
 

“Reasonable” time is the time required to provide clients and their families with planned steps 
and established timeframes to facilitate the successful transition.  Time frames are modified 
based on client needs and emergent situations. 

 

Preparation of the client for transfer may include orientation or trial visits to the new location.  
Staff should take steps to minimize potential anxiety or any behavioral reactions which could 
result from the client’s transfer. 

 

§483.440(b)(5) At the time of the discharge, the facility must- 
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§483.440(b)(5)(i) Develop a final summary of the client's developmental, behavioral, social, 
health and nutritional status 

 

Guidance §483.440(b)(5)(i) 

 

 

The final summary should be useful for continued services in the client’s new setting.  The final 
discharge summary should be entered into the client’s record, provide a summary of the client’s 
course of stay in the ICF/IID, provide a final summary of the client’s developmental, behavioral, 
social, health and nutritional status, and include the current status of the objectives listed in the 
client’s IPP. 

 

The status should address whether or not a clients’ skills have been maintained, deteriorated, or 
improved during their stay. 
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§483.440(b)(5)(i) and, with the consent of the client, parents (if the client is a minor) or legal 
guardian, provide a copy to authorized persons and agencies; and 

 

Guidance §483.440(b)(5)(i) 

 

When the client is discharged, the receiving entity (another ICF/IID, waiver home, family home, 
nursing home, etc.) is provided a copy of the discharge summary.  The ICF/IID should obtain 
written consent to share this information with the persons who will be providing services to the 
client in the future and their parents/or legal guardians.  Sharing the discharge summary with 
State Agencies as applicable is determined by state requirements. 
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§483.440(b)(5)(ii) Provide a post-discharge plan of care that will assist the client to adjust to 
the new living environment. 

 

Guidance §483.440(b)(5)(ii) 

 

The post discharge plan of care is a component of the discharge summary. 

 

The facility utilizes the information from the discharge summary to prepare the discharge plan 
of care.  The post-discharge plan of care identifies the essential supports and services necessary 
for the client to successfully adjust to the new living environment and describe necessary 
coordination of services.  It should incorporate the client’s preferences.  It should identify 
specific client needs after discharge such as personal care, physical therapy, client/caregiver 
education needs, and the ability of the client or caregiver to meet those needs after discharge.  

 

(c) Standard:  Individual program plan 
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