact:_________________________
Service:_________________________


      Agency/Contact:_________________________
Service:_________________________


      Agency/Contact:_________________________
Service:_________________________


2. ⁮ Client transferred to: ⁮ PACT ⁮ ICMS (Other County)    ⁮ Other      
Agency:_____________________________________________________


Contact:_________________________
Phone:__________________

3. ⁮ Moved: ⁮ Out of State  ⁮ In State {List resources provided to client/family)   _____________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________
4. ⁮ Incarcerated (Location) _________________________Date: ____________________
5. ⁮ Death (Date) __________________________________
For the following, provide explanations below.

6.  ⁮ Unable to Locate (List attempts)              


7.  ⁮ Refused ICMS Services (List attempts)  
8.  ⁮ Other
9.  ⁮ Inappropriate: Consumer no longer meets the definition of severe & persistent mental illness-     
                  Consumer does not meet the definition of a severe and persistent mental illness (N.J.A.C. 10:37K- 2.3(b)) Date  
                   Of last psychiatric evaluation, current Dx-, list alternative services and supports consumer is linked to.    

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Approvals {As required per county/region.}
Case Manager __________________________________________
Date: _________________

Supervisor/TeamLeader _________________________________ 
Date: _________________ 
Director ______________________________________________
Date: _________________

DMHAS ICMS Northern Regional Coordinator___________________   Date: _________________

DMHS Program Analyst_________________________________
Date: _________________
9/29/2011

