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PCPC Summary Sheet
 (Required fields are in BOLD)
	Provider Location:       	
[bookmark: Text13]Provider Name:       	
DDAP License #:        	

	UCN:
	[bookmark: Text47]     
	Date:
	[bookmark: Text11]     
	

	First Name:
	[bookmark: Text8]     
	M.I.:
	[bookmark: Text9]  
	Last Name:
	     
	Suffix:
	[bookmark: Text12]     
	

	
	
	
	
	

	Assessor:
	     
	Phone # & Ext.:
	[bookmark: Text45]     
	

	[bookmark: Check1][bookmark: Check2][bookmark: Check3]Type (Check One):           |_| Admission	|_| Continued Stay	|_| Discharge (OP only)
	

	

	
	Level of Care
	
	Criteria Included
	

	D1.	Intoxication/Withdrawal:
	
	
	[bookmark: Text59]     
	

		(Please Select)

	D2.	Biomedical Conditions:
	
	
	     
	

		(Please Select)

	D3.	Emotional/Behavioral:
	
	
	     
	

		(Please Select)

	D4.	Treatment Accept/Resistance:
	
	
	[bookmark: Text62]     
	

		(Please Select)

	D5.	Relapse Potential:
	
	
	[bookmark: Text63]     
	

		(Please Select)

	D6.	Recovery Environment:
	
	
	[bookmark: Text64]     
	

		(Please Select)

	A brief comment about the individual’s progress or status is required in each dimension.
	

	Dimension 1:
	[bookmark: Text65]     
	

	Dimension 2:
	     
	

	Dimension 3:
	     
	

	Dimension 4:
	     
	

	Dimension 5:
	     
	

	Dimension 6:
	     
	

	
	
	

	Indicate the level of care recommended:
	
	
	

		(Please Select)

	Indicate the level of care received:
	
	
	

		(Please Select)

	If recommended level of care is different from received, why?
	[bookmark: Dropdown15]
	

		(Please Select)

	Indicate the program or facility referred to:
	[bookmark: Text48]     
	

		

	Clinician Signature:  
	
	Date:  
	[bookmark: _GoBack]     
	

	Supervisor Signature:  
	
	Date:  
	     
	

	 (Supervisor signature is required until the clinician has met the training and competency requirements.)

	For completion by the provider receiving the referred PCPC Summary Sheet:

	If referred from another provider, has the receiving provider validated this PCPC as the clinically appropriate Level of Care?
|_|  Yes    |_|  No (If “no”, a new PCPC Summary Sheet needs to be complete.)

	Clinician Signature:  
	
	Date:  
	     
	

	Supervisor Signature:  
	
	Date:  
	     
	

	 (Supervisor signature is required until the clinician has met the training and competency requirements.)


	
	
	


Form must be submitted to the SCA in accordance with Section 9.04.4 of DDAP’s Treatment Manual.
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