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ALL WALKS OF LIFE



“PRESERVATION OF SELF AND COMMUNITY”










                                         Treatment Plan Substance Abuse
107 E. 25th Street Baltimore, MD 21218 | Office: (410) 558-0019/0032 | Fax: (410) 366-2108 | Email: info@awlllc.org   
	 Date:            

	CLIENT INFORMATION

	First Name:      
	Middle Name/Initial:      
	Last Name:      

	DOB:
     
	Social Security #:      
	MA#:      

	Guardian:      

	


	DSM-5

	BEHAVIORAL

	Diagnostic Category:
	Code:
	Description:

	     
	     
	     

	Diagnostic Category:
	Code:
	Description:

	     
	     
	     

	Diagnostic Category:
	Code:
	Description:

	     
	     
	     

	MEDICAL

	Diagnostic Category:
	Code:
	Description:

	     
	     
	     

	Diagnostic Category:
	Code:
	Description:

	     
	     
	     

	Diagnostic Category:
	Code:
	Description:

	     
	     
	     

	Social elements Impacting Diagnosis (Check all that apply):

	
	None
	
	Housing problems (not homelessness)

	
	Education Problems
	
	Occupational problems

	
	Financial problems
	
	Other psychological and environmental problems

	
	Problems with access to healthcare services
	
	Problems related to the social environment

	
	Problems related to interactions with legal system/crime
	
	Homelessness

	
	Problems with primary support groups
	
	Unknown

	Is client enrolled in: 

	                          PRP (check appropriate box)     YesNo   
                            MM (check appropriate box))     YesNo   

	Functional Assessment

	Date of Diagnosis: 
	     
	Assessment Measure/Score:
	     

	Measure:
	     

	Name and Title:
	     


	TREATMENT PLAN GOAL  1

	  Client’s Name (Print):
	      
	Date of Birth:
	      


	Treatment Plan Goal 1   
	

	Measurable Objectives 
	

	Staff Intervention(s):    
	     


	Target Date: 
	      

	Update on Progress:
	      


	TREATMENT PLAN GOAL 2

	  Client’s Name (Print):
	      
	Date of Birth:
	      


	Treatment Plan Goal 2
	

	Measurable Objectives 
	

	Staff Intervention(s):    
	     


	Target Date:
	      

	Update on Progress:
	      


	**TREATMENT PLAN GOAL IN CLIENTS OWN WORDS 

	  Client’s Name (Print):
	      
	Date of Birth:
	      

	TREATMENT PLAN GOAL 1  IN CLIENTS OWN WORDS:

	       

	TREATMENT PLAN GOAL 2  IN CLIENTS OWN WORDS:

	     


	DISCHARGE PLAN

	Client’s Name (Print):
	      
	 Date of Birth:
	      

	Is discharge anticipated during the authorization period?
	
	No
	
	Yes
	

	Projected date of discharge: 
	      

	Family expectation of treatment: 


	      

	Plan for discharge: 
	      

	Client’s expectation of treatment: 
	      

	Barriers to treatment:
	      


	Acknowledgement of ITP Review



	Client’s Name (Print):
	      
	 Date of Birth:
	      

	
	
	 I agree with the established Individual Treatment Plan and I have received a copy.

	
	
	 I have reviewed and declined a copy of the Individual Treatment Plan.


	Signatures

	

	
	
	
	

	Consumer Signature: 
	     
	Date:
	     

	

	Parent/Guardian Signature (if applicable):
	     
	Date:
	     


	     
	
	
	
	     
	
	     

	Clinical Therapist Name (Print)
	
	Signature
	
	Title
	
	Date

	     
	
	
	
	     
	
	     

	Clinical Spvr. Name (Print)
	
	Signature
	
	Title
	
	Date

	     
	
	
	
	     
	
	     

	Psychiatrist/Medical Dir. (Print)
	
	Signature
	
	Title
	
	Date

	
	
	     

	Signature/License/Title/Relationship to Consumer
	
	Date


