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Review the 
information at the 
top of the page 
regarding when to 
utilize this form. 
This form must be 
completed in its 
entirety.
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⁻ List the 
consumer’s full 
name and 
Medicaid ID as it 
appears in their 
Medicaid profile. 

⁻ List the 
consumer’s 
Diagnosis (DSM 
5 or ICD 10)

If the consumer has a Legal 
Guardian, please indicate their 

information here

List the provider’s name 
and phone number

Check the box that 
indicates the 
consumer’s 

placement at 
discharge
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Review the 
information in this 

section to 
determine the 

date of discharge

Check the box that indicates 
the reason the consumer 

discharged

If evicted, houseless, 
left without notice, or 

other is selected, 
please provide the 
reason/explanation

Please provide all 
known information for 

discharge location 
and/or point of 

contact



Once the form is complete, please 
submit by email, fax, or mail.

Email: ORBHSupport@comagine.org
Fax: 877-575-8309
Mail: 650 NE Holladay St. Suite 1700, Portland, OR 97232

mailto:ORBHSupport@comagine.org
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