[bookmark: _GoBack]Patient ___________________   DOB____________	Admission Date ___________   Date of Treatment Plan_____________

Chief Complaint (Client’s words)  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient Strengths______________________________________________________________________________________________________
Patent Support System __________________ ______________________________________________________________________________
Barriers to Care   ______________________________________________________________________________________________________

Problem Statement # 1_________________________________ ICD 10___________  
Goal #1____________________________________________________________________________________	Date_____

	Objective
	Intervention (or EBP)
	Staff Responsible
	Duration
	Amount
	Frequency
	Date Begun
	Target Date 
	Completed/
Discontinued

	
	
	
	
	
	
	          
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	





Problem Statement # 2_________________________________ ICD 10___________  
Goal #2____________________________________________________________________________________	Date_____
	Objective
	Intervention (or EBP)
	Staff Responsible
	Duration
	Amount
	Frequency
	Date Begun
	Target Date 
	Completed/
Discontinued

	
	
	
	
	
	
	          
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	



Problem Statement #3_________________________________ ICD 10___________  
Goal #3____________________________________________________________________________________	Date_____
	Objective
	Intervention (or EBP)
	Staff Responsible
	Duration
	Amount
	Frequency
	Date Begun
	Target Date 
	Completed/
Discontinued

	
	
	
	
	
	
	          
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	





Problem Statement #4_________________________________ ICD 10___________  
Goal #4____________________________________________________________________________________	Date_____
	Objective
	Intervention (or EBP)
	Staff Responsible
	Duration
	Amount
	Frequency
	Date Begun
	Target Date 
	Completed/
Discontinued

	
	
	
	
	
	
	          
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	














The members of this Individual Treatment Team, certify that this client is eligible for, and in need of services. The services rendered and or recommended are medically necessary and appropriate to this recipient’s diagnosis and treatment needs. The signatures of the treating psychiatrist / Clinician / Client and other members of this treatment team formally accept the services, goals and objectives, as outlined within, for a period of six months, unless agreed upon to extend such treatment. Furthermore, the members of this Individual’s Treatment Team, certify that the client: 1-meets appropriate eligibility criteria for recommended services, 2- exhibits disabling psychiatric symptoms, addictive behavior, or clinical conditions of sufficient severity to bring about significant impairment in day to day personal, social, vocational, or educational functioning, and if applicable 3- is at risk for more intensive, restrictive and costly services. This treatment Team also certifies that the recommended services are: 1- deemed medically necessary, 2- expected to retard deterioration, maintain or improve the client’s condition and functional level, and 3- deemed the least restrictive level of care available that will allow for the client’s condition and functional level of improve.
__________________________________         ______________________________          ____________
Patient Signature                                                    Print Name                                                    Date
__________________________________         ______________________________          ____________
Significant Other		                                    Print Name                                                     Date
__________________________________                                                                               _____________
Lead Clinician Signature                                               Print Name / Credentials                                Date
___________________________________        ______________________________          ____________
Supervisor Signature                                             Print Name / Credentials                               Date
___________________________________        _______________________________        ____________
Case Manager Signature                                      Print Name / Credentials                               Date
___________________________________       ________________________________       ____________
Psychiatrist/MD				      Print Name / Credentials                                Date
____________________________________      ________________________________     ____________
Team Member Signature (other)                           Print Name / Credentials                               Date
____________________________________      ________________________________     ____________
Team Member Signature (other)                           Print Name / Credentials                               Date
____________________________________      ________________________________     ____________
Team Member Signature (other)                           Print Name / Credentials                               Date

