COMMUNITY SUPPORT MEDICATION PROGRAM
TERMINATION FORM

Patient Name:

Social Security Number or ID Number:

Termination Date: (Indicate the last day the person is
eligible for the program)

Reason for Termination:

Mental Health Center Assignment:

Authorized Signature:

For SRS Use Only:
O Approved [ Not Approved

SRS Community Support Medication Program Manager Date
(only required if program guidelines indicate Program Manager approval)

Fax termination form to: FOR KIPS USE ONLY:
Chellie Ortiz, Operations Manager

PNK

785-228-3951

For requests requiring approval by SRS CSMP Manager, please fax form to:
Diana Marsh

SRS Mental Health

785-296-6142

Facsimile Confidentiality Statement: The information transmitted by this fax is intended only for the
addressee and may contain confidential and/or privileged material. Any interception, review,
retransmission, dissemination, or other use of, or taking of any action upon this information by persons or
entities other than the intended recipient is prohibited by law and may subject them to criminal or civil
liability. If you received this communication in error, please contact the sender.
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