Teaching Family Homes of Upper Michigan






Individual Treatment Plan



Name:____________________________________
DOB: ____________
Date:  _____________

Presenting Problem: _________________________
Therapist: ___________________________

Axis I: ______________________________________
Axis II: _______________________________

  Treatment Intervention: __________________________________

  Anticipated Length of Treatment: __________________________  Court Ordered    (Yes     ( No

  Anticipated Frequency of Treatment: ________________________

  Billable to __________________________________________ at a rate of __________________________


I. Goal #1: _______________________________________________________

A. Objectives:

1. _________________________________________________

2. _________________________________________________

3. _________________________________________________

B. Strategies:

1. _________________________________________________

2. _________________________________________________

3. _________________________________________________

C. Time Frame: _______________________________________________

II. Goal #2: _______________________________________________________

A. Objectives:

1. _________________________________________________

2. _________________________________________________

3. _________________________________________________

B. Strategies:

1. _________________________________________________

2. _________________________________________________

3. _________________________________________________

C. Time Frame: _______________________________________________

III. Goal #3: _______________________________________________________

A. Objectives:

1. _________________________________________________

2. _________________________________________________

3. _________________________________________________

B. Strategies:

1. _________________________________________________

2. _________________________________________________

3. _________________________________________________

C. Time Frame: _______________________________________________

I have discussed the information listed above, various treatment strategies, and their possible outcomes. I have received and/or read my copy of my rights as a client and procedures for reporting grievances. I understand I have the right to discontinue or transfer services.  I concur with the above diagnosis and treatment plan.

____________________________

___________________________

________

Client’s Signature
Date
Guardian’s Signature
Date

  ____________________________
_______
___________________________

________

Clinician’s Signature
Date
Clinical Supervisor
Date


