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 Montana Mental Health Nursing Care Center 
 Aftercare Plan 
 
 
Name:    
 
Admission No:    
 
Destination:  ______________________________ 
                     ______________________________ 
                     ______________________________ 
 
 
Montana Mental Health Nursing Care Center 
Contact Person:____________________________ 
 

 Date:   
 
Date of Birth:   
 
Social Security No:   
 
Phone No:    
 
 
Phone No:  

   
 
Guardian: ________________________________ 
 
Address:  ________________________________ 
                ________________________________ 

 Phone No: ________________________________  

   
Contact Person at New Address:_______________________________________________________________ 
_________________________________________________________________________________________ 
 
Release Plan:______________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Problem Areas:_____________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Strengths:____________________________________________________________________________________ 
 
__________________________________________________________________________________________

Policy #1122 Attachment #3 



Montana Mental Health Nursing Care Center Recommendations for Care Plan: 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Residents Attitude Toward Discharge: 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Diagnosis: 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Present Medications: 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Medical Problems:   
________________________________________________________________________________________
________________________________________________________________________________________ 
 
 
Financial Statement:________________________________________________________________________ 
 
Current Payee: ____________________________________________________________________________ 
 
Income:__________________________________________________________________________________ 
 
 
 
 
 Interested Agencies   Date Referred   Current Status 
     
Mental Health       
     
Social Security       
     
SSI       
     
Medicaid       
     
Other       
 


