Comprehensive Treatment Plan to Discharge Summary
                                                  TREATMENT PLAN   FORMCHECKBOX 

                      PROGRESS REVIEW   FORMCHECKBOX 

             


 TRANSFER SUMMARY FORMCHECKBOX 
   
           DISCHARGE SUMMARY   FORMCHECKBOX 

	NAME:
	
	THERAPIST:
	


	DATE OF INTAKE:
	
	GENDER:
	
	D.O.B.:
	
	DATE OF PLAN OR REVIEW
	


	DESCRIPTION OF PRESENTING PROBLEM:
	DIAGNOSIS:     DSM  

	
	
	

	
	
	AXIS I:
	
	CODE:
	

	
	
	AXIS II:
	
	CODE:
	

	
	
	AXIS III:
	
	CODE:
	

	
	
	AXIS IV:
	
	CODE:
	

	
	
	AXIS V:
	INITIAL ______      CURRENT ______


USE OF OTHER COMMUNITY RESOURCES  (resources used in the past, currently involved, and/or referral plans)

IDENTIFIED CLIENT / FAMILY STRENGTHS  (supports, talents, hobbies, skills)

CLIENT’S UNIQUE PERSPECTIVE (in his/her own words)
TREATMENT GOALS AND PLANS

	MEASURABLE TREATMENT GOALS

(Goals must specify outcome criteria)
	DATE

ESTABLISHED
	MODALITY
	PROGRESS

(Indicate whether continuation of services

is warranted)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	1)
	Name of Med:
	     


	
	Strength:
	     

	
	Physician:
	     
	
	Purpose:
	     

	

	2)
	Name of Med:
	   
  
	
	Strength:
	     

	
	Physician:
	
	
	Purpose:
	

	

	3)
	Name of Med:
	
	
	Strength:
	

	
	Physician:
	     
	
	Purpose:
	     

	

	4)
	Name of Med:
	    

 
	
	Strength:
	     

	
	Physician:
	     
	
	Purpose:
	     

	


	CURRENT TREATMENT CONCERNS (Barriers to Treatment):
	

	CURRENT RISK FACTORS  (i.e., IMMINENT BEHAVIORS):


	ANTICIPATED DURATION OF SERVICES:


	

	GOALS ACHIEVED SINCE LAST REVIEW:



I agree to participate in the above treatment plan with the staff of this clinic. I have had the opportunity to be informed of services in the treatment plan, and to participate in the development of this plan.
_____________________________________________________________       _______________________________________ Signature (Adult or minor age 14 or older)                                    Date
 
Signature of Guardian (<18)            Date

_____________________________________________________________


Therapist’s Signature


                                      Date


_____________________________________________________________      ______________________________________

Clinical Collaborative Reviewer                                                     Date

Clinical Supervisor

     Date       
Signature of Reviewer indicates review & approval of above Treatment Plan
	FOR DISCHARGES/TRANSFERS ONLY:      DISCHARGE DATE: __________     TOTAL # of Sessions: __________            
TREATMENT SYNOPSIS:
AFTERCARE RECOMMENDATIONS:
DISCHARGE STATUS (chose one)                                                                RATING OF GOAL ATTAINMENT                                                                                                                                                                     
 FORMCHECKBOX 
 Service completed                                                                           FORMCHECKBOX 
 Goals Attained                                
 FORMCHECKBOX 
 Referred Out                                                                                    FORMCHECKBOX 
 Somewhat Improved, Goals Partially Attained     
 FORMCHECKBOX 
 Client reached maximum clinical benefit                                         FORMCHECKBOX 
 Same, No Change                           
 FORMCHECKBOX 
 Case closed due to inactivity                                                           FORMCHECKBOX 
 Worse, Decrease in GAF
 FORMCHECKBOX 
 Transfer to another Therapist in this clinic

 FORMCHECKBOX 
 Person referred due to funding/insurance concerns
 FORMCHECKBOX 
 Client decided to discontinue treatment

 FORMCHECKBOX 
 Client decided to discontinue treatment against Therapist’s recommendations

 FORMCHECKBOX 
 Service rejected

 FORMCHECKBOX 
 Other:  
Therapist’s Signature                             Date
      Clinical Collaborative Reviewer/Supervisor                   Date


   Comprehensive Treatment to Discharge Summary last revised 9.28.2010


