Post-Discharge Support PlanTemplate２

Date (yyyy/mm/dd)
Tokyo Metropolitan Government, Items marked with ※ are required 
if hospitalization is to be continued.

Department of Mental Health and Medical Care
 △△ City/Ward △△ Public Health Center
Full Name
　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　(Male・Female)
Date of Birth
　____ Year   ____ Month   ____ Day
　(Age ___ )
Address After Discharge:
Phone Number:
Diagnosis※


Date of This Hospitalization
　　　____ Year   ____ Month   ____ Day
Hospital of Admission※
Name of Hospital:　　　　　　　　　　　　　　　　　　　　　
Contact Information:
Patient’s Wishes Regarding Post-Discharge Life※


Opinions of Family Members or Other Supporters※

Name of Family Member：　　　　　　　　　　　　　　　　　Relationship to Patient：
Contact Information：
Expected Date of Discharge
____ Year   ____ Month   ____ Day     ☐ Undecided
Need for Continued Hospitalization※
Necessary (Involuntary・Voluntary・Transfer [Psychiatric / General]) / Not Necessary
Estimated Length of Hospitalization:
Name of Transfer Destination Hospital:                    
                 Contact Information:
Basic Information on Medical /Disability Welfare Services※
Public Financial Aid for Outpatient Care: □None □Yes □Unknown □Planned
Mental Disability Certificate: □None □Yes (Grade _  ) □Unknown □Planned
Ai-no-Techo (Tokyo Intellectual Disability Certificate): □None □Yes (Grade _  )
□Unknown □Planned
Physical Disability Certificate: □None □Yes (Grade _  ) □Unknown □Planned 
Disability Pension Recipient: □None □Yes (Grade _  ) □Unknown □Planned
Disability Support Category: □None □Yes (Grade _  ) □Unknown □Planned
Long-term Care Certification: □None □Yes (Level _  ) □Unknown □Planned
Public Assistance Recipient: □None □Yes □Unknown □Planned
Services Used Before Admission: □None 　□Yes (　　　　　　　　　　　　　　　　　　　　)
Medical and Other Support Needed After Discharge
□Psychiatric Outpatient Visits　□Consultation and Support by Public Health Center
□Non-Outpatient Psychiatric Services (e.g., Home Nursing, Daycare, Others)
□Treatment for Physical Disease　　□　Disability Welfare Services
□Long-term Care Insurance Services　　□Others(                             )






●If there are physical comorbidities, please include those diagnoses as well.

Support Details

Responsible Agency
Patient’s Support Needs/Challenges
Support Details

Contact 
(Person in Charge)
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Contingency Plan if Needed Medical or Other Support is Not Continued

Other (Any additional information if necessary）　　

Planned Support Period Based on This Plan

●If you relocate during the support period, please inform your public health center. With your consent, the plan will be shared with the new municipality.
●In creating this support plan, personal information necessary for support is shared among relevant support personnel.

Post-Discharge Support Plan – Prepared by:　　　　　　　　○○　Public Health Center　　（Name）　　　　　　　　

[bookmark: _Hlk203651240]Date of Preparation: ____ Year ____ Month ____ Day

Name of Patient: _________________________________

Signature:    _________________________________　
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