Treatment Plan

____________________________________________________________


	Client name:
	     
	Date:
	     

	Counselor:
	     
	Program:
	     

	DSM-IV Dx:
	 FORMDROPDOWN 
   FORMDROPDOWN 


	      Dimension  FORMDROPDOWN 

	Severity:  FORMDROPDOWN 


	Client identified problem:      

	Measurable Outcome:      


As evidenced by completion of:

	Item
	Tasks/Activities/Methods
	
	Date Initiated
	Target Date
	Completed

	# 1
	     
	
	     
	     
	     

	# 2
	     
	
	     
	     
	     

	# 3
	     
	
	     
	     
	     

	# 4
	     
	
	     
	     
	     


____________________________________                                                                             ________________

Counselor Name
                                                                                                            Date

________________________                                                    _________________________________                                                                 

 Date Plan Reviewed                                                                   Reviewer
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