Department of Health
DDD/OCB - Certification Unit

ADULT FOSTER HOME
ADMISSION/DISCHARGE STATEMENT

Form to be completed if client is to be admitted into or discharged from an Adult

Foster Home. Elgas_e_suhmm_cgmnlﬂgdioxm_tg_th.e_c_emmﬂmnmm

mission or dischar

I. CLIENT INFORMATION

NAME: DOB:
[] maie [ ]reEMALE Is Client Able To Self-Preserve? | | YES [ | NO
Ambulatory: |:| Non Ambulatory (wheelchair/walker): |:|

II. ADMISSION/DISCHARGE INFORMATION
PURPOSE: [ | ADMISSION [ ] DISCHARGE

|:| Permanent, Date:

|:| Respite, Date: until

Admitted to [Name of Home]:

Address:

From [Name of Home]:

Address:

Print: Case Manager’s Name CMU# Date

Please fax to (808) 453-6217 or email to the certifier at:

elizabeth.kiyan@doh.hawaii.gov or
diane.quisano@doh.hawaii.gov or
renee.bailey@doh.hawaii.gov or
william.landford@doh.hawaii.gov

Certification Unit, 2201 Waimano Home Road-Pearl City, Hawaii 96782
Ph: 453-6416, Fax 453-6217, Revised 6/14
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