
St. Clair County Community Mental Health 
Request for Voluntary Discharge from Services 

Date: _____________ 

To: St. Clair County Community Mental Health 

I, _____________________________, am requesting voluntary discharge from all services 
provided through St. Clair County Community Mental Health, effective immediately. 

I understand that by requesting discharge, ALL services including: psychiatry, case management, 
clinical, and peer support appointments will be terminated upon the processing of this request. 

Please remove me from active services and cancel any future scheduled appointments effective 
immediately unless otherwise required by law or policy. 

Individual Served Information: 

• Full Name: ____________________________________________________________
• Date of Birth: _______________________________________
• Individual Served ID: _________________________
• Phone Number: _______________________
• Address (Optional): _____________________________________________________

________________________________________________________________________ 

Reason for Request (Optional): 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

Individual Served Signature: _____________________________________________ 

Guardian Signature: ____________________________________________________________ 

Effective Date of Discharge: ______________________________________________________ 

Staff Name & Program: __________________________________________________________ 

Staff Signature & Credentials: _____________________________________________________ 

Clinical Form: #03-0104  
Revised Date: 6/2/2026  
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