DIAGNOSTIC UPDATE FORM

Consumer Name _______________________LME Medical Record Number: ___________
Diagnosis (es) ___________________
Axis _________


          ___________________ 
Axis _________


          ___________________
Axis _________

                      ___________________ 
Axis _________


          ___________________
Axis _________

Type of supporting documentation: ___________________________________________




(Please attach: admission assessment, doctor’s note, etc.)

Date of supporting documentation ______________
Date to add diagnosis ________________________

Name of agency: ________________________________________________________
Cost center of agency submitting form: _______________________________________

Contact person: ___________________________ Contact #:______________________

Service(s) consumer receives: _______________________________________________
Please submit to:
UM/UR

Cumberland County Mental Health Center

PO Box 3069

Fayetteville, NC 28302-3069

or put in UM/UR Box at 711 Executive Place

