	State of Delaware
	Division Of Prevention And Behavioral Health Services

PROVIDER TREATMENT PLAN

(to be completed by providing agency)
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	The Department of Services

For Children, Youth and

Their Families
	


Person Served: [image: image1.wmf]



	Person Served:        
	Date of Birth:      
	Date of Admission:      

	Parent/Legal Guardian/ Caretaker:      


	 FORMCHECKBOX 
Initial

 FORMCHECKBOX 
Review/Updated
	Date of Plan:      
Next Review:      
	Provider:     
	Level of Care:     


 Strengths/Abilities             Person Served                                                       Family                            




                       
	Characteristics/Traits

	     
	     

	Fun/Hobbies


	     
	     

	Talent/Skills


	     
	     

	Learning Style


	     
	     

	Coping Skills


	     
	     

	Social/Cultural Interests


	     
	     

	Religion/Spirituality
	     

	     

	Hopes/Dreams


	     
	     

	Supports


	     
	     


NEEDS:      
PREFERENCES:      
CURRENT DSM DIAGNOSTIC IMPESSIONS:

(Note “(new)” if changed since last review)

AXIS

  DIAGNOSIS
                                                                                                                        CODE

	Axis I
	     

	     

	Axis II
	     
	     

	Axis III
	     
	     

	Axis IV
	     
	N/A

	Axis V
	GAF: Current         Highest Past Year     
	N/A


CURRENT PSYCHOTROPHIC/OTHER MEDICATIONS:

(Note “(new)” if changed since last review)

	Medication
	Dose
	Frequency
	Reason
	Response
	Prescribing Psychiatrist/Physician

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Medical Update (if applicable):      
TREATMENT PLAN
Goal 1

	Define Behavior/Area of Concern as described by client/family (provide baseline)
	     

	Long-term Goals


	     

	Objectives/

(activities of client/ family; add “*”  to discharge criteria)


	     
     

	Interventions/

Methods of achieving objectives using strengths and resources ; Referrals 
	     


	Service Type/Modality/

Frequency

Person (s)

Responsible
	     

	Expected Date of Completion
	     

	*Ratings/Status

(see below)

Please Explain Progress/Rating
	     


             *Ratings: Significant, Moderate, or Slight Improvement or Regression    No Change    Dropped    Completed

Goal 2

	Define Behavior/Area of Concern as described by client/family (provide baseline)
	     

	Long-term Goals


	     

	Objectives/

(activities of client/ family; add “*”  to discharge criteria)


	     
     

	Interventions/

Methods of achieving objectives using strengths and resources ; Referrals 
	     


	Service Type/Modality/

Frequency

Person (s)

Responsible
	     

	Expected Date of Completion
	     

	*Ratings/Status

(see below)

Please Explain Progress/Rating
	     


             *Ratings: Significant, Moderate, or Slight Improvement or Regression    No Change    Dropped    Completed

Goal 3

	Define Behavior/Area of Concern as described by client/family (provide baseline)
	     

	Long-term Goals


	     

	Objectives/

(activities of client/ family; add “*”  to discharge criteria)


	     
     

	Interventions/

Methods of achieving objectives using strengths and resources ; Referrals 
	     


	Service Type/Modality/

Frequency

Person (s)

Responsible
	     

	Expected Date of Completion
	     

	*Ratings/Status

(see below)

Please Explain Progress/Rating
	     


             *Ratings: Significant, Moderate, or Slight Improvement or Regression    No Change    Dropped    Completed

     

SAFETY PLAN (optional depending on assessment)
	High risk behavior(s) and baseline:     
Preventative Behaviors (warning signs, triggers, do early, stop):     
What to do:     
What not to do:     
Resources (contact persons & numbers):     



SAFETY PLAN (optional depending on assessment)

	High risk behavior(s) and baseline:     
Preventative Behaviors (warning signs, triggers, do early, stop):     
What to do:     
What not to do:     
Resources (contact persons & numbers):     



Did the parent/guardian receive a copy of the safety plan? 
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO
Did the parent/guardian agree with the safety plan? 

 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

	Description of any incidents during this period:     



SIGNATURES

The undersigned have participated in the development of this plan and/or agree to participate in carrying it out:

Name (print)

Relationship

       Title/Agency

      Signature


        Date

	     
	Person Served( if 14+)
	xxxxxxxxxxxxxxxxxxxxxxx           
	
	     

	     
	     
	     
	
	     

	     
	     
	     
	
	     

	     
	     
	     
	
	     

	     
	     
	     
	
	     

	     
	     
	     
	
	     

	     
	     
	     
	
	     

	     
	Therapist
	     
	
	     

	     
	Supervisor
	     
	
	     

	     
	Psychiatrist/Physician
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