IREATMENI PFLAN

JAODALITY:
CLIENT NO.: CLIENT NAME: DSM CODE:
Review previous Treatment Plan & Progress Notes, if any. Carry forward all problems. Use original date on old problems. Use Index Number for each problem/goal/
plan. 1 = DrugUse; 2 = Medical; 3 = Legal; 4 = Psychosocial; 5 = Educational; 6 = Employment/Vocational; 7 = Financial 8 = Discharge
Index | Date Statement of Problem Statement of Goal Action Steps/Responsible Staff Member/ Target Date
# Identi Date Target
fied. Closed
Frequency of Counseling Individual X (Circle) weekly or monthly Group X (Circle) weekly or monthly
Counselor’s Signature: Date: Client Signature: Date:
Supervising Counselor’s Signature: Date: Physician’s Signature: Date:

disclaimer: The State of California, Department of Alcohol and Drug Programs does not require the use of this form. It may be useful in meeting the requirements of Title 22 of
he California Code of Regulations. Using this form does not guarantee against recoupment based on deficiencies in meeting the regulations. Rev. 12-15-04
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