CONTRA COST
BEHAVIORAL HEALTH

A Division of Contra Costa Health Services

NAME/MRN

CHANGE OF DIAGNOSIS REQUEST FORM

PROGRAM:

1. ASSIGNMENT OR CHANGE OF THERAPIST

FROM:
TO: Staff #
DATE ASSIGNMENT/CHANGE OF THERAPIST TOOK PLACE:
Il.  ASSIGNMENT OR CHANGE OF MD
FROM:
TO: Staff #
DATE ASSIGNMENT/CHANGE OF MD TOOK PLACE:
lll. CHANGE OF DIAGNOSIS
DSM 5 Diagnosis: (P) ICD-10 Code:
Diagnosis Title/Narrative:
DSM 5 Diagnosis: (S) ICD-10 Code:
Diagnosis Title/Narrative:
DATE ASSIGNMENT/CHANGE OF DIAGNOSIS TOOK PLACE:
Form Completed by: Date:
(Signature Service Provider/Licensure/Designation)
Co-signature: Date:

(Signature Service Provider/Licensure/Designation)

Data Entry Date:

MHAO002, Rev. 04/2017 Change of Diagnosis Request Form

Data Entry Initials:
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