	Client:       
	Case #:       
	Program:       


Admission Date:       
Anticipated Discharge Date:          Services:   FORMCHECKBOX 
MHS   FORMCHECKBOX 
CM/BR   FORMCHECKBOX 
Day Program   FORMCHECKBOX 
Meds

 FORMCHECKBOX 
Outpatient Treatment Sessions Authorized:      
 FORMCHECKBOX 
Outpatient Treatment Sessions Authorized for AB2726 Clients (as documented in current IEP):      
 FORMCHECKBOX 
Day Treatment Interval Covered by Client Plan: From:            To:       
Months Authorized:       
 FORMCHECKBOX 
OP Interval Covered (exception from COTR):      From:           To:                 Months Authorized:       
Client offered copy of plan?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Explained in Client’s Primary Language which is  FORMCHECKBOX 
English  FORMCHECKBOX 
Spanish  FORMCHECKBOX 
Vietnamese   FORMCHECKBOX 
Arabic   FORMCHECKBOX 
      
If not, explain:      
Explained in Guardian’s Primary Language which is  FORMCHECKBOX 
English  FORMCHECKBOX 
Spanish  FORMCHECKBOX 
Vietnamese   FORMCHECKBOX 
Arabic   FORMCHECKBOX 
       
If not, explain:       










Client’s Strengths:       
Client’s Challenges:       
Client’s Presenting Problem/Need # 1:       
Behavior:       
   Frequency:       
Behavior:       
   Frequency:       
Behavior:       
   Frequency:       
Goal/Desired Outcome:      
     
Objective 1:       

             
      As Measured By:       
      Achieved On:       
   Staff Name:       
Objective 2:       

             
      As Measured By:       
      Achieved On:       
   Staff Name:       
Objective 3:       

             
      As Measured By:       
      Achieved On:       
   Staff Name:       
​​​​​​​​​​​​​​​​​Anticipated Duration to Achieve Objectives:       
Interventions (specify modality/frequency/titration plan):       
     
     
Client’s Presenting Problem/Need # 2:  :       
Behavior:       
   Frequency:       
Behavior:       
   Frequency:       
Goals/Desired Outcomes:       
     
Objective 1:       

             
      As Measured By:       
      Achieved On:       
   Staff Name:       
Objective 2:       

             
      As Measured By:       
      Achieved On:       
   Staff Name:       
​​​​​​​​​​​​​​​​​Anticipated Duration to Achieve Objectives:  :       
Interventions (specify modality/frequency/titration plan):       
     
COORDINATION OF CURRENT RESOURCES AND ANTICIPATED TRANSITION / DISCHARGE PLAN 
Other Mental Health Services:       
Community Resources:       
Alcohol/Drug Services:       
Referral to Adult Mental Health:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
NA (client is under the age of 18)  Other:       
SIGNATURES:

Client:  










Date:  



 FORMCHECKBOX 
See progress note dated       
for explanation when client’s signature is not obtained.
Parent/Guardian:  








Date: 



 FORMCHECKBOX 
No signature due to client being a dependent of the court.       
 FORMCHECKBOX 
See progress note dated       
for explanation when guardian’s signature is not obtained.
Service Staff:  





 Credentials:  


Date: 




Co-Signature (if required) ____________________________  Credentials:  __________

Date:  ________________
UPDATE (For Day Treatment Intensive Programs only):
Client:  









 
Date:  



 FORMCHECKBOX 
See progress note dated      
for explanation when client’s signature is not obtained.
Parent/Guardian:  








Date:  



 FORMCHECKBOX 
No signature due to client being a dependent of the court.       
 FORMCHECKBOX 
See progress note dated      
for explanation when guardian’s signature is not obtained.
Service Staff:  





  Credentials:  


Date:  




Co-Signature (if required) ____________________________  Credentials:   _________

Date:  ________________
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