Client Plan
	Client’s Name (Print)
	
	Provider Name:

	Medical Record Number
	
	Program Name:

	Date Completed
	
	Number of Minutes:


	Strengths:
	
	
	List other coordinated Service/Agencies involved:

	
	
	
	

	
	
	
	


Life Goals: What does the child/youth and family hope to achieve or work toward? Please use their own words. May include hopes dreams, as appropriate.
	

	

	


Treatment Goals: Specific, observable or quantifiable and improve ability to pursue goals and/or decrease or manage impairment or symptoms (consistent with DSM). Note: Day Treatment Programs must identify specific Day Program goals as well.

	Symptom, Impairment Management or Reduction Goal
	Current Baseline
	Proposed decrease or management or progress
	Modality/Intervention

(Family Therapy, Medication, Skill Building, Problem/Solution Focus, Cognitive Behavioral, Parent Training, Modeling, etc.)
	Within what timeframe (Duration)

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	


Strategies to Achieve Goals: Identify what child/youth/family/provider are to do, as appropriate.
	Child/Youth will…
	

	Family/Caregiver will...
	

	Provider will….
	


I was offered a copy of this Client Plan and I participated and agreed in the development of this plan:
     
___________________________________       ____________        
________________________________    ______________

Child/Youth Signature*                                              Date

Caregiver Signature


        Date

___________________________________
      ____________
________________________________    ______________

Provider’s Signature (Lic/Reg)

             Date

LPHA co-Signature (If Req’d)

        Date







*If no signature, see why on Progress Note or Client Plan of dated: _______________

CONFIDENTIAL PATIENT/CLIENT INFORMATION: See W&I Code 5328

